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DISHONEST  CLAIMS  AND  MEDICAL  TESTIMONY  IN 
SUITS  FOR  DAMAGES.  * 

By  C.  ALANSON  PALMER,  M.  D. 
BROOKLYN,  NEW  YORK. 


This  paper  will  not  in  any  way  add  to 
the  knowledge  of  doctors  on  things,  medi- 
cal, but  will  be  simply  a  history  on  the 
pait  of  doctor?  and  lawyers,  as  they 
have  come  to  my  knowledge  in  attempts 
to  defraud. 

For  the  past  seven  years,  I  have  de- 
voted most  of  my  time  to  examining  peo- 
ple who  have  been  in  accidents  of  some 
kind,  and  who  have  been  injured,  or  at 
any  rate  have  claimed  that  they  were. 

These  accidents  take  all  manner  of 
forms,  auto,  falling  elevators,  worn  stairs 
cases,  sl  ppery  icy  floors,  coal  hole  cases, 
falling  brick  cases,  burns,  lacerations  from 
defective  machinery,  falling  ceilings,  team 
accidents,  accidents  from  explosives,  and 
so  on  through  a  list  so  varied  as  to  make 
the  examiner  wonder  what  is  going  to  be 
his  next  assignment.  v 

Now  it  seems  to  be  the  first  principal 
in  accident  cases,  to  get  the  names  of  wit- 
nesses, then  get  an  attorney,  then  patient 
and  attorney  get  the  doctor,  and  the  in- 
jured party  is  then  ready  to  learn  from 
either  the  doctor  or  lawyer,  whether  or 
not  he  has  really  been  hurt. 

If  he  has  been  hurt,  how  much,  and  if 
not,  how  much  the  defendant  can  be 
made  to  think  he  was  hurt. 

When  I  say  the  claimant  goes  to  the 
attorney  before  he  does  to  his  doctor,  I 


speak  advisedly,  as  to  a  very  large  per- 
centage of  cases,  and  in  these  cases  it  is 
seldom  that  the  patient's  own  physician  is 
called ;  it  is  more  likely  to  be  the  physician 
that  the  attorney  recommends.  Another 
group  finds  the  family  physician  and  the 
attorney  fellow  visitors  at  the  bedside, 
while  in  a  comparatively  few  cases  the 
family  doctor  is  called  because  the  pa- 
tient really  has  been  injured,  and  suffers. 
In  this  last  group  the  cases  are  generally 
of  real  injury,  and  of  serious  injury,  and 
the  matter  of  lawsuit  is  not  a  factor  for 
a  long  time,  and  then  only  when  the  per- 
son responsible  for  the  injury  is  not  fair 
enough  to  try  to  make  compensation,  or 
has  insurance  against  such  an  accident  as 
the  one  that  has  befallen  the  sufferer. 

What  often  happens  at  the  very  first 
visit  of  the  physician?  Why  the  matter 
of  future  financial  balm  is  often  told  the 
patient  before  the  doctor  asks  after,  or 
prescribes  for,  the  physical  ailments  of 
his  patient. 

The  doctor  even  goes  so  far  as  to  rec- 
ommend a  particular  attorney,  as  being 
notedly  successful  in  squeezing  money  out 
of  people  who  have  been  so  unfortunate 
as  to  be  the  cause  of  accidents,  and  woe 
to  the  defendant  if  it  be  an  insurance  com- 
pany such  as  I  have  the  honor  to  be  con- 

♦Paper  rend  before  the  14th  annual  meeting 
of  the  American  Medico-Pharmaceutical 
League,  in  New  York  City,  on  May  22nd,  1911. 
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nected  with.  Mr.  So  &  So  will  take 
your  case,  and  it  won't  cost  you  anything 
if  he  doesn't  win.  How  nice  that  sounds, 
and  how  easy  the  fifty  per  cent,  retainer 
sounds.  This  lawyer  can  easily  convince 
the  injured  that  his  case  is  good,  and  very 
unfortunately  he  is  often  able  to  make  the 
case  good,  when  it  has  no  real  merit  in 
equity  at  all.  To  that  extent  will  our 
legal  brothers  often  stoop,  but  lest  we  con- 
demn, let  us  look  at  the  matter  from  the 
doctor's  side.  In  the  vast  majority  of 
cases  of  accident  among  the  poor  the  doc- 
tor sees  no  chance  of  being  adequately- 
paid  for  his  services  to  the  patient,  by  the 
patient  himself,  so  he  must  look  to  the  out- 
come of  a  law-suit  for  his  pay,  if  he  is 
to  get  any  pay  at  all.  So  to  help  the  law- 
yer win  a  substantial  verdict,  the  doctor 
puts  up  a  plea  of  frightful  injuries,  while 
the  attorney  puts  up  the  liability  argument, 
or  the  doctor  will  have  spent  his  time  as 
he  too  often  has  to  anyhow,  working  for 
the  good  of  brother  man,  while  the  lawyer 
will  be  out  money  spent  in  investigating 
the  case,  preparing  it  and  getting  it  ready 
for  trial. 

Now,  I  think  I  have  advanced  the  real 
reasons  why  the  element  of  fraud  enters 
into  so  many  suits,  and  I  will  just  take 
a  little  of  your  time  in  story  telling,  that 
is  in  citing  a  few  cases  of  deliberate  at- 
tempt at  fraud,  in  the  line  of  liability  suits. 

1 .  An  attorney  arranged  for  an  ex- 
amination by  me,  at  the  office  of  the  cli- 
ent's physician.  The  legal  complaint 
said  the  man  had  fallen  down  a  defective 
stoop,  became  sick,  sore  and  disabled,  re- 
ceived lacerations,  bruises  and  contusions, 
and  in  addit:on,  a  new  growth  on  his  back, 
which  would  be  permanent,  and  de- 
manded $10,000  for  settlement.  Exam- 
ination two  weeks  arter  the  accident 
showed  one  slight  scar  on  the  forearm,  a 
history  of  soreness  at  different  parts  of 


the  body,  but  the  doctor  was  trying  all 
through  the  examination  to  divert  my  at- 
tention from  these  things  and  to  call  my 
attention  to  the  lump  on  the  man's  back, 
that  was  worth  so  much  money.  The  doc- 
tor acknowledged  his  inability  to  diagnose 
the  trouble  but  said  he  was  quite  sure 
that  it  was  a  haematoma.  The  growth 
was  about  as  large  as  a  cocoanut,  fleshy, 
and  solid  and  located  on  the  shoulder 
blade. 

After  questioning  the  man  closely,  I 
got  him  to  tell  me  that  he  had  had  this 
tumor  for  years,  but  he  said  that  he  and 
his  doctor  had  been  able  to  notice  that 
it  had  increased  in  size  from  the  day  of 
the  accident  up  to  the  date  of  the  exam- 
ination— two  weeks.  As  a  matter  of  fact 
it  was  an  old  lipoma,  with  a  pack  ped- 
ler's  strap  as  an  exciting  cause.  The 
case  was  tried,  and  the  jury  awarded  the 
man  $150  on  account  of  the  liability,  the 
judge  having  charged  the  jury  to  exclude 
any  testimony  as  to  this  tumor  as  it  was 
in  no  way  the  result  of  the  accident,  and 
he  also  charged  them  that  if  they  disbe- 
lieved the  story  of  the  doctor  and  his 
patient  as  to  their  ability  to  detect  the 
increase  in  the  size  of  the  tumor  during 
that  short  period  of  two  weeks,  they 
should  do  so.  Events  show  how  the  two 
didn't  get  away  with  their  frame  up. 

2.  In  October,  1906,  a  woman  fell 
in  a  coal  hole;  claimed  that  she  was  two 
months  pregnant  at  the  time,  that  she  nev- 
er felt  life,  but  in  January,  1909,  she 
miscarried,  and  on  account  of  septic  con- 
ditions having  arisen,  was  curetted.  She 
was  not  sure,  she  told  me  of  the  time  of 
the  operation,  but  on  consulting  with  her 
lawyer  (this  examination  was  made  at  the 
office  of  the  attorney)  he  looked  up  his 
book,  and  assured  her  that  January  was 
right.  Our  investigating  department 
found  out  who  the  operating  surgeon  was. 
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and  from  him  I  learned  that  he  had  op- 
erated on  the  woman  in  March,  after  she 
had  had  a  miscarriage  at  four  months.  A 
little  mental  arithmetic  will  show  you  that 
at  the  time  she  fell  in  the  coal  hole  she 
was  not  pregnant,  and  did  not  become  so 
till  two  months  after.  This  is  one  of  the 
cases  where  the  attorney  and  the  patient 
tried  to  pull  off  a  fraud,  but  did  not  have 
the  connivance  of  the  physician.  This 
case  was  not  tried,  for  there  was  a  chance 
of  an  attorney  having  charges  preferred 
against  him,  that  would  have  resulted  in 
disbarment  if  they  had  been  proven. 

As  to  the  patient,  she  was  surely  on 
the  road  to  commitment  for  perjury. 

3.  As  the  result  of  a  collapse  of  a 
balcony  rail  in  a  cheap  theater  several 
people  were  precipitated  to  the  orchestra 
below.  Suits  were  brought  by  all  of  the 
injured,  through  one  attorney,  others  hav- 
ing assigned  cases  to  him.  Not  only  did 
all  of  the  injured  bring  suit,  but  many 
who  were  not  in  the  building  at  all.  Each 
and  every  one  claimed  nervous  shock  and 
doubtless  that  was  a  true  claim  in  the 
cases  of  those  who  fell,  but  each  and  ev- 
ery one  set  up  a  claim  of  constant  head- 
ache, inability  to  retain  any  food  what- 
soever, absolute  inability  to  sleep,  and 
none  of  them  had  been  able  to  return 
to  work — this  after  a  period  of  two 
months  after  the  accident.  As  to  the 
headaches,  one  might  have  been  slow  to 
deny  that  cordition,  if  the  claims  had  not 
been  so  uniform,  but  when  I  tell  you  that 
I  made  this  examination  two  months  after 
the  balcony  had  fallen,  it  will  surely  strike 
you  as  unbelievable  that  none  of  them 
had  any  sleep  or  nourishment,  and  per- 
haps it  will  appear  a  bit  humorous,  when 
I  tell  you  that  as  a  matter  of  fact  I  took 
one  of  them  to  Little  Hungary  for  sup- 
per at  ten  at  night,  and  so  far  I  have 
never  heard  of  his  losing  nearly  two  dol- 


lars worth  of  food,  and  a  bottle  that  he 
consumed,  at  the  expense  of  medical  ex- 
amination. One  of  the  poor  unfortunates 
who  had  not  been  able  to  work  at  her 
trade  since  the  accident  had  so  much  dye 
on  her  hands  that  it  rubbed  off  on  mine 
when  I  was  looking  for  some  sign  of  an 
injured  wrist  that  she  and  her  doctor  said 
she  had.  She  had  evidently  come  from 
work  very  recently,  or  was  it  perhaps  some 
of  the  dye  that  had  gotten  on  her  hands 
two  months  before? 

Now  in  this  last  lot  of  cases  the  doctor 
(one  doctor  had  had  all  the  cases  sent 
him  by  an  attorney  on  a  contingent  basis) 
knew  his  patients  were  lying,  but  for  fear 
that  they  would  not  win  their  cases  with 
substantial  verdicts,  and  so  do  him  out  of 
his  contingent  fee,  he  let  them  tell  me  their 
fraudulent  stones,  acquiescing  and  prompt- 
ing them  for  fear  they  might  omit  some- 
thing. 

4.  A  woman  claimed  that  she  had 
fallen  down  a  coal  hole  in  front  of  the 
premises  of  one  of  our  insured ;  she  claimed 
that  she  had  gone  all  the  way  to  the  cel- 
lar, but  did  not  know  whether  any  one 
saw  her  or  not.  Her  doctor  made  a 
diagnosis  of  recent  hernia,  and  she  told 
him  that  she  had  been  perfectly  well  up 
to  the  time  of  the  accident.  I  found  the 
ring  large  enough  for  the  gut  fo  protrude 
freely,  slide  back  and  forth,  and  after  a 
while  convinced  the  woman  that  I  knew 
that  the  rupture  was  an  old  one.  Just 
previous  to  my  visit,  one  of  our  Sherlock 
Holmes  men  had  measured  the  coal  hole. 
I  measured  the  woman,  and  after  taking 
all  kinds  of  abuse  from  the  doctor  I  got 
him  to  admit  that  it  would  have  been  a 
physical  impossibility  for  her  to  have  gone 
through  the  hole. 

Now  I  won't  go  on  citing  cases,  though 
I  have  a  record  of  over  two  hundred 
actual  fraud  cases;  neither  will  I  assert 
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that  all  doctors  are  in  this  doubtful  busi- 
ness, but  I  do  claim  that  there  are  many 
doctors,  who  for  one  reason  or  another, 
are  afraid  to  tell  the  attorneys  in  cases  in 
suit,  that  the  injuries  are  not  nearly  so 
severe  as  the  patients  and  their  lawyers 
want  to  prove. 

*  bruise  or  a  scratch  that  a  patient 
might  have  received  in  running  into  her 
own  bed-room  door,  becomes  ecchymosis, 
or  lacerated  wound  as  soon  as  litigation 
has  begu^.  Why  does  a  sprained  ankle 
that  would  recover  in  three  months  time 
if  the  patient  sustained  the  injury  by 
stumbl  ng  ov?r  his  own  door  sill,  become 
a  conditon  of  chronic  synovitis  when 
some  corporation  is  responsible?  So  far  I 
have  not  been  able  to  learn. 

Liability  suits  we  will  always  have,  but 
after  some  patients  have  been  sent  away 
for  perjury  when  they  have  been  caught 
claiming  injuries  they  have  never  had,  nor 
received  them  in  the  way  they  claim,  and 
when  some  attorneys  have  been  brought 
to  punishment  for  knowingly  misrepresent- 
ing the  facts  in  damage  suits,  then  and  not 
till  then  will  the  medical  men  be  let  alone 
by  those  who  need  their  aid  to  make  good 
stories  that  are  as  false  as  they  are  un- 
fair to  all  concerned  in  the  defense.  Very 
few  doctors  who  are  frequently  called  to 
testify  as  to  their  patients'  injuries,  are 


free  from  the  accusation  of  exaggeration, 
and  while  many,  and  I  am  glad  to  say 
that  I  have  met  many  of  them,  do  not 
distort  facts  the  innocent  have  to  hang 
with  the  guilty. 

Let  us  make  a  bit  of  self-examination* 
and  see  if  perhaps  we  are  unintentionally 
inclined  to  overreach  in  our  efforts  to  aid 
ourselves  and  patients,  and  if  we  are  so 
unintentionally,  think  what  a  power  of  ex- 
ample we  are  for  those  who  are  unscrupu- 
lous in  their  dealings  with  those  on  whom 
the  liability  for  accidents  falls. 

Surely  we  must  realize  that  the  medical 
profession  will  stand  on  a  higher  plane  if 
no  persuasion  of  patients  or  their  attorneys 
can  make  us  exaggerate  injuries  for  the 
sake  of  pecuniary  gain  to  ourselves  or  our 
patients.  And  to  those  of  us  who  hap- 
pen to  be  in  the  employ  of  defendant  in- 
surance companies,  let  it  be  equally  a 
matter  of  conscience  not  to  belittle  in- 
juries when  we  find  them. 

A  fair  deal  to  both  patient  and  cor- 
poration should  prevail,  and  it  won't  be 
long  before  doctors  can  go  on  the  stand 
and  testify,  without  having  the  judge,  jury 
and  onlookers,  say  they  are  falsifying,  or 
assisting  others  in  telling  untruths  in  re- 
gard to  claims  for  damages,  that  have 
brought  them  into  court. 


UTERINE  DEVIATIONS,  THEIR  INFLUENCE  ON  THE 
UTERUS,  AND  THEIR  CORRECTION. 

By  G.  K.  DICKINSON,  M.  D. 
JERSEY  CITY,  N.  J. 


THERAPEUTICS  is  the  only  point 
of  contact  between  medicine  and 
the  public  and  is  the  only  oart  of  medicine 
appreciated  by  it.  As  all  tendency  to  see 
conditions  from  the  outside  by  therapeutic 
application    and   effect    appeals  strongly 


not  only  to  the  lay  mind  but  in  a  large 
measure  to  the  professional.  Not  until 
within  recent  times  have  the  fundamentals 
become  so  broadly  studied,  so  accurately 
observed,  and  so  fully  and  completely 
searched  into,  that  diagnotics  other  than 
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the  most  superficial  have  become  an  im- 
portant factor  in  outlining  therapeutic  ac- 
tivities. As  large  bodies  move  slowly,  so 
the  medical  mind,  whether  in  the  physician 
or  in  the  laymen,  has  not  yet  fully 
comprehended  these  facts.  It  is  inate  in 
all  of  us  to  hunt  for  specifics — for  som" 
one  method  of  treatment  which  may  be' 
come  a  panacea.  Equally  inate  in  us 
is  the  tendency  to  superficial  observation 
and  the  quick  arguing  from  condition  to 
therapy  without  a  rational  understanding 
of  the  numerous  factors  pertaining  thereto. 

No  branch  of  medicine  has  in  the  past 
appealed  more  largely  to  the  emotions  and 
less  to  the  intelligence  than  obstetrics,  and 
even  today  popular  superstitions  ha  g  more 
closely  to  obstetrics  than  to  any  other 
branch.  Gynecology,  a  recent  correlary  of 
obstetrics,  has  had  its  evolution  from  the 
simple  and  superficial  as  have  the  other 
branches  of  medicine.  Only  a  few  years 
ago  it  consisted  principally  of  endo-cervi- 
citis  with  caustic  silver  for  treatment 
About  the  same  time  abnormal  positions  ol 
the  uterus  were  exploited  and  their  con- 
nection with  a  symptomatology  claimed, 
but  not  until  the  abdominal  surgeon  made 
possible  a  good  and  sound  understanding 
of  the  several  moving  pathologies  of  the 
-  pelvis  has  it  become  possible  vto  estimate 
the  importance  of  uterine  deviations  and 
reasons  for  distresses  felt  and  to  scienti- 
fically outline  a  proper  treatment. 

Empiricism  in  surgery  like  empi.icism  in 
Galenics  leads  to  a  groping  for  a  specific 
and  never  finding  it.  Some  of  the  specifics 
in  medicine  have  come  by  accident; — 
others  through  a  charletan,  but  all  of  the 
specific  treatments  in  surgery  have  come 
through  an  accurate  knowledge  of  con- 
ditions and  its  sensible  application. 

Nowhere  is  the  evidence  of  this  seen 
better  than  in  the  treatment  of  uterine  de- 
viations.   Ignorance  and  desire  to  adver- 


tise a  name  have  lead  to  the  exploitation 
of  many  unnecessary  operations,  and  it 
is  doubtful  if  any  surgeon  can  name  and 
describe  each  of  the  more  than  five  score 
methods  of  treating  displacements. 

Anatomy  in  its  conventionalism  has 
depicted  the  body  according  as  it  is  per 
ceived  by  the  eye.  Eye  analysis  has  be- 
come so  much  a  fiction  of  medicine  that  in 
large  part  the  ideas  of  symptomatology 
and  of  treatment  have  been  regulated 
thereby.  The  uterus  described  by  Gray 
should  never  be  the  uterus  of  the  gyne- 
cologist. This  organ  is  a  mass  of  muscu- 
lar fibres  under  varying  tension  with  fibres 
passing  from  each  angle  in  ligamentous 
appearance  but  yet  uterine  structure.  From 
the  upper  angle,  as  round  ligaments,  fibres 
pass  to  the  inguinal  canal,  gradually  los- 
ing the  muscular  and  acquiring  instead 
fibrous  tissue.  In  the  inguinal  canal 
toward  its  attachment  at  the  pubes  it  is 
all  fibrous.  Running  posteriorly  from  the 
cervix  to  the  sacrum  there  is  another 
bundle  of  muscular  tissue  in  part  fibrous. 
With  the  changes  of  age  and  disease  ac- 
tion, and  sometimes  due  to  natal  histologic 
defect,  the  fibrous  tissue  predominates. 
Running  from  the  uterus  laterally  a  small 
quantity  of  unsrtiated  muscle  fibres  is 
found  in  the  broad  ligaments. 

The  arterial  supply  of  the  uterus  is  so 
perfectly  arranged  that  there  can  be  no 
defect.  Much  is  heard  of  interference 
with  the  arterial  supply,  of  congestions 
brought  about  by  flexions,  but  the  Circle 
of  Robinson  is  so  complete  on  both  sides 
that  it  is  impossible  to  materially  interfere 
dynamically  with  the  circulation  of  this 
organ.  No  one  has  yet  seen  a  uterus 
change  in  color  or  apearance  by  being  re- 
troflexed  or  by  being  brought  again  into 
position. 

Nervous  ganglia  are  found  in  the 
uterus  as  in  the  intestinal  tract.    They  are 
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a  part  of  and  correlate  with  the  branches 
of  the  sympathetic  numerou  sly  found  in  the 
boad  ligament  and  extending  up  into  the 
ganglia  lying  over  the  sacrum.  The  sym- 
pathetic systems  of  nerves  in  large  part 
regulates  utero-ovarian  action.  It  governs, 
controls  and  functionates  these  parts.  If 
the  nerves  were  as  graphically  discernible 
to  the  eye  as  the  uterus  little  doubt  is  there 
but  that  the  neurologists  would  claim  many 
of  the  diseases  of  the  pelvic  organs.  Being 
hidden,  seldom  seen  even  in  operative 
work,  and  functionating  quietly  their  im- 
mense im  portance  in  gynecological  thought, 
diagnosis  and  treatment  has  been  much 
neglected. 

Physiologically  speaking,  the  ovaries, 
partiularly  the  chromatin  substance  in 
the  corpus  luteum,  have  an  important  part 
in  the  study  of  uterine  functions.  There 
is  a  strong  nutritional  sympathy  between 
these  two  structures.  R.emove  the  uteru6 
and  the  ovaries  undergo  an  atrophy  due  to 
incomplete  oviation.  Remove  the  ovaries 
and  the  uterus  shrinks  in  premature  senility. 
The  secretion  of  the  corpus  luteum  is  said 
to  be  the  vaso-constrictor  of  the  uterine 
circulation,  keeping  up  a  proper  tonus. 

In  order  to  judge  scientifically  and  ac- 
curately the  various  ailments  and  debilities 
incident  to  and  associated  with  uterine 
malposition  one  should  include  in  his  argu- 
ment a  well-balanced  understanding  of  the 
functionings  of  each  element  of  what 
might  be  termed  the  physiological  uterus. 
The  uterus  has  a  normal  position  but  not 
a  normal  direction.  It  possesses  a  con- 
siderable degree  of  motility.  No  one 
structure  is  called  upon  to  keep  it  in  posi- 
tion, but  an  even  balancing  of  tissue  ten- 
sion is  sufficient  reason  for  its  placement. 
The  parametrium,  which  extends  laterally 
and  contains  muscle  tissue,  clastic  fibres 
and  spiral  blood-vessels,  is  seemingly  the 
more  important,  but  below  this  must  be  a 


vagina  of  perfect  structure  whose  anterior 
wall  has  not  been  damaged  by  traumatism 
or  bladder  distension  and  whose  posterior 
wall  is  in  perfect  attachment  with  a  well- 
sustained  rectum  and  a  perineum  whose 
aponeurotic  and  muscular  content  enters 
the  vagnia  at  an  angle,  the  posterior 
wall  of  the  vagina  being  longer  than 
the  anterior,  producing  a  normal  ten- 
dency of  the  fundus  forward.  With 
the  broad  ligament  in  normal  tone  and  the 
sacral  ligaments  possessing  good  muscle 
under  proper  tonus  the  tendency  of  the 
fundus  uteri  is  to  make  an  excursion  back- 
ward and  forward  with  distension  or  emp- 
tying of  the  bladder  and  with  movements 
of  the  body. 

Retrodeviations  and  descenses  are  not 
prone  to  occur  independent  of  pre-exising 
lesions.  Conditions  leading  up  to  them 
are  of  three  kinds:  First,  antenatal 
defect  of  aponeurosis  and  musculature  of 
the  pelvic  floor;  Second,  disease  states 
of  the  uterus  and  its  extensions  which  bring 
about  myotic  changes,  such  as  lesions  of 
the  uterine  supports  complicated  by  relax- 
ation, atrophy  of  the  utero-sacral  muscle, 
and  traumatism  of  the  pelvic  floor  with 
lacerations  of  important  structures  weaken- 
ing its  more  important  supports;  and 
Third,  traumatism  from  within  the  ab- 
domen, for  example,  by  a  cecum  which 
through  a  past  chornic  ceco-appendicitis 
has  had  its  musculature  absorbed,  leading 
to  a  subsequent  distension  and  pouching 
into  the  pelvis  where  it  may  over-ride  the 
uterus  and  force  a  retroflexion.  A  similar 
effect  may  be  produced  by  the  transverse 
colon  which  frequently  becomes  pen- 
dant, kinks  at  the  splenic  flexure  and  load- 
ed with  heavy  fecal  matter.  The  sigmoid, 
too,  at  times  traverses  the  brim  of  the 
sacrum  and  acts  as  a  hammer  when 
heavily  weighted  with  fat  and  feces. 
The  symptomatologies  of  uterine  devia- 
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tions  are  collectively  expressed  under  the 
term  "uterine  syndrome."  They  are  in- 
duced either  by  a  flexion  or  an  associated 
condition.  A  uterus  under  slight  retro- 
flexion dragging  on  the  broad  ligament 
will  produce  a  distress  similar  to  a  drag  on 
any  mesentery.  If  the  displacement  be 
continuous  and  to  such  a  degree  as  to 
elongate  the  ligament,  drag  will  cease  and 
the  woman  will  then  have  a  retrodisplace- 
ment  without  symptom.  If  there  be  slight 
descensus  the  utero-sacral  muscle  will  be 
put  on  tension  and  may  contract  in  order 
to  restore  position.  Irritation  of  this 
muscle  gives  considerable  pain.  It  becom- 
ing paralyzed  or  atrophic,  pain  ceases.  If 
the  uterus  be  seized  by  a  tenaculum  and 
dragged  upon,  the  first  tissue  to  be  put  on 
tension  is  the  utero-sacral  muscle.  This 
being  severed,  the  next  tissue  to  be  affected 
is  the  broad  ligament,  but  not  until  the 
parametrium  has  been  severed  is  any  strain 
put  on  the  round  ligaments,  so  in  the  pro- 
duction of  retroflexions  and  the  causing  of 
distress  under  normal  conditions  the  im- 
portant structures  to  be  considered  are  the 
utero-sacral  muscle  and  the  uterine  mesen- 
tery. 

In  types  of  metritis  and  parametritis 
without  lymph  exudate,  we  more  com- 
-monly  find  associated  displacements  dis- 
tressing. Nerves  in  an  inflammatory  tissue 
seem  to  induce  the  sensation  pain  which  is 
not  normally  their  function.  Hence  it  is 
that  we  have  no  distress  in  affections  ex- 
isting in  healthy  tissues.  The  extensive 
nerve  supply  of  this  pelvic  organ  very  well 
explains  the  numerous  reflex  symptoms 
originating  from  it.  Continued  irritation 
sooner  or  later  produces  an  exhaustion  of 
the  sympathetic  plexus  at  the  brim  of  the 
pelvis  bi-laterally.  Exhaustion  of  tMs 
plexus  leads  to  the  possibilities  of  irregular 
vaso-motor  impulses,  congestions,  and  or- 
gan functioning.    With  an  exhaustion  of 


this  plexus  stimuli  may  pass  further  up  in 
the  sympathetic,  allowing  of  the  perversion 
of  normal  impulses  of  the  organs  under 
their  control.  This  will  explain  constipa- 
tion, nausea,  epigastric  pulsations,  and 
other  abdominal  phenomena  of  the  "neu- 
rotic". According  as  the  woman  has  some 
antenatal  nerve  defect  or  lax  habit  ac- 
quired in  the  education  of  life,  will  she  be 
influenced  by  distresses.  Will-power  and 
self-control  being  in  abeyance,  the  emo- 
tional will  predominate  and  the  patient 
will  have  backache,  posterior  cephalalgia 
and  hysteria. 

Owing  to  a  lack  of  comprehension  of 
the  numerous  factors  pertaining  to  uterine 
displacements,  or,  perhaps,  to  a  desire  to 
exploit  an  operation,  surgeons  have  from 
their  several  viewpoints  treated  these  con- 
ditions variously.  Some  recognizing  only 
the  position  of  the  fundus  uteri  have  been 
satisfied  with  its  replacement.  Others 
noticing  the  descensus  ha'  e  selected  that  in 
their  mode  of  attack,  but  the  more  intelli- 
gent careful  surgeon  has  measured  the  dy- 
namic value  of  each  tissue,  has  studied 
into  the  causative  factors  of  the  displace- 
ment, never  forgetting  that  the  woman's 
distress  is  not  an  occular  concept  but  an 
association  of  lesions. 

Surgeons  are  apt  to  be  short-sighted. 
Duhr^enn  and  Baker  have  both  given  us 
statistics  of  recurrences  after  operation, 
showing  a  large  percentage  of  failures. 
Statement  is  not  made  whether  these  fail- 
ures mean  recurrences  of  de  iation  or  fail- 
ure to  remove  the  distresses  complained  of. 
Supporting  t^e  fundus  by  attachment  to 
t'ne  urachus  or  by  tV>at  surgical  abomina- 
tion, ventral  suspension,  is  to  De  con- 
demned because  of  the  Wge  percentage  of 
recurrence,  (25  per  cenO,  because  of  the 
unsurgical  method  of  usirg  an  artificial 
support  t^al  doe*  not  fol'ow  t^e  lines  indi- 
cated by  nature  and  because  of  the  possi- 
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billi'.y  of  hernial  inclusions.  Shortening 
the  round  ligaments  by  external  methods  is 
pleasing  and  attractive,  does  away  with 
the  weakest  part  of  the  cord  and  subjects 
the  patient  to  little  traumatism,  but  it  does 
not  allow  of  a  proper  inspection  of  the  ab- 
dominal contents  and  conditions.  It,  too, 
has  a  large  percentage  of  failures,  ( 1 2 
per  cent),  due  to  omental  adiesions  to  the 
fundus  uteri,  to  a  stiffening  through  inflam- 
matory action  of  the  broad  ligaments,  or 
a  failure  to  appreciate  and  rectify  the  sev- 
eral visceroptoses  which  often  exist.  The 
internal  shortening  of  the  round  ligaments 
has  been  variously  effected.  Some  meth- 
ods are  most  scientific,  like  the  Gilliam 
and  Ferguson;  some,  like  the  Webster, 
(which  has  a  recurrence  of  31  per  cent) 
apparently  not  as  much  so.  Goff's  and 
Bovee's  utero-sacral  shortening  do  not 
seem  to  have  gained  professional  con- 
fidence, probably  because  the  utero-sacral 
muscle  is  not  always  tangible  and  its  por- 
tion such  that  if  the  scar  tissue  at  the  point 
of  operation  become  tender  greater  misery 

dded.  Of  the  vagina  shortening* 
Shauta's  amounts  to  a  fixation.  Cystic 
suspension  gives  comfort  and  is  free  from 
tender  cicatrices,  but  a  uterus  that  is  heavy 
or  pressed  upon  from  above  may  be  easily 
re-retroflexed,  pulling  the  bladder  with  it. 

A  factor  which  has  negatived  many  of 
the  operations  is  tender  scar  tissue.  We 
have  seen  it  in  the  Alexander-Adams' 
method,  in  the  ventral  suspension,  and  in 
the  internal  shortening  of  the  round  liga- 
ments where  the  scar  has  been  on  the  line 
of  traction.  The  Gilliam  operation  and 
the  Ferguson  modification  of  it  seem  to  bs 
fairly  free  from  distress  of  that  type.  So, 
also,  is  the  cystic  suspension.  Another 
test  of  the  value  of  the  several  operations 
can  only  be  given  us  by  the  active  obste- 
trician. There  are  no  complete  statistics 
published   of   the   effect   of   the  several 


methods  upon  a  pregnant  uterus  in  its  as- 
cent or  at  the  time  of  delivery,  nor  of  the 
power  or  restitution  after  delivery. 

A  surgeon's  attitude  toward  hystero- 
pexies v/ill  vary  with  his  success.  Most 
gynecologists  have  begun  with  the  Alex- 
ander-Adams and  not  changed  until  they 
saw  their  patients  returning.  Good  work 
may  be  done  above  the  bone  or  below  it. 
Success  depends  as  much  on  the  surgical 
ability  of  the  operator  as  on  the  mode  of 
procedure,  but  both  patient  and  surgeon 
should  thoroughly  comprehend  that  oper- 
ative work  is  but  one  step  in  therapy. 

A  study  of  the  different  methods  em- 
ployed in  these  conditions,,  (some  of  them 
now  more  or  less  historic),  suggests  that 
uterine  rest  is  the  main  factor  to  be  ob- 
tained. Metritis  and  its  associated  para- 
metritis are  aggravated  and  continued  by 
movements  of  the  body; — walking  or 
breathing  so  move  the  pelvic  parts  and 
keep  up  minor  traumatisms  that  conges- 
tions continue.  Tampons  and  pessaries, 
which  act  as  temporary  splints,  and  oper- 
ations that  give  relief  and  support,  all  tend 
to  a  recuperation  of  local  tone  and  a  re- 
turn to  normal  of  vascular  changes,  but  in 
hysteropexies  as  in  the  treatment  of  ot^er 
conditions,  we  must  not  forget  the  individ- 
ual. We  must  study  her  nerve  tonus,  her 
susceptibilities,  determine  whether  she 
easily  affected  by  pain,  and  find  out  I 
condition  of  her  toxin-destroying  organs, 
intestinal  epithelia,  liver  and  internal  secre- 
tions, paying  attention  to  secondary  ane- 
mias and  the  circulation.  A  woman  who 
has  such  lowered  nerve  vitality  as  to  be 
annoyed  by  a  displaced  uterus  will  have 
co-existing  tissue  and  functional  defect  in 
other  organs  of  the  body.  Particularly 
important  is  it  to  remember  that  the  sym- 
pathetic system  is  closely  associated  with 
the  vaso-motor,  and  that  which  exhausts 
the  action  of  the  former  will  also  of  the 
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latter,  and  that  any  type  of  therapy,  drug, 
hydropathic  or  other,  which  invigorates 
and  gives  tone  to  the  arterial  circulation 
of  the  pelvis  will  tend  for  betterment. 

The  object  of  this  paper  is  to  encour- 
age broader  study  of  woman  and  her 
miseries,  of  the  many  conditions  inducing 
and  perpetuating  the  uterine  syndrome. 


of  the  relation  of  uterine  deviations  to 
other  lesions,  and  the  necessity  to  skill- 
fully select  a  proper  operation  with  other 
treatment  added  which  shall  /tot  jnly 
comfortably  and  permanently  replace  the 
organ,  but  relieve  the  woman  of  co-ex- 
isting pathologic  states. 


POSTOPERATIVE  MECHANICAL  OBSTRUCTION  OF  THE 
BOWEL  OCCURING  SHORTLY  AFTER 
OPERATIVE  PROCEDURE. 

By  ALBERT  M.  JUDD,  M.  D. 

Gynoecologist  to  the  Jewish  and  Sweedish  Hospitals;  Adj.  Gynecologist,  Long   Island   College   Hospital;  Ob- 
stetrician, Kings  County  Hospital;  Consulting  Gynecologist,  St.  Joseph's  Hospital;  Consulting 
Obstetrician  to  Coney  Island  and  Eastern  Hospitals. 


During  the  last  ten  years,  four  cases 
belonging  under  the  above  classification 
have  come  under  the  author's  observation. 
Three  of  them  occurring  in  his  own  work, 
the  last  case  to  be  recited  in  the  service  oi 
his  co-worker  at  the  Kings  County  Hos- 
pital, Dr.  L.  J.  J.  Commiskey.  They 
have  all  been  proven  cases,  either  by  op- 
eration or  autopsy.  In  the  author's  opin- 
ion from  the  study  of  the  symptomatology 
of  these  bowel  obstruction  cases,  many  go 
to  their  graves  under  the  diagnosis  of  and 
treatment  instituted  for  the  condition  call- 
ed acute  dilation  of  the  stomach. 

There  are  three  causes  to  be  assigned 
for  the  condition.  First,  direct  obstruc- 
tion due  to  adhesions  and  kinking  of  the 
gut,  a  loop  being  adherent  to  an  adjacent 
loop,  to  the  parietal  peritoneum,  to  one 
of  the  solid  organs  occupying  the  abdo- 
men which  has  been  abraded  of  its  peri- 
toneum either  through  handling  or  oper- 
ative work,  or  to  drainage  gauze.  Second, 
indirect  obstruction  through  the  omentum 
having  formed  adhesions  and  thereby  pull 
ing  sufficiently  upon  the  colon  to  cause 
kinking  and  obstruction.  Third,  para 
lysis.    This  latter  cause  is  usually  spoken 


of  as  non-mechanical,  but  the  author  feels 
that  the  paralysis  of  a  muscle  is  a  mechani- 
cal factor  and  should  be  thus  exhibited  in 
our  literature.  For  the  purpose  of  illus- 
tration and  elucidation  of  the  author's 
ideas  on  the  subject,  let  us  take  first  a 
brief  resume  of  the  symptoms  presented  in 
acute  dilation  of  the  stomach  as  exempli- 
fied in  the  very  excellent  monograph  of 
Dr.  J.  C.  MacEvitt,  read  before  the 
Brooklyn  Surgical  Society  in  May,  1906. 
We  find  as  follows:  "Abdominal  dis- 
tension more  marked  in  the  upper  zone, 
restlessness  and  irritability  followed  by 
vomiting  which  is  characteristic,  being 
large  in  quantity  and  projectile.  Now 
take  up  the  symptoms  of  obstruction. 
Here  you  find  the  distension  is  general, 
pain  of  a  colicky  character  due  to  the  in- 
creased peristalsis  above  the  point  of  ob- 
struction, vomiting  first  of  the  contents  of 
the  stomach  and  later,  if  the  obstruction 
is  not  relieved,  the  contents  of  the  upper 
small  intestines.  Both  pulse  and  respira- 
tion are  increased  in  frequency,  the 
amount  of  increase  depending  upon  the 
degree  of  distension,  it  is  sometimes  so 
great  as  to  cause  death  of  the  case  even 
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before  the  vomiting  has  occurred." 

Reviewing  the  symptom  complex,  I 
admit  that  it  is  not  easy  to  arrive  at  an 
absolute  and  definite  conclusion,  but  since 
acute  dilation  has  been  so  much  before 
us  in  the  literature  the  author  feels  that 
we  have  not  been  as  free  as  we  might 
otherwise  have  been,  to  open  the  abdomen 
secondarily  for  the  relief  of  troublesome 
adhesions. 

Before  the  time  of  the  recognition  of 
acute  dilation  of  the  stomach  as  a  dis- 
tinct entity  most  of  these  cases  died  as 
cases  of  peritonitis ;  still  others  were  classi- 
fied by  Lewis  A.  Stimson  of  New  York 
as  intcstine-peritoneal-septicaemia.  In 
others  we  found  at  operation  or  autopsy 
a  paralysis  and  flattening  of  a  portion  of 
gut  either  large  or  small  and  ranging  in 
length  from  a  few  inches  to  a  number  of 
feet  with  a  corresponding  distension 
above ;  this  may  occur  in  separate  por- 
tions of  the  gut,  that  is,  such  a  lesion  may 
be  multiple.  Another  class  of  cases  are 
only  partially  obstructed  by  intestinal  ad- 
hesions, but  the  symptomatology  in  all  of 
these  cases  so  closely  resembles  that  of 
acute  dilation  of  the  stomach  that  they 
are  so  treated  until  death  occurs  or  until 
further  operative  measures  are  useless. 

Following  are  brief  reports  of  the 
author's  cases. 

Case  No.  1 .  Mrs.  E.  F.,  admitted  to 
the  author's  service  at  the  Long  Island 
College  Hospital  July  18th,  1901. 
Diagnosis,  endometritis,  bilateral  pyosal- 
pinx.  Operation  July  19th,  1901  uterus 
was  dilated  and  curetted,  and  a  laparo- 
tomy was  done,  both  tubes  and  ovaries 
being  removed.  Two  small  fibroids,  sub- 
peritoneal, on  the  posterior  surface  of  the 
fundus  were  removed  by  incision  and 
enucleation,  the  incision  being  closed 
with  plain  catgut  and  the  uterus  being 
suspended.     The  patient's  postoperative 


nausea  continued  longer  than  usual;  the 
distension  of  the  abdomen  and  the  vomit- 
ing on  the  morning  of  July  22nd,  1901 
was  distinctly  fecal  in  character.  The  in- 
dications here  were  absolute,  the  incision 
was  opened  and  adhesions  with  right- 
angled  kinking  of  a  portion  of  the  small 
intestine  adherent  to  the  posterior  surface 
of  the  uterus  at  the  site  of  the  incision  for 
the  removal  of  one  of  the  fibroids,  with 
distension  above  and  collapse  below.  This 
quickly  closed.  The  patient  had  an  un- 
interrupted recovery. 

Case  No.  II.  E.  R.,  Female,  aged  27, 
who  had  had  two  stillbirths  with  mutila- 
tion of  the  babies  from  forceps,  admitted 
to  my  service  at  the  Kings  County  Hos- 
pital early  in  labor  Sept.  2nd,  1 906. 
All  pelvic  measurements  were  slightly  un- 
der the  normal  and  from  the  previous 
history  it  was  decided  to  do  a  Caesarian 
section.  Two  days  later  I  saw  the  patient 
early  in  the  morning.  There  was  general 
distension  of  the  abdomen  and  tLere  had 
been  some  vomiting.  I  prescribed  catharsis 
and  enemata,  and  I  left  the  hospital  feel- 
ing that  I  had  the  misfortune  to  have  de- 
veloped a  postoperative  peritonitis  in  this 
case.  The  therapeutic  measures  had  no  re- 
sult, and  the  patient  died  suddenly  at  9 
p.  m.,  that  night.  Autopsy  in  this  case 
showed  that  the  omentum  was  caught  un- 
der one  of  my  through  and  through  silk- 
worm gut  sutures,  pulling  upon  the  colon 
sufficiently  to  cause  kinking  and  obstruc- 
tion. 

Case  No.  III.  Mrs.  L.  C,  colored,  re- 
ferred to  my  service  at  the  Swedish  Hos- 
pital on  June  23d,  1911,  by  Dr.  Wil- 
liam Pfeiffer  with  the  folowing  diagnosis: 
Pregnancy  with  placenta  previa  at  about 
the  fifth  month  in  a  uterus  very  much  en- 
larged by  fibroids.  She  had  had  a  history 
of  severe  hemorrahge,  dating  back  several 
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weeks.  It  was  decided  to  do  a  hysterec- 
tomy. On  opening  the  abdomen  some  of 
the  veins  in  the  pelvis  were  found  as  large 
as  a  finger.  A  supravaginal  hysterectomy 
was  done  as  rapidly  as  possible  and  the 
patient  returned  to  bed  in  good  condition. 
Distension  of  the  abdomen  and  vomiting 
with  a  rise  of  temperature  began  within 
the  first  24  hours  after  the  operation.  This 
patient  had  stomach  washing,  eserine  and 
strychnine  and  enemata.  Two  movements 
of  the  bowels  were  secured,  flatus  was 
passed,  but  the  distension  increased  rapid- 
ly, and  the  parent  died  at  the  end  of  the 
second  48  hours  after  the  operation,  with 
the  temperature  registering  105  2-5th. 
Autopsy  in  this  case  disclosed  an  adhesion 
of  a  portion  of  the  small  gut  with 
right-angled  kinking  (to  the  line  of  union 
of  the  anterior  and  posterior  flaps  of  peri- 
toneum), with  distension  above  and  col- 
lapse of  the  gut  below.  The  movements 
of  the  bowels  and  passage  of  flatus  had, 
of  course,  come  from  below  the  area  of 
obstruction.  ..An  early  appreciation  of 
the  conditions  existing  and  their  relief  by 
early  operation  would  have  saved  the  pa- 
tient. 

Case  No.  IV.  was  a  Caesarian  done  by 
Dr.  L.  J.  J.  Commiskey  at  the  Kings 
County  Hospital.  Twenty-four  hours 
postoperative  the  patient  was  vomiting 
with  abdominal  distension,  rise  of  pulse 


rate,  with  the  vomiting  suspicious  of  being 
fecc'l.  In  ihis  case  there  was  no  doubt  as 
to  the  diagnosis  and  the  primary  wound 
was  reopened.  A  portion  of  the  small 
gat  was  found  adherent  to  the  lower  end 
of  the  uterine  incision  with  marked  angu- 
lation of  the  gut.  Adhesions  were  relieved, 
but  as  the  dole.nsion  above  did  not  seem 
to  be  relieved,  enterotomy  was  done.  Pa- 
rtem was  lclruned  to  bed.  Patient  im- 
poved,  but  later  nutrition  failed  due  to 
the  fact  that  the  enterotomy  was  high  up 
in  the  gut.  Trie  enterotomy  wound  was 
closed  by  Dr.  J.  B.  Bogart  and  the  pa- 
tient recovered. 

From  a  s  udy  of  the  above  cases  the 
author  feels  that  he  is  justified  in  making 
the  following  appeal,  where  the  diagnosis 
between  these  two  conditions,  the  acute 
dilation  of  the  stomach  and  obstruction 
of  the  bowels,  is  doubtful.  For  the  first, 
only  a  short  trial  of  the  treatment  as 
directed  towards  dilation,  i.  e.,  stomach 
washing,  posture  and  the  administration  of 
eserine  and  strychnine  and  enemata  and 
then  the  relief  of  the  probable  adhesions 
by  operative  measures  through  the  primary 
wound  or  the  stasis  of  the  paralytic  form 
of  the  obstruction  by  enterotomy  as  was 
carried  out  in  Dr.  Commiskey's  case. 

*Read  before  the  Brooklyn  Gyneco- 
logacal  Society  at  a  stated  meeting. 


A  PERSONAL  TRIBUTE  TO  SEWELL  MATHESON.* 

By  ROBERT  E.  COUGHLIN,  M.  D. 


A  little  over  fifteen  years  ago,  just 
about  the  time  when  the  discovery  of  the 
X-rays  occurred — a  young  man  gradu- 
ated from  our  local  medical  institution  of 
learning. 

He  had  before  matriculating  received 
a  very  good  education  and  had  obtained 
the  degree  of  Bachelor  of  Science  after 


a  course  of  study  extending  over  a  pe- 
riod of  nine  years. 

Like  the  other  members  of  his  class  he 
was  possessed  of  high  ideals  with  the 
same  brilliant  goal  beckoning  him  onward. 
Unlike  most  of  his  fellows,  however,  he 

marked  out  carefully  and  with  systematic 

*Read  before  the  Norwegian  Hospital  Alumni 
Association. 
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detail  each  step  to  be  taken  in  reaching 
his  goal.  As  LaBruyere  has  said: 
"There  is  no  road  too  long  to  the  man 
who  advances  deliberately  and  without 
undue  haste;  there  are  no  honors  too  dis- 
tant to  the  man  who  prepares  himself  for 
them  with  patience." 

Later  he  entered  private  practice  with 
the  stamp  which  the  college  bred  man 
should  bear  of  studious  habits,  persever- 
ence  and  self-confidence.  To  these  at- 
tributes was  added  to  his  medical  educa- 
tion the  broadening  and  deepening  experi- 
ences of  a  hospital  interneship. 

He  was  not  slow  to  appreciate  the  op- 
portunities that  were  dawning  for  the 
young  man.  He  also  realized  the  spirit 
of  unrest  that  was  manifesting  itself  in 
the  city  of  New  York  at  that  time  medi' 
cally  and  politically. 

He  early  elected  a  specialty  and  be- 
gan the  building  up  of  a  private  prac- 
tice on  what  he  was  pleased  to  call  a 
unit  system,  namely,  that  he  studied  ev- 
ery case  not  only  from  the  medical  but 
from  the  human  side;  not  in  general  but 
even  farther  than  this,  that  he  might 
know  his  patient  from  the  patient's  own 
individual  standpoint,  that  he  might 
measure  the  full  value  of  the  personal 
equation  so  that  the  patient  may  realize 
that  he  was  a  physician  by  whom  the 
patient  was  fully  understood.  By  his 
solicitous  care,  concentration  and  atten- 
tion to  the  smallest  details  he  impressed 
his  patient  with  his  conscientiousness. 

Having  allied  himself  with  several 
hospitals,  these  with  his  private  practice 
served  two  ends:  that  he  might  have  an 
immense  and  never  failing  supply  of  clin- 
ical material  and  secondly — a  commer- 
cial one — that  in  the  future  he  might  se- 
cure financial  freedom,  necessary  leisure 
and  ease  which  would  enable  him  to  use 
only    selected    clinical    material    for  the 


working  out  of  many  of  the  immense 
number  of  medical  problems  and  thut 
reach  his  goal,  namely:  "To  add  to  the 
sum  of  human  knowledge,  without  doing 
which,  a  man  has  lived  his  life  in  vain." 

He  was  a  clean  opponent.  He  never 
forgot  a  friend;  nor  an  enemy  either, 
though  he  did  not  waste  time  with  the  lat- 
ter in  squaring  accounts,  believing  that 
life  was  too  short,  he  looked  ahead  per- 
ceiving that  future  events  would  probably 
do  that  for  him.  His  personality  was 
strong,  though  he  was  charitable  in  his 
judgment  of  others  and  was  careful  to 
never  unnecessarily  offend. 

He  was  careful  in  the  selection  and  ap- 
plication of  treatment.  He  gave  great 
attention  to  details,  never  forgetting  for 
a  moment  the  relation  of  his  specialty  to 
the  general  economy  or  failing  to  watch 
the  results  of  work  by  other  men  and 
feeling  that  a  respectful  caution  was 
forced  upon  him  because  of  the  present 
limitation  of  medical  power.  He  was 
frank  and  truthful  in  reporting  his  fail- 
ures as  well  as  successes.  Extreme  mod- 
esty prevented  him  from  allowing  any  of 
his  writings  or  case  reports  to  appear  in 
print. 

All  who  knew  Dr.  Sewell  Matheson 
will  remember  him  as  a  lover  of  the 
marks  of  civilization,  architecture,  paint- 
ings, music  and  literature.  Many  have 
said  he  was  the  most  artistic  man  they 
had  ever  met.  His  love  of  the  beauti- 
ful was  exceptional  and  his  perception  of 
beauty  was  remarkable.  Every  tinge  of 
a  cloud  was  commented  upon.  In  walk- 
ing through  the  woods  he  would  pause 
and  admire  wild  flowers  while  others 
would  trample  them  under  their  feet. 

He  was  a  firm  believer  in  modern 
achievement  and  was  always  enthusiastic 
over  the  flights  of  human  progress.  His 
clergyman  tells  an  amusing  story  about 
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finding  him  only  a  short  time  before  his 
death  in  an  old  second-hand  book  store, 
where  he  was  delving  into  the  past  and 
present  construction  of  buildings  along 
fireproof  lines.  When  told  by  the 
preacher  that  all  buildings  were  fireproof 
until  a  fire  occurred  he  was  very  particular 
to  state  that  this  was  not  so  with  the  real 
modern  buildings  which  had  stood  a  test 
of  600  degrees  Fahrenheit. 

One  can  hardly  refer  to  the  life  of 
Dr.  Sewell  Matheson  without  making 
mention  of  the  great  influence  his  father 
had  in  shaping  his  career.  Someone  has 
said  that  only  successful  physician's  sons 
take  up  the  study  of  medicine.  In  this 
particular  instance  this  may  truly  be 
sa'.d.  One  of  the  sweetest  examples  of 
parental  pride  and  admiration  occurred 
in  the  lives  of  the  father  and  son.  As 
an  admirer  of  both  has  well  said:  "It 
was  difficult  to  judge  which  admired  the 
other  the  most,  the  son  the  father,  or  the 
father  the  son."  The  father's  interest 
and  enthusiasm  after  years  of  experience 
stimulated  the  son  while  the  son's  work 
and  fidelity  reacted  the  same  way  to  in- 
spire the  father.  In  operating  each 
would  assist  the  other  in  turn  and  in  the 
words  of  the  son:  "I  never  want  to  see 
,  the  day  when  my  father  is  noN  able  to  be 
my  first  assistant."  Such  devotion  is 
rare.  Unlike  John  Stuart  Mill's  father, 
who  was  a  hard  task  master,  the  fath- 
er's love  and  interest  in  his  son  were  along 
the  line  of  sweet  companionsh'p.  In 
other  words,  they  were  "chums"  as  years 
rolled  by,  almost  to  the  extent  of  caus- 
ing one  to  believe  that  there  was  over- 
indulgence, but  nevertheless,  the  results 
were  evident  in  rounding  out  char- 
acter. We  who  are  not  the  sons  of  phy- 
sicians can  hardly  realize  the  influence 
that  a  physician  must  have  on  the  son 
who  has  chosen  the  same  profession. 


His  dislike  for  all  kinds  of  athletics 
was  known  to  all.  Walking  for  exer- 
cise he  bel  eved  was  the  greatest  drud- 
gery. It  is  interesting  to  relate,  however, 
that  among  his  books  was  one  on  "The 
Intellectual  Life"  by  Hamerton  in  which 
he  had  the  following  passages  marked: 
In  the  chapter  under  the  heading:  To 
the  student  who  has  neglected  bodily  ex- 
ercise "We  have  done  those  things  which 
we  ought  not  to  have  done;  we  have  left 
u-done  those  things  which  we  ought  to 
have  done,  and  there  is  no  health  in  us." 
"Kant  well  knew  that  the  regularity  of  the 
intellectual  life  depended  entirely  on  the 
regularity  of  the  bodily  functions,  and, 
unlike  the  foolish  men  alluded  to  by 
Goethe  who  pass  the  day  complaining 
of  headache,  and  the  night  in  drinking 
the  wine  that  produces  it,  he  not  only 
knew  that  regular  health  was  necessary 
to  his  work  as  a  philosopher,  but  did 
everything  in  his  power  to  preserve  it." 

One  month  before  his  death  he  said 
to  the  writer,  "Why  I  am  only  just  be- 
ginning to  know  how  to  live.  I  am 
planning  things  ten  years  hence."  As  a 
matter  of  fact  he  planned  to  take  a  trip 
around  the  world  in  the  year  1913. 

Being  of  a  very  exact  mind  when  he 
knew  he  had  typho;d  fever  during  his 
last  illness  he  immediately  began  to  fig- 
ure on  his  chances  for  recovery,  compli- 
cations, etc.  After  deciding  what  they 
were  in  his  own  mind  he  gave  orders 
that  in  the  event  of  a  perforation  he 
wished  a  certain  surgeon  to  perform  the 
operation  "for,"  said  he,  "his  mortality 
figures  are  the  best  I  have  seen  anywhere.'* 

He  was  a  genial  companion,  an  in- 
teresting conversationalist — as  manly  as  a 
man  and  as  gentle  as  a  woman — a  gen- 
tleman. 
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SO  much  has  been  said  recently  about 
the  secret  division  of  fees  among 
physicians  that  it  is  perhaps  timely  for  us  to 
consider  just  what  it  means — The  Editor 
in  an  interview  with  the  Commissioner  of 
Accounts  of  New  York  City,  the  Hon- 
orable Raymond  B.  Fosdick,  discovered 
that  c  cimilar  practice  was  prevalent 
among  lawyers,  and  at  the  request  of  the 
Editor,  Commissioner  Fosdick  prepared 
the  following  note: 

FEE-SPLITTING  AMONG  LAW- 
YERS. 

The  recent  resolution  of  the  Academy 
of  Medicine  in  regard  to  fee-splitting 
raised  a  question  of  serious  importance. 
To  many  laymen  it  was  a  revelation  of 
a  practice  of  which  they  were  ignorant. 
To  members  of  other  professions,  how- 
ever, and  particularly  the  legal  profession, 
it  came  as  a  gentle  reminder  of  the  sad 
commentary  that  human  nature  is  every- 
where the  same. 

A  point  in  professional  ethics,  practi- 
cally upon  all  fours  with  the  subject- 
matter  of  the  resolution  of  the  Academy  of 
Medxine  has  recently  been  raised  in  the 
legal  profession.  In  January  1911  the 
Committee  on  Professional  Ethics  of  the 


New  York  County  Lawyers'  Association 
recommended  to  the  Board  of  Directors 
a  proposed  code  of  ethics  for  members  of 
the  legal  profession.  In  this  code  was 
the  folowing  significant  declaration: 

"He  (the  lawyer)  should  not 
accept  any  costs  or  compensation 
for  services  rendered  in  his  client's 
matters  without  his  client's  knowl- 
edge; and  he  should  not,  without 
his  client's  knowledge  and  consent, 
accept  any  portion  of  the  fees 
charged  by  other  attorneys  or  in- 
dividuals or  corporations  employed 
by  him  in  his  client's  business." 

The  abuse  against  which  this  section 
is  directed  is  well  understood  by  members 
of  the  New  York  bar.  It  is  an  abuse 
which  still  exists.  It  has  been  customary 
for  some  attorneys  to  accept  a  portion  of 
the  fees  charged  by  other  attorneys  or 
agents  whom  they  have  found  it  necessary 
to  employ  in  their  clients'  business.  Or 
to  put  the  matter  more  baldly,  secret 
rebates  have  been  given  by  corporations 
and  legal  specialists  to  attorneys  who 
have  sought  assistance  in  the  settlement 
of  their  clients'  affairs;  and  clients  have 
paid  the  fees  of  specialists  through  their 
private  attorneys  in  utter  ignorance  of  the 
fact  that  part  of  the  amount  was  to  be 
retained  by  these  attorneys  or  returned  in 
the  form  of  a  rebate. 

For  example,  an  attorney  with  a  large 
practice  in  condemnation  proceedings  was 
employed  by  other  attorneys  for  their 
clients  in  this  special  branch  of  legal 
work.  In  many  cases  it  appears  that  an 
agreement  existed  between  tue  attorneys 
.nater  of  the  resoution  of  the  cademy  of 
retain  a  certain  percentage  of  the  fees 
paid  for  this  work  in  consideration  of  then- 
having  brought  the  business  to  this  par- 
ticular specialist. 
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Similar  cases  have  arisen  from  time  to 
time  in  regard  to  patent  attorneys,  where 
an  understanding  has  existed  between  a 
"general  practitioner"  and  a  specialist 
that  the  former  is  to  receive  a  certain  per- 
centage of  the  fees  paid  by  his  client  for 
the  services  rendered  by  the  patent  at- 
torney. 

In  one  western  case  that  was  brought 
to  my  attention,  an  attorney  actually  in- 
duced the  specialist,  whom  he  had  re- 
tained for  his  client,  to  increase  the 
amount  of  the  fee  charged  so  as  to  allow 
for  a  more  liberal  rebate  to  himself. 

The  practice  of  fee-splitting  in  the 
medical  profession  would  appear  to  re- 
sult in  placing  human  life  in  jeopardy. 
The  effect  of  a  similar  practice  in  the  legal 
profession  is  certainly  not  so  serious.  At 
the  same  time,  such  a  policy  of  deceit 
not  only  borders  closely  upon  actual  dis- 
honesty, but  must  inevitably  prejudice 
the  performance  of  the  clients'  business 
and  impair  the  good  faith  with  which  it 
is  conducted.  The  resolution  of  the 
Committee  of  the  New  York  County 
Lawyers'  Association,  above  quoted,  is 
aimed  directly  .at  such  flagrant  violations 
of  the  fiduciary  relationship  existing  be- 
tween attorney  and  client. 

„  FEE  SPLITTING  AMONG  PHY- 
SICIANS. 
The  resolutions  recently  adopted  by 
the  Academy  of  Medicine  of  New  York 
and  the  Medical  Society  of  the  County 
of  Kings  in  regard  to  the  secret  division 
of  professional  fees,  brings  to  light  a 
form  of  dishonest  dealing  which  calls 
for  the  strongest  condemnation.  The  re- 
solutions of  the  Academy  af  Medicine 
are  as  follows: 

Resolved,  t-^at  the  secret  division 
of  a  fee,  or  fees,  with  any  person 
or  persons,  who  may  be  instrumental 
in  influencing  a  patient,  or  patients, 


to  apply  for  operative  care  or  pro- 
fessional advice,  is  unworthy  of  any 
member  of  the  medical  profession. 

Resolved,  that  if  such  a  division 
of  fee  is  made  by  a  member  of  the 
New  York  Academy  of  Medicine 
it  should  be  counted  as  of  sufficient 
ground  for  the  expulsion  of  the 
member. 

Resolved,   that  the  Council  con- 
siders   it    its    duty    to  investigate 
charges  against  members  made  on 
the  basis  of  such  division  of  ree,  and 
on  receipt  of  proof  of  offense  the 
Council  may  either  permit  the  resig- 
nation of  the  person  or  expel  him 
from  the  Academy. 
It  cannot  be  claimed  by  any  intelligent 
reader  that  the  object  of  these  resolutions 
is   not  perfectly   clear.     They   do  not 
mean  that  proper  measures  should  not  be 
adopted  to  secure  the  payment  of  the 
physician  for  his  attendance  on  a  sur- 
gical case, — they  are  intended  to  guar- 
antee that  the  bill  which  is  rendered  to  a 
patient  shall  indicate  to  whom  the  money 
goes.     If  a  surgeon  renders  a  bill  to  a 
patient  and  he  states  that  it  includes  the 
amount  due  for  his  own  services  and  the 
services  of  the  attending  Physician,  then 
the    aptient    knows    that    the  attending 
physician  is  to  receive  a  part  of  the  money 
paid,  and  if  the  patient  wishes  it,  he  may 
demand  that  the  two  accounts  be  ren- 
dered separately.    If  no  such  request  is 
made,  the  surgeon  may  pay  the  physician 
for  his  share  of  the  services  without  fear 
of  criticism. 

It  is  against  the  secret  division  of  a 
fee  that  these  resolutions  are  directed. 
That  such  a  practice  prevails  among  a  cer- 
tain class  of  men  is  only  too  well  known 
and  it  is  impossible  from  any  standpoint 
to  defend  it.  As  Commissioner  Fos- 
dick    has    stated   in   his   editorial, — the 
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secret  division  of  a  fee  among  physicians 
results  in  placing  human  life  in  jeopardy, 
and  we  agree  that  his  statement  is  correc1, 
because  a  physician  influenced  by  the 
promise  of  a  substantial  share  of  the  fee, 
refers  his  patient  to  the  man  who  will 
pay  him  the  largest  percentage  of  the  re- 
ceipts, rather  than  to  the  man  who  is  best 
fitted  by  his  special  knowledge  and  train- 
ing to  operate  upon  the  case.  W  en  such 
men  combine  to  operate  a  case,  they  are 
more  apt  to  be  influenced  by  the  im- 
mediate pecuniary  advantage  to  themselves 
than  by  the  absolute  needs  of  the  patient. 
After  the  service  has  been  performed,  if 
the  surgeon,  without  the  knowledge  or 
consent  of  the  patient,  pays  to  the  physi- 
cian a  certain  percentage  of  his  fee.  with- 
out the  physician  having  rendered  services 
for  tue  same,  he  has  either  over-charged 
his  patient  or  has  been  blackmailed  by 
the  physician  sending  Mm  the  case. 

It  would  seem  t  ^at  t':e  resolutions  both 
of  t  he  Academy  and  of  the  County 
Society  rright  have  been  differently 
worded,  and  we  would  suggest  the  fol- 
lowing, basing  the  resolution  upon  that 
already  adopted  by  the  New  York 
County  Lawyers'  Association,,  to  wit: 

"He  (the  physician)  should  not 
accept  any  compensation  for  serv- 
ices rendered  in  his  patients  affairs 
without  his  patient's  knowledge,  and 
he  should  not,  without  his  patient's 
knowledge  and  consent,  accept  any 
portion  of  the  fee  charged  by  other 
physicians,  surgeons  or  merchants 
employed  by  him  in  his  patient's  ill- 
ness." 

This  last  statement  is  added  to  cover 
the  very  objectionable  custom  of  some 
instrument  makers  who  charge  a  patient 
an  unnecessarily  large  fee  for  making  a 
belt  or  fitting  a  truss  and  then  sending  a 
rebate  to  the  physician  of  twenty  percent 


of  the  cost  of  the  appliance  as  a  compen- 
sation for  l  is  sending  the  case  to  them. 

It  is  interesting  to  note  that  the  same 
tendency  has  to  be  curbed  among  lawyers 
as  among  physicians,  for  it  cannot  be 
denied  that  the  practice  if  condoned 
among  physicians  is  much  more  dangerous 
than  that  which  prevails  among  lawyers. 

DR.  DOTY  AND  THE  QUARAN- 
TINE. 

9  |  1  HE  letter  of  Governor  Dix  relative 
JL  to  the  conduct  of  quarantine  un- 
der Dr.  Alvah  H.  Doty  was  received 
with  considerable  surprise  by  the  medical 
profession  of  the  State.  The  Governor 
in  his  letter  reviews  at  length  the  report 
of  Charles  N.  Bulger,  the  Commissioner 
appointed  by  him  to  investigate  the  man- 
agement and  affairs  of  the  office,  and 
concludes  that  Dr.  Doty  has  not  only 
jeopardized  the  health  of  this  country 
by  neglecting  his  duties,  but  has  conducted 
the  office  with  illegal  profit  to  himself. 
Bulger  declares  that  the  history  of  the 
business  administration  of  the  State's 
quarantine  "is  replete  with  evidence  of 
gross  incompetency  and  inexcusable  negli- 
gence." 

Governor  Dix  makes  the  astonishing 
statement  that  "the  conditions  established 
show  that  there  has  been  the  grossest  fail- 
ure, either  to  establish,  or,  if  established, 
to  preserve  the  necessary  sanitary  precau- 
tions" to  prevent  certain  diseases  such  as 
cholera  and  other  infectious  diseases  from 
entering  this  country  through  the  Port  of 
New  York.  Certainly  the  medical  pro- 
fession at  large,  and  those  directly  inter- 
ested in  trans-Atlantic  transportation 
could  hardly  accept  these  conclusions  as 
justified  by  the  facts.  In  h"s  letter  the 
Governor  states  that  Dr.  Doty  has  failed 
"to  meet  the  specific  charges  of  miscon- 
duct, extravagance,  depravity  and  im- 
morality charged  to  his  administration."* 
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He  asks  for  the  immediate  resignation  0* 
the  office  of  Health  Officer  of  the  Port 
of  New  York.  To  the  medical  pro- 
fession this  action  upon  the  part  of  the 
Governor  seems  unwarranted. 

Dr.  J.  W.  McLane,  who  was  on  Dr. 
Doty's  consulting  board,  called  the  Gov- 
ernor's action  "a  great  misfortune."  He 
said:  "T  e  charges  were  absolutely 
trivial.  Almost  the  unanimous  sentiment 
of  the  medical  profession  favors  Dr. 
Dcty.  The  only  errors  shown  in  his  ad- 
ministration were  insignificant  errors  of 
business  management.  I  think  its  scan- 
dalous to  remove  him.  They've  been 
clamoring  for  the  place  because  they 
want  the  patronage.  In  my  opinoin  there 
hasn't  been  anot  er  health  officer  at 
Quarantine  as  good  as  Dr.  Doty  in  my 
lifetime,  and  I  know  a  little  about  Quar- 
antine affairs.  I  can  only  say  I  am  very 
sorry." 

Dr.  Wendell  C  Phillips,  one  of  the 
thirty-four  whose  resolution  asking  tor 
Dr.  Doty's  reappointment  was  presented 
to  the  Governor,  said:  "I  look  upon  it 
as  a  calamity  to  the  best  interests  of  tha 
people  to  remove  a  man  whose  worlc  has 
be  en  as  satisfactory  as  Dr.  Doty's  over 
such  a  long  period  of  time,  during  which 
no  serious  outbreak  of  disease  fias  occur- 
red as  the  result  of  Quarantine  laxity. 

Pre  New  York  Medical  Record  m 
an  editorial  reviewing  the  Quarantine  Ad- 
ministration says:  "The  investigator  ap- 
pointed by  Governor  Dix  exhausted  all 
the  possibilities  of  unfair  denuciation  in 
his  official  report,  and  the  others  can  only 
paraphrase  the  charges  made  by  him,  but 
they  know  the  force  of  iteration  and  evi- 


dently believe  that  by  constant  repetition 
they  can  turn  public  opinion  against  the 
abused  Health  Officer." 

The  same  writer  goes  on  to  detail  how 
much  has  been  accomplished  by  Dr. 
Dcty  during  the  past  sixteen  years,  and 
concludes:  "Not  only  the  public  health 
but  the  business  interests  of  the  country 
demand  that  this  work  be  continued  and 
perfected  by  the  man  who  has  brought  it 
to  its  present  condition  The  medi- 
cal profession  of  New  York  is  practically 
unanimous  in  urging  that  Dr.  Doty  be  re- 
appointed, especially  at  this  time,  for  >t 
may  be  regarded  as  quite  certain  that 
within  a  very  few  months  cholera  will 
again  be  knocking  at  our  door." 

Dr.  Doty  in  his  letter,  replying  to  the 
charges  of  Governor  Dix,  declines  to 
resign  the  office  which  ras  been  held  by 
him  for  sixteen  years,  and  claims  that  if 
he  resigned  it  would  be  an  admission  that 
t^ere  was  some  basis  for  some  of  the  so- 
called  conclusions  of  the  Commissioners. 
He  flatly  refuses  to  resign  and  believes 
the  city  would  suffer  by  his  immediate 
withdrawal  and  t'  at  it  would  be  an  injury 
to  the  course  of  progressive  quarantine. 

Dr.  Doty's  administration  of  the  office 
of  Health  Officer  of  the  Port  of  New 
York  for  the  past  sixteen  years  has  been 
perfectly  satisfactory  both  to  the  medical 
profession  and  to  those  who  are  interested 
in  the  commercial  life  of  the  port.  Despite 
the  findings  of  the  commissioner  appointed 
to  investigate  the  Quarantine  conditions 
the  medical  profession  almost  without  ex- 
ception continue  to  have  every  confidence 
in  the  honesty  and  ability  of  Dr.  Doty. 
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Medical  Society  Elections. — ■ 
At  the  recent  elections  of  the  Medical 
Society  of  the  County  of  Kings,  Dr.  Elias 
H.  Bartley  was  elected  President,  Dr. 
James  M.  Winfield,  Vice-President  and 
Dr.  C.  G.  Crane,  Secretary. 

At  the  recent  elections  of  the  Queens- 
Nassau  Medical  Society,  Dr.  H.  M. 
Warner  of  Hempstead  was  elected  Presi- 
dent, Dr.  W.  G.  Frey  of  Long  Island 
City,  Vice-President  and  Dr.  J.  S. 
Cooley,  Secretary. 

At  the  recent  election  of  the  Suffolk 
County  Medical  Society  Dr.  Hugh 
Halsey  of  Southampton  was  elected 
President,  Dr.  C.  H.  Turrell  of  Smith- 
town  Vice-President  and  Dr.  Frank 
Overtcn  of  Patchogue,  Secretary. 

East  New  York  Medical 
Society, — A  new  medical  society  was 
recently  organized  in  the  East  New  York 
section  of  Brooklyn.  The  society  holds 
two  meetings  a  week ;  the  chairman  is 
selected  at  each  meeting. 

The  New  Utrich  Medical 
Society,  is  the  name  of  another  new 
medical  organization  which  recently  came 
into  being  in  the  New  Utrich  section  of 
Brooklyn.  Dr.  James  B.  Dowd  is  the 
President. 

New  Hcspital  at  Woodhaven. 
— The  sisters  of  the  poor  of  St.  Francis 
are  building  a  hospital  for  incurables  at 
Wocdhaven,  Long  Island.  It  is  to  be 
known  as  St.  Anthony's  and  is  a  branch 
of  St.  Peters  of  Brooklyn. 

Mo'E  Hospital  Ships. — Surgeon 
General  Stokes  of  the  Navy,  has  recom- 
mended that  a  hospital  ship  be  provided 
for  each  fleet,  and  that  the  present  hos- 
pital ship  be  replaced  by  a  new  and 
modern  one. 


For  the  Restoration  of  the 
Canteen  in  the  Army. — Two  hun- 
dred and  fifty  physicians  from  all  parts 
of  the  United  States,  headed  by  Dr.  Wj 
W.  Keen  of  Philadelphia,  have  signed  a 
petition  to  Congress  to  have  the  Canteen 
restored  in  the  United  States  Army,  by 
passing  the  Bartholdt  bill. 

Red  Cross  Seals. — The  commis- 
sion on  the  Prevention  of  Tuberculosis, 
announce  an  enormous  sale  of  red  cross 
stamps  during  the  Holidays.  The  re- 
turns from  the  department  stores,  alone 
amounting  to  more  than  $150.00  daily. 

Excluding  Opium  from  China. 
— The  opium  Congress  has  adopted  the 
Indo-Chinese  agreement  to  exclude  opium 
from  China. 

Small  Pox  in  Brooklyn. — Two 
cases  of  small  pox  have  been  reported  in 
Brooklyn,  the  first  in  over  two  years. 

Mayor's  Medical  Bill  Cut. — 
The  Aldermen  have  voted  to  reduce  by 
$6,500  the  bill  rendered  to  the  city  by 
the  physicians  who  attended  Mayor  Gay- 
nor  after  he  was  shot  in  the  Summer  of 
1910.  The  report  of  the  payment  of 
$19,500  to  the  phys'cians  was  passed 

The  fee  of  Dr.  William  J.  Arlitz  of 
Hoboken  was  cut  from  $7,500  to  $2,- 
500,  and  the  claim  of  Dr.  George  F. 
Sullivan  from  $2,000  to  $500.  No 
other  changes  were  made.  The  controller 
will  pay  the  amount  under  the  special  act 
by  issuing  a  certificate  of  indebtedness 
and  selling  it. 

Maspeth  to  be  Vaccinated. — . 
Owing  to  the  smallpox  scare  in  Maspeth, 
the  Health  Department  and  Board  of 
Education  officials  have  arranged  to  have 
all   the   children   in   the    Queens  public 
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schools  vaccinated,  and  a  noitce  was  sent 
to  the  schools  throughout  the  borough  to 
that  effect.  Those  children  who  have 
been  vaccinated  within  the  last  two  yean 
will  not  be  required  to  submit  again  to 
the  operation  if  they  can  produce  certi- 
ficates. All  others  must  be  vaccinated. 
The  Health  Department  physicians  will 
vaccinate  the  children  free,  or  they  may 
have  their  own  physicians. 

Health  Department  Starts 
Vigorous  Campaign  of  Vaccina- 
tion.— The  Brooklyn  Health  Depart- 
ment has  started  a  vigorous  campaign 
against  the  spread  of  smallpox  in  this 
borough. 

Medical  Review  of  Reviews. — 
This  well  known  medical  publication  has 
been  rejuvenated.  Dr.  Arthur  C.  Jacob- 
son  of  Brooklyn  has  been  appointed 
Editor.  With  him  there  are  a  very  capa- 
ble corps  of  workers,  including  Dr.  Lyd- 
son  of  Chicago,  Dr.  W.  E.  Butler,  and 
E.  E.  Cornwall  of  Brooklyn. 


The  C.  V.  Mosby  Company,  of 
St.  Louis,  has  announced  the  publication 
of  a  book  on  Pellagra,  to  be  ready  by 
January  1,  1912.  This  book  is  being 
prepared  by  Doctor  Stewart  R.  Roberts, 
of  Atlanta,  Ga.,  who  has  just  returned 
from  Italy,  where  he  studied  the  disease 
in  its  natural  habitat.  While  in  Europe 
the  doctor  made  extensive  researches  re- 
garding the  etiology  and  treatment  of 
Pellagra,  and  the  data  obtained  in  the 
book  will  reflect  the  latest  and  best  work, 
that  has  been  done  in  connection  with  this 
disease,  making  it  a  reliable  guide  to 
those  seeking  information  on  the  subject. 

Typhoid  Mary. — Mary  Mullen  bet- 
ter known  as  "Typhoid  Mary"  brought 
suit  against  the  City  of  New  York  for 
$50,000  for  illegal  detention  at  the 
North  Brothers  Hospital. 

Miss  Clara  Barton,  celebrated 
her  90th  birthday  on  December  25th, 
191  1. 
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TWO  CASES  OF  HOUR  GLASS  BLAD- 
DER WITH  PARESIS 

Dr.  John  O.  POLAK  said  he  wished 
to  narrate  two  cases  and  ask  for  some 
suggestions.  Both  of  the  cases  are  very 
similar. 

One  occurred  1  Yl  years  ago  in  a 
woman  23  years  old  who  had  gonorrhoea 
and  developed  double  pus  tubes  The  pus 
tubes  were  removed,  the  uterus  was  sus- 
pended by  the  Kelly  method,  by  two  la- 


teral suspensory  ligaments  as  Kelly  ori- 
ginally suggested,  a  suture  on  each  side 
of  the  peritoneal  fold  at  the  lateral  pos- 
terior surface  of  the  uterus  near  the  in- 
sertion of  the  utero-ovarian  ligaments. 
This  patient  made  a  good  operative  re- 
covery but  about  two  months  »fter  leav- 
ing the  hospital  she  developed  a  condition 
of  paresis  of  the  bladder.  There  was  no 
spinal  lesion.  This  patient  was  catheter- 
ized  repeatedly  and  developed  a  cystitis 
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as  the  result.  She  was  brought  into  the 
hospital  for  observation  again  and  it  was 
found  that  none  of  the  ordinary  methods 
such  as  electricity,  belladonna,  strychnine 
or  ergot  could  relieve  the  paresis.  He 
made  a  vesico-vaginal  fistula  and  drained 
the  bladder.  He  left  this  fistula  open  for 
a  period  of  six  months.  He  then  closed 
the  fistula  with  silver  wire  sutures  and  the 
paresis  promptly  returned.  The  patient 
was  cystoscoped,  by  Dr.  Paul  Pilcher  and 
he  reported  an  hour  glass  bladder,  and 
that  there  was  a  distinct  division  in  th"1 
bladder  just  posterior  to  the  ureteral  ori- 
fices in  the  body  of  the  bladder  which  only 
permitted  her  to  empty  the  lower  portion 
of  the  bladder  through  the  fistula,  and 
she  had  a  constant  retention  of  residual 
urine  in  the  upper  segment  of  the  bladder. 
The  fistula  was  reopened.  It  is  found  that 
she  empties  the  bladder  voluntarily,  urinat- 
ing both  through  the  urethra  and  through 
the  fistula,  but  there  is  an  upper  compart- 
ment which  contains  six  to  eight  ounces 
of  residual  urine  constantly. 

The  second  case  occurred  in  a  woman 
on  whom  Dr.  Polak  did  a  Webster-Baldy 
operation  and  two  months  after  that  opera- 
ation  while  still  in  the  hospital  she  de- 
veloped symptoms  of  gall  stones  and  had 
a  cholecystotomy  done  on  her;  later  she 
developed  paresis  of  the  bladder  and  the 
findings  in  this  case  were  exactly  the  same 
as  in  the  previous  case. 

Dr.  Polak  said  these  are  the  only  two 
cases  he  has  ever  seen  of  this  type  and  he 
reported  them  for  comment  and  suggestion 

Dr.  R.  L.  Dickinson  said: 
It  would  be  easy  to  see,  how  a  less 
skillful  man  than  Dr.  Polak  could  so 
shorten  the  round  ligaments  behind  the 
pubis  as  to  bring  the  fundus  solidly  against 
the  pubis  and  so  imprison  above  the  fundus 
and  the  rear  of  the  pubis  a  section  of  the 
bladder.     It  is  difficult  to  see  how  that 


could  happen  with  a  suspension  unless  a 
vesical  fixation  occurred  at  the  same  time. 
In  utero-vesical  fixation  some  such  a  thing 
might  happen.  I  have  cystoscoped  two 
bladders  that  were  very  much  lop  sided 
with  probable  thick  adhesions  above. 
When  there  were  six  or  eight  ounces  in 
that  bladder,  there  was  a  very  marked 
lateral  protrusion  up  into  the  abdomen. 

Dr.  Dickinson  said  he  had  not  had  time 
to  look  fully  over  reopened  cases  to  find 
the  after  results  of  suspension.  Adhesions 
of  some  kind  occur  with  sufficient  fre- 
quqency  perhaps  to  explain  such  cases  as 
Dr.  Polak's.  The  eleven  cases  which  Dr. 
Dickinson  looked  up  were  as  follows:  In 
five  there  were  no  evidences  of  there  ever 
having  been  any  ligament  at  all.  Four 
were  supposed  to  have  been  chromic  gut 
suspensions;  one  was  a  case  of  Dr.  Dick- 
inson's own  when  plain  gut  was  handed 
him  when  he  asked  for  chromic  gut,  and 
that  patient  did  not  have  adhesion  or  liga- 
men;. 

Dr.  Dickinson  said  he  had  done  one 
suspension  where  a  ligament  an  inch  long 
and  as  wide  as  the  finger  was  cut  when 
it  held  the  fundus  down.  This  freeing  of 
the  fundus  resulted  in  prompt  normal  de- 
livery. Dr.  Dickinson  took  out  this  uterus 
recently  for  firboids.  He  has  another  such 
specimen  of  a  suspension  which  went 
through  one  normal  pregnancy  where  the 
ligament  stretched  out  perfectly  and  then 
came  back  to  one  inch. 

Dr.  Dickinson  has  seen  one  example  of 
urachus  suspension  done  by  George  R. 
Fowler  and  there  the  urachus  stretched 
satisfactorily  in  pregnancy. 

A  case  of  Dr.  Kelly's  occurred  where, 
in  trying  to  do  a  suspension,  he  did  a  fixa- 
tion and  Dr.  Dickinson  had  to  do  a  Caes- 
arian because  like  Dr.  Humpstone's  cases, 
the  cervix  was  out  of  reach  and  delivery 
impossible.     A  case  of  Dr.  Munde's  of 
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the  same  kind  was  operated  on  by  Dr. 
Dickinson  where  he  got  fixation  instead  of 
suspension.  A  case  of  Dr.  Dickinson's 
own  where  he  got  a  fixation  instead  of  a 
suspension  and  there  he  opened  the  abdo- 
men by  a  small  incision  and  the  uterus 
promptly  straightened  out.  It  is  frequent- 
ly the  case  that  an  adhesion  of  the  omen- 
tum occurs  in  the  neighborhood  of  the 
suspensory  ligament.  Dr.  Dickinson  has 
been  two  or  three  abdomens  in  which  that 
suspensory  ligament  has  become  four  or 
five  inches  long  and  dropped  tue  fundus 
all  the  way  back  into  the  pelvis.  On  the 
whole  the  suspension  results  have  been 
satisfactory  and  relapses  few. 

DR.  J.  C.  MacEvitt  said: 
The  condition  of  the  bladder  has  evi- 
dently been  brought  about  through  posi- 
tional defect.  It  did  not  exist  prior  to 
the  removal  of  the  tubes  or  to  tue  suspen- 
sion. It  is  then  a  fair  assumption  that  this 
was  due  to  the  operation.  Now  as  to 
remedial  procedure.  The  doctor  did  not 
state  the  present  condition  or  position  of 
the  uterus  or  if  there  was  any  inflamma- 
tory condition  surrounding  the  bladder. 
Dr.  MacEvitt  took  the  opportunity  of 
asking  Dr.  Polak  about  this. 
Dr.  Polak  said  in  answering  :v 
In  one  of  the  cases  the  uterus  is  in  ab- 
solute position  and  freely  movable.  In 
the  case  of  the  suspension,  the  uterus  is 
a  little  back  of  the  normal  though  not 
retroverted.  It  is  hanging  high  in  the 
pelvis. 

Dr.  MacEvitt  continuing: 

With  that  condition  existing,  it  would 
show  that  the  bladder  has  been  brought 
higher  up  into  the  pelvic  cavity  than  nor- 
mal and  the  fact  that  there  is  no  atonic 
condition,  that  the  nerve  power  still  exists 
in  the  fact  that  she  can  urinate  through  the 
lower  segment,  shows  that  it  is  not  due  to 
any  loss  of  nerve  power. 


Dr.  MacEvitt  said  he  would  reopen  the 
abdomen,  sever  probable  adventitious  liga- 
ments or  adhesions  if  existing  and  remove 
if  possible  any  inflammatory  condition 
which  involves  the  remains  of  the  broad 
ligaments  and  at  least  give  the  patient  the 
benefit  of  an  expiratory  investigation. 

Dr.  J.  O.  Polak  said: 

The  first  case  which  had  been  subjected 
to  suspension  was  operated  for  an  acute 
appendicitis  by  Dr.  Polak's  colleague  and 
the  suspensory  ligaments  were  observed  at 
that  time  and  as  far  as  any  observation 
from  above  or  cystoscopy  from  below  was 
concerned,  there  does  not  seem  to  be  any 
explanation  of  why  this  has  occurred. 

In  the  other  case  Dr.  Dickinson  sug- 
gested that  the  fundus  of  the  uterus  may 
l.a\e  indented  the  bladder,  yet  Dr.  Polak 
doubted  if  that  is  so  because,  the  uterus 
is  so  freely  movable.  In  a  suspension,  it 
can  be  readily  understocd  that  a  bladder 
does  not  distend  upward  but  laterally. 
In  the  Webster-Balde  operation  some  of 
the  room  for  that  distension  has  been  taken 
off  so  consequently  it  cannot  do  so  in  that 
case  but  in  the  first  case  one  would  expect 
it  would  have  a  compensating  distension 
laterally  which  is  not  shown  by  the  cys- 
toscopic  observation. 

Dr.  G.  K.  Dickinson  said  he  had  a 
curious  finding,  one  which  he  had  reported 
in  New  York  among  obstetricians  and 
gynecologists  and  had  no  reply,  so  he 
presumes  it  is  not  ommon.  Back  in 
his  general  practice  he  would  occasionally 
see  a  woman  who  suffered  from  severe 
pain  during  the  first  three  months  of  preg- 
nancy. 

In  this  case  the  woman  had  severe  pain 
especially  at  night  which  required  mor- 
phine administration.  She  had  no  rise  in 
temperature  nor  pulse  rate,  and  no  indica- 
tion whatever  of  her  lesion.  Her  story 
would  eliminate   abscess   and  salpingitis 


22 


BROOKLYN  GYNCOLOGICAL  SOCIETY 


with  adhesions.  The  free  mobility  of  the 
uterus  and  fredom  from  tenderness  poster- 
iorly would  seem  to  indicate  there  was  no 
dropped  tube  firmly  attached  to  the  broad 
ligament  in  the  cul-de-sac.  There  was 
nothing  indicative  of  appendicitis.  She 
was  very  tender  above  the  pubes.  Dr. 
Dickinson  advised  delay  to  await  some 
further  symptomatology  but  the  next  day 
her  physician  sent  her  to  the  hospital.  The 
patient,  husband  and  doctor  demanded  ex" 
ploration,  and  being  curious  to  see  the 
case,  Dr.  Dickinson  opened  and  found 
a  condition  novel  to  him.  The  uterus  was 
three  months  pregnant.  There  was  no  in 
dication  of  retroversion.  The  adnexa  were 
perfectly  normal,  the  fimbriated  extremity 
normal.  The  appendix  was  well  up  on 
the  brim  of  the  pelvis  but  the  fundus  of 
the  uterus  anteriorly  from  the  base  of  the 
bladder  up  to  the  fundus  was  covered 
with  a  shaggy  fibrinous  deposit.  It  was 
five  or  six  centimeters  long  and  of  a  dry 
dark  red  color.  As  they  were  rubbed 
off,  a  bloody  serum  oozed  out.  There 
was  no  bleeding  from  the  uterus.  Dr. 
Dickinson  could  hardly  call  it  an  infection 
because  it  appeared  to  be  recent  and  there 
seemed  to  be  no  focus  for  the  infection. 
It  was  confined  to  the  anterior  part  of  the 
uterus  up  to  the  fundus  and  not  on  the 
Fallopian  tubes  or  other  parts  of  the 
uterus.  The  Fallopian  tubes  showed  no 
indication  whatever  that  they  had  ever 
ruptured. 

Dr.  C.  R.  Hyde. 

The  speaker  said  he  operated  on  a  case 
the  other  day  where  both  ovaries  were 
covered  with  this  dry  shaggy  deposit  of 
which  Dr.  Dickinson  speaks.  And  which 
could  be  sponged  off  each  ovary  leaving 
oozing  spots.  One  ovary  was  split  open, 
simply  poured  out  a  quantity  of  serum  and 
then  collapsed.  It  was  not  a  cystic  ovary 
As  it  was  soft  and  pulpy.  The  other  ovary 


which  was  twice  as  large,  was  removed 
and  sent  to  the  pathologist.  The  speaker 
said  he  had  been  very  anxious  to  know 
what  this  condition  was,  as,  in  addition 
both  tubes  were  studded  with  fine  miliary 
tubercles.  He  was  interested  in  Dr. 
Dickinson's  case  because  he  has  seen  the 
same  thing  on  the  ovaries. 

Dr.  G.  K.  Dickinson  said  he  had  no 
culture  tubes.  He  had  saved  some  of  the 
specimen  but  somehow  it  was  lost.  Hr 
could  not  tell  whether  it  had  any  bacteri- 
ology or  not.  His  experience  with  the 
Brooklyn  Gynecological  Society  is  tho 
same  as  in  the  New  York  Clubs,  no  on* 
seemed  to  have  had  a  case  like  it  except 
the  one  case  which  was  ovarian  while  Di 
Dickinson's  was  uterine. 

A  PSYCHOSIS  OF  PREGNANCY. 

Dr.  O.  P.  Humpstone  said  he 
would  like  to  briefly  refer  to  a  rather 
novel  case,  a  case  of  toxemia  of  pregnancy 
causing  a  psychosis  of  pregnancy  and 
multiple  neuritis.  The  patient  was  26 
years  old  and  had  several  children  with- 
out trouble,  but  in  the  early  weeks  of  this 
pregnancy  she  suffered  from  toxemia  for 
which  she  entered  the  services  of  Drs. 
McNaughton  and  Judd  of  the  Kings 
County  Hospital.  They  treated  her  medi- 
cally and  she  improved. 

The  woman  according  to  the  history 
given  to  the  interne  three  weeks  later  was 
brought  to  the  Jewish  Hospital,  suffering 
from  great  pain  on  the  slightest  movement 
or  pressure,  particularly  in  the  lower  ex- 
tremities. The  knees  were  much  swollen 
and  constantly  flexed  and  the  whole  body 
was  sensitive  to  touch.  She  could  not 
move  the  lower  limbs  at  all.  She  could 
scarcely  move  the  arms,  screaming  with 
pain,  so  much  so,  that  the  psychosis  part 
was  lost  sigSt  of  and  the  screaming  was 
thought  to  be  entirely  from  the  pain  in 
the  extremities.  The  pulse  was  120,  the 
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urine  was  without  very  much  albumin 
but  showed  acetone  present,  indicating 
marked  acidosis.  She  was  examined  by 
the  neurologist  of  the  hospital,  Dr. 
Browning,  who  made  a  diagnosis  of  toxic 
neuritis  and  toxic  psychosis.  We  all 
know  that  pregnancy  is  a  cause  for  both 
psychosis  and  multiple  neuritis.  She  went 
from  bad  to  worse,  the  pulse  went  to  1  40 
and  she  became  so  weakened  that  Dr. 
Humpstone  did  not  want  to  operate  upon 
her;  but  a  realization  of  the  hopelessness 
of  her  condition  unless  relieved  led  us  to 
prepare  her  and  an  anterior  vaginal  hys- 
terotomy was  done  in  fifteen  minutes;  a 
five  months  foetus  being  found.  She  be- 
gan to  get  better  from  the  neuritis.  She 
did  not  cry  out  so  much.  The  limbs 
could  be  straghtened  out  and  within  five 
or  six  days  she  could  move  them  a  very 
little.  Her  general  condition  improved 
veiy  much.  The  psychosis  kept  up  and 
she  made  such  a  racket  in  the  hospital  that 
she  was  transferred  to  the  Kings  County 
Hospital  and  later  to  the  Flatbush  State 
Hospital,  where  she  is  now.  The  report 
from  there  is  that  the  psychosis  is  improv- 
ing that  the  multiple  neuritis  is  well.  This 
case  is  reported  because  it  is  of  unusual 
interest,  because  cf  the  unusuaj  combina- 
tion of  psychosis  and  multiple  neuritis 
present.  We  should  recognize  the  fact 
that  such  cases  developing  in  pregnancy 
should  be  interfered  with  as  soon  as  these 
symptoms  devlop. 

Dr.  A.  M.  Judd  said: 

The  Chair  wishes  to  say  that  this  case 
was  on  his  service.  Dr.  Humpstone's 
statement  that  it  was  on  the  service  of 
Drs.  McNaughton  and  Judd  is  a  little 
misleading  as  Dr.  Judd  has  the  obstetrical 
service  and  Dr.  McNaughton  has  the 
gynecological  service,  so  she  was  trans- 
ferred to  the  obstetrical  service  and  she 
was  there  a  very  short  time  and  the  mo- 


ment Dr.  Judd  suggested  that  she  be 
transferred  to  the  observation  ward,  the 
husband  came  and  took  her  home  and  the 
records  do  not  agree  as  to  the  date  she  left 
the  Kings  County  and  the  date  she  entered 
the  Jewish  Hospital.  According  to  Dr. 
Judd's  records,  it  was  either  the  15th  or 
the  7th  of  January  when  she  left  the 
Kings  County  Hospital  and  Dr.  Judd 
understands  that  the  1  9th  she  was  admitt- 
ed to  the  Jewish  and  she  told  them  there 
that  she  had  been  at  home  three  weeks 
from  the  County  Hospital.  As  to  the 
outcome,  Dr.  Judd  knew  she  had  a  peri- 
pheral neuritis  in  the  obstetrical  service 
and  he  had  asked  to  have  Dr.  Browning 
see  her  but  he  didn't  see  the  case  there  and 
only  saw  it  at  the  Jewish  Hospital  a  few 
days  later. 

It  is  evident  that  the  case  has  improved 
but  Dv.  Judd  would  hardly  agree  with 
the  doctor  that  where  there  are  beginning 
symptoms  of  toxemia  of  pregnancy  result- 
ing in  the  nervous  symptoms  of  this  pa- 
tient, he  would  hardly  end  pregnancy  as 
early  as  that.  It  is  certainly  the  only 
case  where  pregnancy  has  been  induced 
and  probably  the  results  are  better  than 
they  would  have  been  had  she  been  al- 
lowed to  continue  in  pregnancy. 

RECURRENT  FECAL  VOMITING. 

DR.  W.  B.  CHASE  reported  the  fol- 
lowing case: 

A  case  came  under  my  observation 
quite  recently  which  has  some  unique 
features  to  it. 

A  woman  about  sixty-four  years  old 
passed  the  menopause  some  years  ago 
with  fairly  good  health,  but  has  some 
chronic  nephritis,  suffers  from  time  to 
time  with  attacks  of  indigestion  and  a 
little  constipation,  not  pronounced.  She 
has  had  nervous  dyspepsia  ard  constipa- 
tion and  some  simple  prescription  would 
relieve  her   and   then   she   would  come 
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three  to  fi\e  days,  she  came  home.  She 
has  had  a  relapse  and  has  gone  back. 
Has  had  no  fecal  vomiting  but  has  had 
some  pain  and  distress.  As  we  cannot 
give  morphine,  we  gave  emulsion  of  asa- 
foetida  and  some  whisky  and  water  and 
enemata. 

She  has  been  seen  by  two  gentlemen, 
one  of  whom  expressed  no  opinion  and  the 
other  thought  there  was  an  obstruction 
low  down  in  the  intestine,  perhaps  can- 
cerous. 

Dr.  J.  R.  TAYLOR  said  he  would  like 
to  ask  Dr.  Chase  where  the  pain  was, 
also  whether  there  had  been  the  persistent 
use  of  enemata,  the  patient  placed  on  the 
right  side  with  hips  elevated,  and  what 
form  of  diet  the  patient  had  been  on 
either  before  or  between  these  intervals  cf 
recurrent  vomiting.  The  prostration  of 
course  might  be  due  to  some  twist  or  tor 
sion  in  the  bowel  which  might  have  pos- 
back  to  her  original  condition. 

Three  weeks  ago,  she  became  worse 
and  had  apparently  ordinary  intestinal 
colicky,  griping  pain  which  went  on  to 
the  deve^pment  of  a  genera <  mucous 
gastro-colic  enteritis.  The  whole  ali- 
mentary canal  was  in  a  state  of  a  mild 
inflammation.  The  tongue  at  first  was 
whitish,  then  red  and  finally  white  red, 
not  gray.  At  no  time  was  her  tempera- 
ture over  99]/z  degrees. 

The  feature  of  the  case  was  the  slight 
constipation  with  reversed  peristalsis  and 
finally  vomiting.  Three  times  she  had 
very  pronounced  fecal  vomiting,  then  she 
would  get  relief  by  enemata  and  Kemp  s 
irrigation.  The  vicious  effect  of  morpHne 
was  marked.  If  she  had  any,  she  would 
vomit  a  day  or  two. 

Last  week,  she  went  to  the  hospital 
thinking  it  would  be  necessary  to  have 
some  operation  for  some  form  of  obstruc- 
tion of  the  bowels,  but,  after  being  there 


sibly  gi  en  all  the  difficulty,  and  so  many 
cases  of  simulated  malignant  disease  are 
due  to  holding  some  portion  of  the  in- 
testine in  a  kinked  position  temporarily 
and  in  that  way  interfering  with  the  pas- 
sage of  undigested  food  through  its  proper 
course.  He  also  wished  to  ask  whether 
there  have  been  any  attempts  made  to 
increase  the  general  peristalsis  of  the 
bowel  by  the  use  of  eserine  salicylate.  In 
many  of  these  cases  where  operation  has 
not  been  performed,  the  various  cathartic 
or  laxative  remedies  have  not  been  used 
or  they  have  failed.  The  peristalsis  of 
the  intestine  can  often  be  stimulated  by 
the  use  of  eserine  salicylate.  If  the  pa- 
tient is  placed  in  the  proper  position,  one 
can  pour  quarts  into  the  patient  and  wash 
the  colon  from  end  to  end  and  even  go 
beyond  the  ileo-cecal  valve  and  wash  the 
small  intestine  in  some  cases. 

Dr.  W.  B.  Chase  said  in  closing  the 
discussion  of  his  case  that  the  pain  was 
not  confined  to  any  one  part  of  the  ab- 
domen. It  was  sometimes  in  one  part 
and  sometimes  in  another. 

Regarding  high  enemata,  the  con- 
senus  of  opinion  was  this,  that  high 
rectal  enemata  were  a  delusion  and 
a  snare.  Dr.  Chase  said  he  was  aware 
that  in  this  city  there  have  been  demon- 
strations that  in  certain  cases  fluid  can 
be  gotten  past  the  sigmoid  but  whether 
the  high  rectal  tube  goes  past  the  sigmoid, 
is  doubtful. 

It  is  difficult  to  make  a  diagnosis  in  this 
case.  There  is  no  history  of  peritonitis  to 
lead  us  to  think  there  are  adhesions. 
There  were  no  injuries.  The  condition 
might  be  due  to  a  variety  of  causes.  And 
there  may  be  a  condition  of  collapse  in 
the  bowel  itself.  In  a  certain  class  of 
cases,  we  may  get  absolute  collapse  of 
the  intestine  and  no  per  talsis.  Dr.  Chase 
said  he  thought  that  there  may  be  malig- 
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nancy,  but  tr.e  inte.esting  question  is 
whether,  in  the  experience  of  the  members 
these  cases  of  recurrent  fecal  vomiting 
have  been  seen. 

Dr.  J.  R.  Taylor  said  that  if  he 
might  say  just  one  word  more  in  regard 
to  the  use  of  the  enemata,  he  would  say 
that  in  the  use  of  the  rectal  tube  in  giv- 
ing these  enemata,  as  Dr.  Chase  says,  so 
many  times  the  tube  passes  in  and  doubles 
on  itself  and  returns  from  the  bowel  with- 
out passing  the  sigmoid.  In  almost  all 
cases,  one  can  get  all  the  result  necessary 
by  using  a  rather  long  hard  rubber  tube 
on  the  end  of  a  hose  from  the  douche  bag; 
and  the  idea  of  passing  the  soft  rubber 
tube  up  irto  the  reztum  hoping  that  it 
will  pass  up  into  the  bowel,  is,  I  think,  a 
delusion  and  a  snare,  first,  last  and  all 
the  time.  The  position  of  the  patient  has 
more  to  do  with  the  enema  than  the  length 
of  the  tube  and  so  much  so  that  in  the 
German  Hospital  in  Philadelphia  they 
very  commonly  have  the  patient  get  into 
the  knee  chest  position  in  order  to  have  the 
fluid  flow  freely  up  into  the  colon, 
they  good  results. 

Dr.  Taylor  said  he  had  not  personally 
made  use  of  the  knee  chest  position  but  he 
„  has  the  patient  on  the  right  «ide  with  a 
cushion  so  as  to  have  the  hips  higher  than 
the  shouldres  and  he  gets  the  patient  to 
Tetain  three,  four  and  five  quarts  of  fluid 
and  let  it  come  away  with  low  pressure 
and  he  has  had  most  excellent  results  in 
all  cases. 

THREE  CASES  OF  ECTOPIC  GES- 
TATION. 

Dr.  A.  M.  JUDD  reported  the  follow- 
ing cases: 

In  the  24  hours  from  nine  o'clock  on 
Tuesday  until  nine  o'clock  the  following 
morning  Dr.  Judd  had  three  operations 
for  ectopic  gestation.     These  three  cases 
are  typical  of  three  distinct  types  of  ec- 


topic gestation. 

Case  No.  1  was  a  multipara  38  years 
of  age,  who  was  seized  with  sudden  pain 
in  the  lower  abdomen,  during  the  third 
month  ol  pregnancy.  She  began  to  have 
genital  hemorrhage  and  later  she  said  she 
fainted  away  and  she  called  in  a  doctor 
who  treated  her.  She  came  out  of  her 
faint,  Fer  pain  was  reae  ed  jut  the  bleed- 
ing continued.  SYe  says  that  after  a  few 
days  the  hemorrhage  stopped  entirely. 
Several  weeks  later  she  began  to  spot  at 
intervals  of  every  few  days,  and  she  had 
spotted  ever  since. 

Her  physical  signs  were  those  of  a 
subligamentous  distension  with  an  enlarged 
uterus,  the  uterus  being  pressed  up  against 
the  symphysis,  presenting  a  soft  boggy 
mass  behind  it.  A  vaginal  section  showed 
this  mass  to  be  an  accumulation  of  old 
blcod  clots. 

The  second  case  was  one  of  tubular 
abortion  with  this  history.  Ten  days  prev- 
ious to  the  operation  after  missing  her 
last  period  she  took  several  pills  thinking 
that  s'  e  was  pregnant.  SVe  had  consider- 
able pain.  After  what  she  thought  was 
a  proper  time  for  the  pills  to  act,  the 
bowels  moved  but  the  pain  did  not  stop. 
She  called  a  doctor,  the  pulse  was  1  40. 
She  was  rather  anemic  but  not  entirely  in 
collapse.  He  treated  her  for  several 
days,  giving  her  stimulation. 

Dr.  Judd  opened  her  abdomen  and 
found  that  she  had  had  a  tubal  abortion 
from  the  left  tube  and  the  pelvis  was  full 
of  clotted  blood  with  fluid  blood  distri- 
buted around  among  the  intestines.  The 
usual  operation  was  done  and  she  made  a 
good  recovery. 

The  third  case  was  operated  on  Wed- 
nesday morning  early.  She  was  only  five 
months  married.  Previous  to  her  marriage 
her  menstrual  Kstory  had  been  perfectly 
regular,  the  usual  number  of  days  and  no 
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pain.  After  her  marriage,  she  began  to 
have  a  little  leucorrhoea  at  times,  some- 
thing which  she  never  had  had  before. 

The  periods  instead  of  coming  on  as  they 
had  previously,  were  delayed;  for  ex- 
ample, the  September  period  was  de- 
layed   ten    days,    the    October  period 

period  was  delayed  eleven  days.  She 
missed  her  period  in  November  en- 
tirely. The  November  period  should 
have  come  on  the  fifth  of  the  month.  On 
the  1  8th  of  December,  she  began  to  have 
pain  in  the  lower  abdomen  on  the  right 
side  and  began  to  have  genital  hemor- 
rhage. The  pain  was  severe  and  the  doc- 
tor was  called  in  and  he  thought  she  had 
either  a  tubal  pregnancy  or  an  appendicitis 
but  under  treatment,  she  improved  and 
and  he  let  her  go  until  last  Sunday  morn- 
ing. She  had  in  the  meantime  spotted 
almost  continuously,  that  is,  every  day  she 
had  spotted  some.  On  Sunday  morning 
she  was  seized  with  the  same  agonizing 
pains  as  on  the  previous  occasion  and 
Wednesday  morning  early  I  saw  her  and 
took  her  to  the  Jewish  Hospital  and 
found  practically  the  same  conditions  as 
in  the  previous  case  except  that  there  was 
very  little  clotted  blood  in  the  pelvis  but 
the  quantity  of  that  which  was  free  in  the 
abdominal  cavity  was  about  the  same; 
and  instead  of  a  tubular  abortion,  there 
was  a  pregnancy  of  the  outer  end  of  the 
right  tube  and  this  had  ruptured  during 
her  attack  in  all  probability,  and  the  end 
of  the  tube  had  become  occluded  and  the 
development  had  gone  on  until  it  was  so 
large  that  the  tube  would  not  contain  it. 
The  point  where  the  rupture  took  place 
is  at  the  point  where  the  broad  ligament 
is  attached  to  the  tip  and  the  outer  end 
of  the  Fallopian  Tube. 

My  plan  in  these  cases  is  to  operate 
and  at  least  confirm  the  diagnosis  or 
prove  it  to  be  wrong  and  at  the  same  time 


when  operating  upon  them,  I  do  not  feel 
as  I  know  some  do,  that  if  you  have  a 
tubal  pregnancy,  you  should  take  out  that 
entire  tube  on  that  side.  I  try  and  do  very- 
conservative  surgery  on  cases  of  tubal 
pregnancy.  I  simply  take  off  that  por- 
tion of  the  tube  which  is  involved  in  the 
physiological  process  which  has  been  dis- 
placed, and  my  results  have  been  very 
excellent. 

REPEATED     CESARIAN  SECTION 
ON  THE  SAME  PATIENT. 

Dr.  John  O.  Polak  reported  the  fol- 
lowing case: 

Mrs.  E.  S.,  aged  27,  married  four 
years,  presented  herself  at  the  Methodist 
Episcopal  Hospital  three  years  ago,  after 
being  in  labor  55  hours.  She  was  a 
primipara  with  a  justominor  pelvis,  into 
which  the  head  refused  to  enter.  At- 
tempts at  engagement  were  made  under 
anesthesia,  and  tentative  traction  made 
with  the  forceps,  which  made  the  dispro- 
portion between  the  head  and  the  pelvis 
apparent.  A  Cesarian  was  done  and  a 
10J4  lb.  child  delivered.  The  recovery 
was  uneventful. 

Fourteen  months  later  she  again  ap- 
peared in  the  same  service  at  term.  On 
abdominal  examination,  the  child  was 
found  to  be  large.  Previous  experience 
guided  us  in  deciding  to  deliver  her  by 
an  elective  Cesarian  Section,  from  which 
she  recovered  without  complication,  ex- 
cept for  a  fistulous  tract  running  from  the 
upper  angle  of  the  second  wound  into 
the  structure  of  the  abdominal  wall,  for 
a  distance  of  two  inches.  Repeated  car- 
bolization  of  this  tract  failed  to  close  it. 

In  March  of  this  year  she  again  re- 
turned in  Dr.  Polak's  service,  pregnant, 
and  at  full  term  and  a  third  Cesarian 
was  done  upon  her  by  Dr.  Holden, 
through  a  median  incision  which  included 
the  umbilicus.    The  omentum  which  was 
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found  adherent  to  the  previous  scars,  had 
to  be  pushed  aside  in  order  that  a  uterine 
incision  could  be  made  in  the  fundus. 
With  the  consent  of  the  patient  and  her 
husband,  the  tubes  were  excised  at  their 
uterine  ends  and  sewn  by  their  peritoneal 
envelop  to  the  posterior  surface  of  the 
uterus,  after  the  method  of  Harris.  The 
interesting  point  of  this  case  was  the  con- 
dition of  the  former  scars  in  tKe  uterus, 
which  were  carefully  examined  and  found 
to  be  firm  and  thick. 

THROMBO  PHLEBITIS  OF  THE  PELVIC 
VEINS. 

Dr.  John  O.  POLAK  reported  the 
following  case: 

This  case  of  thrombo-phlebitis  of  the 
the  pelvic  veins  followed  manual  separa- 
tion of  the  placenta  with  the  ungloved 
hand,  a  procedure  which  cannot  be  too 
forcibly  condemned.  T'  is  patient  de- 
veloped on  the  fourth  day,  an  extensive 
thrombo- Phlebitis  of  the  peh  ic  veins,  with 
all  the  typical  symptoms,  the  c'  ills,  the 
high  temperature,  the  remissions  and  the 
pain  over  the  site  of  tNe  thrombosed  veins. 
Mixed  vaccines  of  Staphylococcus,  strep- 
tococcus and  colon  bacillus  were  injected 
in  small  doeses  daily,  with  prompt  im- 
provement in  the  symptoms*.  After  an 
interval  of  eight  days  of  normal  tempera- 
ture, a  thrombo-phlebitis  occurred  in  the 
left  pel'  ic  vein,  with  all  t^e  symptoms  of 
an  active  infection.  SLe  was  again  vac- 
cinated with  a  polyvalent  vaccine  and  with 
most  happy  results. 

The  points  which  were  noticeable  in 
this  case  from  the  effect  of  vaccines  were: 

First,  the  steady  increase  of  the  leuco- 
cytosis,  with  a  corresponding  diminution 
in  the  polynuclear  percentage. 

Second,  the  prompt  feeding  of  well  be- 
ing manifested  by  the  patient  in  1  er  Dulse, 
her  appetite  and  in  her  general  condition, 
even  before  any  effect  was  noticeable  upon 


the  temperature. 

DELAYED  TWIN  DELIVERY. 

Dr.  F.  C.  HOLDEN  reported  the  fol- 
lowing case: 

The  patient  was  brought  to  the  Seney 
Hospital  two  months  ago  with  the  follow- 
ing history:  Gave  birth  to  a  6^/4  pound 
child  two  days  ago,  cessation  of  pains 
following  delivery.  Feeling  uncomfort- 
able, she  was  admitted  to  the  hospital. 
The  fundus  measured  35  c.  m.  above  the 
symphysis.  The  heart  sounds  were  distinct 
and  the  external  os  had  retracted  to  the 
size  cf  three  fingers  and  had  also  thick- 
ened. There  had  been  no  labor  pains 
since  the  birth  of  the  first  child.  The 
membranes  were  ruptured,  followed  in  one 
hour  by  the  birth  of  the  second  male  child 
of  the  same  weight  as  the  first  one.  There 
were  two  distinct  sacs  and  two  placentae. 

INQPERABLE  CARINOMA  OF  THE  PEL- 
VIC ORGANS. 

Dr.  A.  F.  Griffiths  reported  the 
following  cases: 

First  case  in  a  woman  64  years  old, 
married.  When  she  came  to  Dr.  Grif- 
fiths' office,  she  was  found  to  have  a  car- 
cinoma involving  the  cervix.  She  had  con- 
siderable pain  and  a  copious  discharge, 
ha\ing  had  a  history  of  three  or  four  severe 
hemorrhages  in  the  last  eighteen  months. 
Dr.  Griffiths  sent  her  into  the  hospital  but 
her  condition  was  such  that  he  did  not  feel 
it  was  rig1  t  to  do  an  abdominal  operation 
so  he  did  a  rather  extensive  cautery  opera- 
tion. 

T!-e  sv^tptoms  subsided  somewhat  but 
a  year  afterwards  on  account  of  her  excel- 
lent coi  litions  then,  he  opened  the  abdo- 
men ?Td  did  a  ligation  operation  ligating 
the  internal  Piac  arteries,  the  ovarians  and 
the  secra  r^edia.  The  carcinoma  involved 
uterus.  The  broad  ligaments 
ard  t1  e  omentum  were  involved.  The 
operation  was  performed  on  May  12th. 
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The  patient  has  been  under  observation 
since  then.  That  was  two  years  ago  and 
there  has  been  a  marked  relief  from  hemor- 
rhage and  she  has  increased  in  weight. 

Last  summer  she  went  away  on  a  long 
visit  in  comparative  good  health.  The  only 
symptom  which  now  causes  her  any  both- 
er is  a  rather  copious  discharge. 

The  second  case  was  in  a  married 
woman  40  years  old.  Fourteen  months 
previous  to  July  1910,  she  had  an  attack 
of  what  was  said  to  be  peritonitis  and 
was  operated  upon  in  New  York.  Six 
months  previous  to  the  time  Dr.  Griffiths 
saw  this  patient,  the  uterus  and  adnexa 
were  said  to  have  been  removed.  Dr. 
Griffiths  saw  her  in  the  early  part  of 
June  and  found  a  large  mass  in  the  pelvis 
extending  well  up  into  the  broad  liga- 
ment. The  patient  had  lost  con- 
siderable weight,  had  a  good  deal 
of  pain,  copious  discharge  and  com- 
plained of  having  had  a  severe  hemor- 
rhage from  the  vagina  lasting  36  hours 
and  then  off  and  on  for  the  past 
month  there  have  been  a  number  of 
small  hemorrhages.  The  patient  had  a 
good  deal  of  pain  and  a  very  foul  dis- 
charge. Dr.  Griffiths  sent  her  into  the 
hospital  and  performed  a  ligation  opera- 
tion, ligating  the  internal  iliacs  and  the 
ovarian  arteries;  there  was  a  very  marked 
decrease  in  her  symptoms.  The  hemor- 
rhage stopped  entirely  and  there  was  a 
marked  increase  in  weight. 

In  about  a  month  there  was  a  very 
consdierable  improvement  in  the  patient's 
health.  At  the  time  Dr.  Griffiths  did 
that  operation,  she  was  not  a  particularly 
good  surgical  risk,  so  he  simply  opened 
the  abdomen  and  did  a  ligation  operation: 
but  a  month  or  so  later  because  there 
was  more  discharge  than  Dr.  Griffiths 
thought  there  should  be,  he  did  a  cautery 
operation  on  the  cervix.    Later  the  patient 


went  abroad  and  was  in  the  hands  of 
Dr.  Doyen  of  Paris.  When  she  left 
Brooklyn  she  weighed  1 00  pounds.  Dr. 
Griffiths  saw  her  husband  the  other  day 
on  the  car.  He  said  his  wife  was  very 
well.  There  was  no  hemorrhage,  little 
disc'  arge,  she  weighed  1  20  pounds.  She 
had  been  under  injection  treatment  and 
electrical  treatment  of  some  sort  by  Dr. 
Doyen  of  Paris 

INTERSTITIAL  PREGNANCY 

Dr.  A.  M.  Judd  reported  the  follow- 
ing case: 

Patient  aged  27,  born  in  Russia, 
housewife.  Previous  history  negative. 
Menstual  history  normal,  last  period  seven 
weeks  prior  to  admission.  Marital  his- 
tory, four  years  married.  Has  had  three 
children,  had  two  labors,  first  labor,  had 
twins.  These  children  now  three  years 
old.  Last  labor  seven  months  ago.  She 
has  been  nursing  that  child  up  to  the  pres- 
ent time.  Since  the  last  labor  she  has  had 
three  normal  menstrual  periods,  the  last 
of  which  occurred  seven  weeks  previous 
to  admission. 

Four  weeks  prior  to  her  admission  to 
the  hospital,  which  was  the  morning  o 
Feb.  3rd,  1911,  on  Dr.  Judd's  service 
at  the  Jewish  Hospital,  she  had  had 
severe  abdominal  cramps  and  spotted 
about  one  hour.  She  did  not  spot  or 
bleed  thereafter  but  the  abdominal  pains 
persisted  irregularly  since  that  time  and 
have  been  more  severe  on  the  right  side. 

At  four  o'clock  on  February  3rd,  she 
got  out  of  bed  to  go  to  the  bathroom  and 
suddenly  became  very  faint  and  had  sev- 
ere abdominal  pains.  She  was  hardly 
able  to  get  back  to  bed  and  sent  for  a 
doctor  who  found  her  in  a  condition  of 
marked  collapse,  face  very  pale,  and  he 
said  the  patient  was  markedly  dyspnoeic. 
Radial  pulse  hardly  perceptible,  abdomen 
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distended  and  dullness  in  each  flank.  He 
gave  a  quarter  of  a  grain  of  morphine 
and  sent  her  to  the  hospital. 

When  Dr.  Judd  saw  her,  she  was  in 
a  condition  of  marked  shock,  nose  cold 
and  extremities  cold.  Tnere  was  great 
distension  of  the  ahdomen  but  it  seemed 
that  it  was  mostly  from  distended  gut. 
The  radial  pulse  was  a  great  deal  better 
than  it  had  been  described  by  the  doctor. 
It  was  not  imperceptible  at  any  time  but 
it  would  rise  and  fall.  It  would  be  a 
practically  normal  pulse  at  times  except 
rapid  and  the  pressure  a  little  below  nor- 
mal and  then  it  would  almost  disappear. 
She  did  not  present  any  of  the  symp- 
toms of  dyspnoea  or  air  hunger  as  Dr. 
Judd  has  seen  them  in  cases  of  severe 
internal  hemorrhage.  She  didn't  use  any 
of  the  accessory  muscles  of  respiration 
and  Dr.  Judd  felt  that  he  was  justified 
in  delaying  in  opening  the  abdomen  and 
he  simply  gave  doses  of  morphine,  and 
gall  and  turpentine  enemata  which 
brought  away  gas  and  reduced  the  dis- 
tension of  the  abdomen. 

It  was  ten  o'clock  on  Feb.  3rd  when 
Dr.  Judd  saw  the  patient.  At  three 
o'clock  he  determined  to  open  the  abdo- 
men. Her  temperature  on  admission  was 
96.6  degrees,  red  blood  count  three  mil- 
lion, haemaglobin  40  per  cent,  leucocytes 
39,000  and  polymorphonuclears  92  per 
cent.  Dr.  Judd  stated  that  when  he  de- 
cided to  open  tve  abdomen,  he  did  not 
know  what  condition  was  causing  the 
shock  bit  re  felt  from  her  symptoms 
that  he  should  open  the  abdomen. 

On  opening  the  abdomen,  there  was  a 
great  deal  of  fluid  and  clotted  blood,  and 
he  found  the  uterus  on  the  left  side  anJ 
back  of  it  was  a  hard  mass  about  four 
by  three  inches  in  size.  On  pulling  this 
mass  up,  he  thought  it  was  a  fibroid  of 
the  ovary,   but  on  opening  it   later  he 


found  the  center  of  this  ovary  was  filled 
with  pus.  He  removed  this  right  tube 
and  ovary ;  the  bleeding  continued  and 
pulling  up  the  uterus,  which  was  bound 
down  by  some  posterior  adhesions,  he 
discovered  an  opening  in  the  top  of  the 
uterus.  He  lifted  the  uterus  and  adnexa 
cut  with  the  traction  forceps  and  started 
to  do  a  hysterectomy,  when  to  his  sur- 
prise, a  large  sac  appeared  in  the  abdo- 
n;en  which  looked  like  a  cyst.  On  pull- 
ing it  up.  it  ruptured  and  a  fetus  appeared 
From  it  with  the  placenta.  He  continued 
and  finished  the  hysterectomy.  The  right 
broad  ligament  had  been  split  and  was 
bleeding  prciuse,y,  the  parts  v -ere  so 
soft  that  he  couldn't  use  a  needle  so  he 
simply  had  to  pack  that  portion  of  the 
pehis  in  order  to  stop  t':e  hemorrhage. 
The  patient  died  about  seen  o'clock  that 
e  ening.  Dr.  Judd  said  he  would  like 
to  know  if  this  was  a  cornual  pregnancy, 
he  would  like  to  know  if  he  should  have 
made  his  diagnosis  and  gone  in  when  he 
first  saw  her  in  the  morning,  and  if  it  was 
a  cornual  pregnancy  if  the  rupture  oc- 
curred fcur  weeks  ago  when  she  had  this 
pain.  He  desired  the  opinion  of  the 
members  of  t^e  Society  on  that. 

Dr.  R.  L.  Dickinson  said:  Dr. 
Judd  asked  some  questions.  It  seems 
to  be  the  concensus  of  opinion  that 
it  is  as  a  rule  safer  for  the  patient,  to 
let  the  shock  go  by  and  to  operate  as  soon 
as  it  can  be  seen  that  the  worst  of  the 
shock  is  over  and  as  soon  as  the  patient 
can  be  placed  in  a  properly  equipped  hos- 
pital. Probably  all  have  done  the  op- 
eration with  the  patient  in  profound  shock 
and  rave  had  the  same  question  come  up 
that  the  speaker  has  met,  would  the  pa- 
tient have  recovered  had  she  waited? 
There  is  no  doubt  that  there  are  cases 
which  go  on  bleeding  persistently  but  one 
can  say  that  the  very  large  majority  will, 
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either  through  syncope  or  through  the 
moderation  of  the  bleeding,  rally  suffi- 
ciently to  furnish  a  better  condition  for 
operation  and  such  should  be  the  general 
practice. 

In  the  last  Congress  at  St.  Petersburg, 
there  was  an  astonishing  report  of  the 
St.  Petersburg  method.  They  report 
some  forty  ectopics  treated  by  vaginal 
section  with  a  very  small  mortality,  and 
the  mortality  by  the  vagina  is  very  much 
smaller  than  the  mortality  by  laparotomy 
of  course.  The  operator  is  famous  for 
making  the  incision,  putting  an  illumin- 
ated speculum  into  the  cavity  with  the  pa- 
tient in  the  Trendelenburg  position,  so  he 
illuminates  his  mammoth  cave  and  does 
things  that  most  surgeons  do  not  expect 
to  do  in  such  a  position.  Perhaps  it  is 
something  in  the  Russian  which  tolerates 
this  method. 

Kelly  tried  this  but  was  so  vigorously 
criticised  that  he  abandoned  it  as  a  gen- 
eral method. 

The  case  is  one  of  extreme  interest 
and  as  far  as  one's  experience  goes  in 
cornual  ruptures,  the  interstitial  ones  bleed 
much  more  freely  than  the  simple  tubal 
cases. 

Dr.  J.  O.  POLAK  said  he  thought 
there  was  no  question  on  looking  at  that 
specimen,  that  that  was  an  interstitial 
pregnancy.  He  said  there  was  no  ques- 
tion either  in  his  mind  that  there  are  very 
few  ectopics  that  need  to  be  operated  on 
immediately.  He  does  believe,  however, 
that  the  interstitial  cases  belong  to  that 
class,  if  they  are  going  to  be  saved  at  all- 
The  interstitial  class  of  ruptures  are  dif- 
ferent from  any  other  class  of  ruptures 
as  shown  in  this  specimen,  and  as  shown 
in  the  cases  which  Dr.  Polak  has  seen 
personally  and  in  two  cases  which  he  has 
seen  of  other  operators.  It  seems  just  as 
though   the  uterus   had  been  dynamited 


and  the  whole  head  blown  off.  Take  the 
case  Dr.  Pomeroy  presented  to  the 
Society  some  time  ago.  It  looked  just 
as  though  the  entire  top  of  the  uterus  had 
been  blown  off.  These  cases  if  not 
promptly  operated  on,  almost  invariably 
die.  When  it  is  remembered  that  most 
of  the  other  tubular  pregnancies  are  in 
the  ampulla  or  tubular  portions,  that 
would  get  well  of  themselves  practically, 
it  can  be  readily  seen  why  there  is  such 
a  low  mortality  in  tubular  pregnancy. 
Dr.  Polak  said  he  did  not  think  that 
Knott's  figures  or  Kelly's  figures  can  com- 
pare with  the  figures  presented  by  Harris 
and  other  men,  1 32  cases  with  two 
deaths.  One  can  ask  for  no  better  re- 
sult's in  an  abdominal  calamity  than  that, 
and  the  same  way  in  Hunter  Rob's  fig- 
ures. Dr.  Polak  spoke  of  these  two  men 
because  they  are  exponents  of  two  op- 
posite schools.  Harris  operates  always, 
Hunter  Rob  does  not,  and  his  figures  are 
equally  as  good  as  Harris',  so  personally 
it  has  been  a  matter  of  convenience  with 
Dr.  Polak  and  for  the  last  four  or  five 
years  he  has  not  operated  on  but  one  case 
of  ectopic  immediately,  and  that  case 
happened  to  come  in  while  he  was  operat- 
ing and  he  had  her  brought  up  and  op- 
erated on  her.  He  speaks  of  this  because 
this  case  while  she  recovered,  is  the  only 
one  he  has  had  trouble  with.  She  had 
an  intense  intestinal  paralysis  and  she  lay 
at  the  point  of  death  from  the  intestinal 
symptoms  and  not  from  the  ectopic.  A 
rule  Dr.  Polak  follows  very  closely  is  a$ 
follows:  A  patient  is  brought  in  and  put 
in  the  foot  elevated  position  and  given  a 
dose  of  morphine.  If  that  patient  shows 
improvement  in  her  pulse  with  no  other 
treatment  whatsoever,  her  case  is  procras- 
tinated until  she  has  reacted  from  the 
shock.  If  the  blood  pressure  falls  un- 
favorably and  the  pulse  conhnues  to  in- 
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crease,  that  patient  should  be  operated 
upon.  If  trouble  is  taken  to  watch  the 
cases  three  or  four  hours,  it  can  be  seen 
whether  they  react  or  not.  This  "case 
shewed  no  improvement  in  five  hours. 
Dr.  Polak  said  he  did  not  believe  the 
interstitial  cases  would.  None  of  the 
three  cases  Dr.  Polak  had,  showed  any 
improvement  on  the  foot  elevation  treat- 
ment and  the  morphine. 

Dr.  Geo.  McNaughton  said  he 
had  usually  made  it  a  practice  to  operate 
as  soon  as  he  could  and  he  has  not 
changed  his  practice.  Why  does  bleed- 
ing stop?  It  ceases  because  the  heart 
is  not  strong  enough  to  force  it  any  iurth- 
er.  It  blocks  itself.  As  soon  as  the  pa- 
tient regains  a  little  heart  strength 
that  block  is  very  apt  to  be 
forced  out  and  the  hemorrhage  returns. 
Dr.  McNaughton  feels  that  to  operate 
just  as  soon  as  the  surgeon  thinks  the 
patient  can  stand  the  anesthetic  for  a  few 
minutes  to  enable  the  surgeon  to  reach  it, 
is  the  best  treatment  on  the  whole.  The 
surgeon  can  supply  himself  with  the  fluids 
to  restore  the  fluids  in  the  bloodvessels 
and  the  patients  very  quickly  come  up.  In 
Dr.  McNaughton's  first  series  of  cases, 
■  he  said  he  remembered  the  figures  very 
well  because  they  were  very  satisfactory, 
67  successive  successful  cases.  At  that 
time  the  diagnosis  was  not  made  earlv. 
The  re  were  very  few  physicians  in  Brook- 
lyn who  were  making  the  diagnosis.  All 
of  tLe  cases  were  operated  on  just  as  soon 
as  Dr.  McNaughton  could  get  hold  of 
them.  So  long  as  it  is  proposed  to  op- 
erate, Dr.  McNaughton  thinks  the  sooner 
the  bleeding  vessel  is  stopped  from  bleed- 
ing, the  better.  It  had  better  be  secured 
with  a  ligature  as  this  on  the  whole  will 
he  more  satisfactory. 

Dr.  McNaughton  said  he  also  thought 
thrt  many  cases  would  recover  without 


operation,  otherwise  more  would  have 
been  known  about  this  at  an  earlier  date. 
In  England  they  do  not  operate  but  wait, 
and  wait  and  wait.  The  trouble  is  no 
one  knows  which  case  will  get  well. 

It  is  a  good  rule  that  if  we  have  a 
bleeder,  stop  her. 

A  CASE  OF  IRRITABLE  BLADDER. 

Dr.  J.  O.  POLAK  reported  the  fol- 
lowing case: 

He  had  operated  on  the  case  six  times 
and  Dr.  Paul  Pilcher  had  seen  the  case 
with  him.  The  patient  came  under  Dr. 
Polak's  observation  four  years  ago 
for  tubercular  kidney.  Dr.  Paul  Pilcher 
catheterized  the  ureters  and  inspected  the 
bladder  and  made  a  diagnosis  of  tuber- 
cular kidney  which  diagnosis  was  made 
clinically  and  confirmed  by  cystoscopic 
examination;  there  was  also  a  very  exten- 
sive ulceration  at  the  base  of  the  bladder 
between  the  ureters.  Dr.  Polak  did  a 
nephrectomy  at  that  time  and  resected 
the  ureter  as  far  as  the  pelvis  and  she 
made  a  recovery  which  was  very  satisfac- 
tory so  far  as  her  general  health  was  con- 
cerned, but  it  did  not  relieve  her  vesical 
irritability.  She  was  intolerant  to  any 
direct  applications  to  the  ulcer  and  after 
various  attempts,  Dr.  Polak  decided  on 
making  a  vesico-vaginal  fistula,  which  he 
did,  treated  with  solid  silver  nitrate  and 
destroyed  the  entire  surface  of  the  area 
of  the  ulcer.  After  three  months  he 
closed  the  fistula  with  silver  wire,  and  all 
the  evidences  of  tubercular  cystitis  disap- 
peared from  the  urine,  but  she  never- 
theless had  frequent  urination.  Dr.  Paul 
Pilcher  again  cystoscoped  her  and  found 
tue  trouble  to  be  due  to  a  contracted 
bladder.  As  a  result  of  forcible  dilation 
of  the  bladder,  she  had  considerable  re- 
lief and  then  frequent  urination  recurred 
and  it  was  found  that  in  the  vicinity  of 
the  left  ureter  there  was  a  tumor  the  size 
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of  a  hazel  nut.  Dr.  Polak  watched  her 
several  months.  She  had  a  slight 
afternoon  temperature  but  no  other  evi- 
dences of  tuberculosis  and  Dr.  Polak 
persuaded  her  to  undergo  an  operation  a 
few  weeks  ago  which  revealed  the  fol- 
lowing interesting  condition. 

Dr.  Polak  made  a  vaginal  section 
and  found  he  could  not  remove  the  tumor 
in  that  way  so  he  opened  the  abdomen 
and  found  resting  on  the  ureter  between 
the  uterus  and  the  ureter  a  fibroid  with 
tubercular  peritonitis  produced  by  the 
tube  on  that  side  coming  in  contact  with 
the  peritoneal  surface  of  the  fibroid.  He 
removed  the  fibroid  and  her  frequency  of 
urination  disappeared. 

D?.  Paul  M.  Pilcher  said  that  Dr. 
Polak  Mas  to  be  congratulated  upon  the 
result  in     is  case. 

In  the  first  place  the  patient  came  to 
him  in  a  desperate  condition,  having  been 
examined  by  others  without  a  proper 
diagnosis  being  made.  The  cystoscopic 
exarrinat:on  was  successful,  and  Dr. 
Pilcher  advised  removal  of  the  kidney. 

ITe  technic  for  nephrectomy  in  these 
cases  is  a  matter  of  some  importance. 
First,  the  kidney  is  entirely  enucleated 
from  its  seat  and  drawn  downward, 
dissection  cf  the  ureter  being  made  with- 
out opening  it.  Then,  before  the  ureter 
is  cut,  tue  upper  portion  of  the  wound  is 
sutured.  The  ureter  is  then  tied  off  as  far 
down  as  possible  and  30  minims  of  pure 
carbolic  ac.d  are  injected  through  a  hypo- 
derrric  needle  into  the  interior  of  the 
distal  portion  of  the  ureter.  The  ureter 
is  then  divided  and  the  cut  end  cauterized 
with  carbolic  acid. 

In  a  recent  case  treated  in  this  way  the 
speaker  secured  primary  union  in  the 
wound.  The  fluid  in  the  bladder  was 
tested  immediately  after  the  operation  and 
no   trace    of   carbolic    acid   was  found 


Dr.  Geo.  McNaughton  said  he 
would  like  to  ask  how  long  that  vesical 
fistula  was  open  and  if  Dr. Polak  saw  the 
tumor  presenting  in  the  bladder. 

Answer  by  Dr.  Polak. 

The  vesico-vaginal  fistula  was  left 
open  for  three  months  until  the  ulcer  had 
healed  and  this  growth  was  not  noticed 
until  the  last  time  that  Dr.  Pilcher  and 
Dr.  Polak  saw  this  case  and  examined 
it  under  anethesia ;  they  thought  it  was  a 
tubercular  gland  pressing  against  the 
ureter.  Behind  the  ueterus  and  to  the 
left  of  it  was  this  mass  which  then  was 
about  the  size  of  a  hazel  nut:  later  it  be- 
came intensely  sensitive  from  t1  is  perito- 
nitis, as  Dr.  Polak  sees  now,  he  did  not 
understand  it  then,  and  when  he  made  the 
cul-de-sac  incision,  he  could  not  locate  it 
and  he  made  a  hole  through  the  perito- 
neum and  with  the  fingers  there,  he  found 
where  it  was  lying  and  not  being  able  to 
reach  it  from  below  he  opened  the  abdo- 
men. 

ADENO  CARCINOMA  OF  THE  BLAD- 
DER. 

Dr.  Paul  Pilcher  reported  the  fol- 
lowing case: 

A  young  woman  thirty-five  years  of 
age  wat>  referred  to  him  by  Dr.  Bristow 
for  diagnosis.  Sre  had  been  entirely 
well  until  the  sudden  appearance  of  blood 
in  her  urine.  There  was  no  known  cause, 
lor  the  bleeding,  and  no  symptoms  re- 
ferable to  either  kidney  or  bladder. 

These  hemorrhages  were  repeated  four 
or  five  times  until  the  amount  of  blood 
lost  was  quite  onsiderable.  Later  the 
patient  experienced  some  pain  and  tender- 
ness in  the  region  of  her  right  kidney,  and 
was  referred  to  Dr.  Bristow  for  opera- 
tion, under  the  supposition  that  she  had  a 
tumor  of  the  right  kidney. 

A  cystoscopic  examination  was  made 
by  the  speaker  and  he  found  a  series  of 
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villous  papillomata  of  the  bladder,  situ- 
ated on  the  right  and  posterior  wall  oT  the 
bladder.  Symptoms  referable  to  the  kid- 
ney are  very  frequent  on  the  side  corre- 
sponding to  the  situation  of  vesical  tumors. 
An  operation  was  advised  and  performed 
by  Dr.  Bristow  and  Dr.  Pilcher.  ft 
consisted  of  suprapubic  cystotomy,  with 
removal  of  t^e  new  growths,  including  the 
mucous  membrane  surrounding  their 
base.  The  raw  surfaces  was  thoroughly 
cauterized  with  t'ne  actual  cautery;  the 
abdominal  wound  closed  in  fourteen 
days.  It  is  now  nine  months  since  the 
operation  and  repeated  cystoscopic  exami- 
nations show  t'~e  bladder  to  be  still  free 
from  any  growth. 

PAPER:  UTERINE    DEVIATIONS.  THE 
HYSTEROPEXIES. 

Dr.  J.  O.  Polak  said  in  discussing 
Dr.  G.  K.  Dickinson's  paper  that  he 
desired  to  thank  Dr.  Dickinson  for  com- 
ing and  presenting  such  a  thorough  re- 
vi  •  cn  retrodeviations  of  the  uterus.  He 
however,  did  not  agreed  with  the  doctor 
in  some  of  his  statements  but  he  appre- 
ciated many  of  the  points  he  brought  out 
regarding  the  etiology.  There  is  no  ques- 
*icn  in  Dr.  Polak's  mind  that  those  points 
in  etiology  are  simply  a  step  in  the  general 
process,  that  the  deviation  in  the  uterus 
per  se  may  be  cured  and  the  patient  not 
cured,  that  is,  an  anatomical  cure  be 
secured — while  symptomatic  conditions 
remain  as  bad  as  ever. 

Dr.  Dickinson's  statement  that  it  is 
impossible  to  have  circulatory  derange- 
ments in  the  uterus  because  of  the  con- 
struction of  the  uterine  vessels  was  a  new 
thought  to  Dr.  Polak.  He  has  for  many 
years  worked  on  just  the  opposite  basis 
i.  e.,  that  it  was  because  of  circulatory 
disturbances  in  the  uterus,  that  we  had 
our  symptoms  from  retroversions.  He  be- 
lieves all  who  have  opened  the  abdomen 


must  have  been  impressed,  from  time  to 
time,  with  the  progressive  pathology 
which  is  associated  with  this  condition, 
lor  example  the  varicosities  of  the  broad 
ligaments,  tne  broad  ligaments  are  pro- 
lapsed of  necessity  because  of  the  retro- 
version, the  bad  drainage  of  the  uterus  to 
his  mind  and  the  change  in  the  circulatory 
equilibrium  in  the  uterus  is  the  cause  of 
the  endometritis  and  it  is  to  rectify  the 
existing  lesion  that  he  has  operated  on 
cases  of  retroversion. 

In  operating  on  these  cases  of  retro- 
version, there  are  certain  points  to  be 
taken  into  onsideration  i.  e.,  the  supports 
of  the  uterus.  The  main  supports  of  the 
uterus  are  the  utero-sacral  ligaments  and 
the  base  of  the  broad  ligaments.  It  is 
on  these  two  supports  that  the  uterus  de- 
pends for  its  position,  which  is  further 
maintained  by  the  pelvic  Poor.  In  speak- 
ing of  the  various  operations  that  have 
been  suggested,  as  shortening  of  the  round 
ligaments  and  ventral  suspension,  he 
shows  very  clearly  how  some  of 
these  are  defective.  Success  does  not  de- 
pend, so  much  on  the  operation  that  ante- 
verts  the  uterus  as  it  does  on  the  existing 
conditions,  the  conditions  at  the  base  of 
the  uterus,  the  pelvic  floor  and  the  uteio- 
sacral  ligaments,  whether  that  uterus  will 
slay  in  place.  One  point  which  has  im- 
pressed Dr.  Polak  iu  retroversions  is  that 
the  retroversions  are  only  a  part  of  the 
general  ptosis  of  the  abdominal  contents. 
Certainly  in  the  retroversions  following 
childbirth,  we  almost  always  find  a  ptosis 
of  the  transverse  colon,  more  or  less  ptosis 
of  the  sigmoid,  pouching  of  the  sigmoid, 
all  evidences  t'at  in  this  general  process 
of  descensus,  the  uterus  is  only  a  part, 
and  those  who  do  not  recognize  that  it 
is  only  a  part  of  the  whole,  are  going  to 
make  mistakes  in  their  treatment.  Dr. 
Pclak  has  seen  in  a  number  of  his  early 
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suspensions  that  he  has  had  anatomical 
cure,  but  not  a  symptomatic  one  and  the 
reason  of  failure  was  the  general  ptosis  of 
the  abdomen. 

Abdominal  support  has  sometimes 
cured  the  cases  which  he  has  failed  to 
cure  by  abdominal  operation  because 
the  abdominal  pressure  has  in  this  way 
been  diminished  and  the  operation  has 
given  a  certain  amount  of  relief. 

In  regard  to  the  various  operations, 
Dr.  Polak  has  tried  out  a  number.  He 
wished  to  speak  particularly  of  three. 
First,  of  ventral  suspension.  He  has  tried 
it  in  a  number  of  cases  and  found  that 
it  wijl  hold  a  uterus  if  that  ventral  sus- 
pension is  supplemented  by  a  pessary  for 
a  considerable  period  of  time,  until  the 
uterus  has  the  rest  which  the  doctor  re- 
ferred to  and  the  proper  circulatory  con- 
dition has  been  re-established  in  the  pelvic 
organs.  If  it  is  expected  that  a  ventral 
suspension  or  any  other  operation  will 
hold  a  uterus,  of  twice  the  normal  weight 
as  most  of  these  retroverted  uteri  are  at 
the  time  of  operation,  failures  will  result 
from  all  t':e  operations,  but  if  the  opera- 
tion is  supplemented  by  a  period  of  pes- 
sary life  or  by  proper  pelvic  floor  repair 
so  as  to  give  the  support  which  is  neces- 
sary in  order  to  establish  the  circulatory 
change,  that  uterus  will  diminish  in  size 
because  of  uterine  rest  and  the  re-estab- 
lisument  of  tue  proper  circulation  and 
good  results  will  be  obtained. 

In  Dr.  Polak's  personal  cases,  he  has 
had  no  difficulty  in  the  labors  which  have 
followed   ventral  suspensions. 

In  the  last  two  or  three  years  he  has 
e^p'oyed  the  Gilliarn-Montgomery  and 
tve  operation  known  as  the  Webster- 
Baldy  operation  or  a  Webster  operation. 
He  has  had  the  opportunity  of  watering 
only  four  pregnancies  following  the  Web- 
ster operation  ar.d  these  have  terminated 


satisfactorily.  The  uterus  has  remained 
in  position  following  delivery  and  has 
shown  no  tendency  to  relapse.  Of  the 
pure  Gilliam  operation  he  cannot  say  the 
same  thing.  It  is  theoretically  an  imper- 
fect procedure.  It  slings  the  uterus  up 
by  its  anterior  face.  The  modification  of 
the  Montgomery  is  based  on  a  better  ana- 
tomical conception.  Dr.  Polak  has  seen 
a  number  of  relapses  from  the  Gilliam 
and  has  opened  the  abdomen  and  found 
the  uterus  down  on  several  occasions. 
These  cases  which  have  had  relapses  were 
cases  which  were  not  followed  by  a  pes- 
sary and  the  one  point  that  he  wished  to 
make  is  that  retroversions  are  simply  a 
part  of  the  symptom  complex  which  is 
associated  with  a  general  ptosis,  and  in 
correcting  these  cases  there  is  always  an 
associated  circulatory  lesion  which  must 
be  appreciated;  these  uteri  must  be  kept 
at  rest  long  enough  to  re-establish  a  per- 
fect circulation  and  if  this  is  done,  many 
of  the  operations  that  would  have  been 
failures  will  be  successes. 

Dr.  L.  G.  Baldwin  said: 

The  idea  advanced  by  Dr.  Dickinson 
is  to  me  as  to  Dr.  Polak  entirely  different 
from  my  idea  of  the  circulation.  The 
first  time  I  ever  heard  Dr.  Bull  deliver 
a  clinical  lecture,  the  circulation  through 
the  organ  was  its  key  note,  and  I  am 
certainly  very  much  interested  in  Dr. 
Dickinson's  statement.  At  the  present 
time  I  am  with  Dr.  Polak  not  prepared 
to  receive  it  tonight.  Certainly  we  see 
the  size  of  the  uterus  diminished  in  from 
one-half  to  three-fourths  of  an  inch  in 
length  after  it  is  up  in  place.  If  that  is 
not  due  to  congestion  of  the  uterus,  what 
is  it  due  toP 

In  regard  to  the  causation,  a  good  deal 
has  been  said  about  the  lacerations  of  the 
pelvic  floor.  Personally  I  have  yet  to  be 
shown  how  the  pelvic  floor  has  anything 
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to  do  with  the  position  of  the  uterus.  You 
might  as  well  try  to  keep  a  man's  trousers 
up  by  letting  them  rest  on  the  insteps  as  to 
keep  the  uterus  up  by  letting  it  rest  on  the 
pelvic  floor.  If  the  pelvic  floor  supports 
the  uterus,  why  don't  we  get  deviations 
in  complete  lacerations  due  to  parturition. 
I  cannot  recall  a  case  of  complete  retro- 
deviation or  even  a  case  of  moderate  pro- 
lapse. In  the  three  cases  immediately 
under  my  observance  of  lacerations 
through  the  perineal  floor,  not  one  ol 
them  have  any  posterior  deviation.  Cases 
have  been  reported  where  the  child  has 
teen  born  through  the  rectum  and  ye! 
there  was  no  deviation. 

As  to  treatment,  many  of  these  cases 
do  not  require  any  operation  at  all.  I 
want  to  raise  my  feeble  voice  in  behalf 
of  the  pessary.  I  believe  the  pessary 
properly  used  is  one  of  the  greatest  aids 
in  the  treatment  of  these  cases.  Many 
and  many  and  many  a  childbearing 
woman  has.,  been  made  absolutely  com- 
fortable between  births  of  children  and 
it  did  not  have  to  be  changed  often 
enough  to  interfere  once  in  three  to  six 
months.  When  the  woman  becomes 
pregnant,  out  it  comes,  an  she  has  her 
baby  and  back  it  goes.  The  pessary 
should  have  a  very  firm  hold  with  all  of 
us.  That  it  gives  perfect  and  complete 
relief  there  can  be  no  doubt  if  properly 
fitted.  In  regard  to  operative  treatment 
my  preference  is  for  a  ventral  suspension 
providing  the  uterus  will  easily  come  up 
to  the  point  which  is  required  to  Attach 
it  to  the  abdominal  wall.  No  chroma- 
cized  gut  should  be  used  and  the  cases 
should  always  be  supported  with  a  pes- 
sary for  a  few  months. 

Dr.  Robert  L.  Dickinson  said: 
A  very  large  number  of  retroveisions 
Tequire  no  treatment  at  all.     Then  there 
are  neurasthenics  who  should  not  be  sub- 


jected to  pelvic  treatment.  Any  uterus 
which,  though  in  retroversion,  shows  no 
metritis,  edema,  dysmenorrhoea,  or  pro- 
gressive, or  ovarian  drag,  can  be  left 
alone.  A  great  many  others  are  well 
treated  by  pessaries,  such  as  those  of 
early  pregnancy  and  the  puerperium,  and 
all  recent  retroversions.  Many  have  their 
origin  in  the  neglect  of  the  general  prac- 
titioner to  examine  his  case  when 
she  gets  up  two  weeks  after  delivery, 
again  at  six  weeks  and  finally  at  three 
months.  There  would  be  a  relatively 
small  number  of  retroversions  if  that  prac- 
tice were  universal. 

A  simple  ring  can  be  worn  in  the  back 
woods  and  taken  out  and  put  back  again 
by  an  intelligent  woman. 

As  to  relapses  after  retroversion  op- 
erations Dr.  Polak  and  Dr.  Baldwin 
have  said  truly  that  putting  in  of  a  pes- 
sary and  watching  the  patient  for  months 
is  most  important.  Dr.  Dickinson  had 
1  2  per  cent  of  returns  after  retroversions 
following  Alexanders  or  suspensions  until 
it  became  his  universal  practice  to  use  a 
pessary  and  since  that  time  his  relapses 
have  been  less  than  six  per  cent.  There 
is  only  one  kind  of  retroversion  operation 
which  does  not  show  any  relapses  and 
that  is  the  one  which  has  been  invented 
so  recently  that  there  has  not  been  time 
for  statistics  to  be  made. 

As  to  time  spent  in  laparotomy,  )f 
there  may  be  many  other  things  to  do, 
certainly  suspension  is  the  quickest  retro- 
version measure.  Dr.  Dickinson  does 
not  agree  with  Dr.  Polak  that  that  is  the 
best  operation  after  removing  the  tubes 
and  the  appendix.  When  the  tubes  come 
out,  the  uterus  should  come  out  too  if  the 
patient  can  stand  that  extra  step. 

Dr.  Dickinson  believes  there  is  a  large 
field  for  the  round  ligament  operations, 
but  many  of  these  double  up  the  thick 
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end  and  leave  the  weaker  outer  ends  to 
hang  up  t'.e  uterus.  Dr.  Dickinson  said 
he  thought  most  gynecologists  are  work- 
ing back  to  round  ligament  operations. 
Pregnancy  averages  better  comfort  and 
deli,  cry  after  the  Alexander  than  after 
any  ot'  er  retroversion  operation.  Con- 
cerning the  Gilliam  type,  looping  t' rough 
the  rectus,  he  finds  them  a  bit  complicated 
and  troublesome.  In  certain  of  these 
operations  (as  the  Montgomery)  where 
we  have  to  drag  back  the  round  ligament 
underneath  peritoneum  and  through  te 
ring,  the  risk  of  hemorrhage  and  phlebit  s 
is  greater.  The  operation  of  Baldy  and 
Webster  which  takes  a  loop  of  the  round 
ligament  through  the  broad  ligament 
under  the  ovary,  and  attaches  it  back  of 
tve  uterus  is  simpler  and  very  much 
quicker  than  any  of  the  ot1  er  round  liga- 
ment operations.  Dr.  Dickinson  had 
done  a  certain  percentage  of  them.  It 
occasionally  puncLes  a  hole  in  a  -vein  in 
the  varicosed  broad  ligament.  It  has 
certain  advantages.  It  tips  the  uterus 
forward  as  well  as  a  Kelly  ventral  sus- 
pension. It  lifts  the  uterus  bodily.  It 
hoists  prolapsed  tubes  and  ovaries.  It 
takes  care  of  varicose  broad  ligaments 
and  it  is  not  distressing  in  pregnancy. 
Since  one  goes  through  the  ovarian  plexus 
it  may  be  followed  by  some  ache  tor 
three  months.  He  has  tried  the  utero- 
sacral  shortening,  and  he  is  not  satisfied 
with  it.  The  utero-sacral  ligament  :s 
not  a  good  place  to  fix  stitcues  in,  as 
it  is  nothing  but  a  peritoneal  fold  in  most 
cases. 

Dr.  Dickinson  believes  it  is  most  im- 
portant to  build  all  the  lower  supports 
securely.  With  Aery  old  women  past  tue 
menopause  it  is  undoubtedly  better  to 
tuck  a  small  uterus  under  the  bladder, 
in  Schauta  or  Watkins  fashion  .  Where 
5en<ion  is  going  to  give  a  painful  result  if 


t^e  utreus  is  made  fast  between  bladder 
above  and  anterior  vaginal  wall  below, 
a  badly  prolapsed  uterus  had  better  come 
out.  Then  the  broad  ligaments  are  care- 
fully sewed  together  and  on  top  of  this 
bridge  and  in  its  front  the  bladder  is 
sewed,  by  Goffe's  method.  We  have  done 
four  of  these  recently  in  the  Brooklyn 
Hospital.  The  variety  of  conditions  are 
so  great  t':at  one  must  choose  one's  cases 
according  to  the  indications. 

DR.  A.  T.  BRISTOW  said  he  did  not 
like  to  say  anything  about  the  observations 
but  he  has  been  led  to  ask  himself  wheth- 
er in  prolapsus  of  the  uterus,  the  uterus 
is  t  e  sinning  body  or  the  body  sinned 
sgamsi.  There  are  two  conditions  lead- 
ing Dr.  Bristow  to  think  the  uterus  is 
pulled  down  by  the  prolapsing  vagina 
rather  than  the  uterus  itself  tumbling 
down  and  bringing  the  vagina  with  it. 
Probably  all  have  seen  a  uterus  with  a 
long  drawn  out  cervix  like  the  finger  of 
a  glove.  Dr.  Bristow  does  not  see  how 
t'  at  can  happen  unless  the  uterus  is  pulled 
down.  He  l  as  never  been  able  to  see 
why  these  old  women  should  have  pro- 
lapsus after  tie  menopause  when  they 
have  senile  uteri  which  don't  weigh  two 
ounces  and  yet  it  is  out  of  the  vulva  with 
a  heavy  prolapsing  vagina.  It  seems  to 
Dr.  Bristow  in  both  of  these  cases,  the 
oflending  body  is  the  vagina  which  has 
pulled  the  uterus  down.  If  that  is  the 
case,  the  method  of  repair  should  be 
traced  to  the  vagina  and  not  to  the  uterus. 
This  may  explain  why  some  of  the  vaginal 
operations  have  been  successful  and  the 
intrauterine  operations  have  not  been  suc- 
cessful. 

Dr.  W.  B.  Chase  said: 

Without  discussing  the  methods  of  op- 
erations, there  was  one  feature  of  the 
paper  which  is  worthy  of  careful  con- 
sideration.     It   has   been    Dr.  Chase's 
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custom  for  a  good  many  years  to  wait  un- 
less he  finds  some  very  positive  reasons 
for  operating.  Very  many  anatomical 
displacements  of  the  uterus  do  not  affect 
the  health  of  the  patient.  But  there  are 
cases  which  produce  symptoms  which  re- 
quire or  do  not  require  interference  on  the 
part  of  the  surgeon. 

The  point  Dr.  Chase  wished  to  em- 
phasize is  this  and  he  was  very  glad  Dr. 
Dickinson  came  to  the  Society.  Dr. 
Dickinson  has  given  a  suggestion  regard- 
ing rest  which  should  be  taken  into  ac- 
count. He  does  not  think  the  first  duty 
of  the  surgeon  or  the  gynecologist  is  to 
figure  in  his  mind  what  is  the  best  method 
of  treating  that  by  operation  and  pos- 
sibly not  by  support.  The  question  is. 
is  that  symptom  a  complex.  Are  other 
symptoms  present?  If  that  patient  is 
given  rest,  there  may  be  a  change  in  the 
general  health  which  may  relieve  her  from 
the  necessity  of  an  operation. 

Dr.  George  McNaughton  said 
he  was  almost  loth  to  say  anything  be- 
cause some  of  his  views  are  so  absolutely 
divergent  from  those  held  by  men  for 
whom  he  has  the  greatest  respect: 

But  he  said  he  would  not  touch  on  the 
remedial  methods  by  attacking  the  broad 
ligaments  or  the  utcro-sacral  supports. 
This  matter  of  maldeviations  must  be 
viewed  from  a  practical  standpoint.  It 
must  be  recognized  that  women  suffer- 
ing from  these  conditions  present  the  pic- 
ture presented  by  Dr.  Dickinson  this 
evening.  It  is  not  possible  in  practice  in 
Brooklyn  to  give  patients  the  treatment 
which  is  felt  to  be  necessary,  that  is  rest. 
Dr.  McNaughton  believes  firmly  that 
these  cases  of  maldeviation  if  they  could 
be  put  to  bed  and  with  the  use  of  hot 
douching  and  postural  treatment,  that  a 
great  amelioration  if  not  recovery,  would 
take  place,  but  at  the  nresent  time  pa- 


tients insist  upon  immediate  relief  and 
hence  we  are  almost  impelled  against 
our  will  to  resort  to  surgical  procedures. 
Dr.  McNaughton  said  he  must  agree  with 
his  confreres  in  Brooklyn  regarding  the 
effect  upon  the  uterine  circulation  of  mal- 
position for  this  reason.  In  the  case  of 
a  retroflexed  uterus,  upon  opening  the 
abdomen,  the  body  and  fundus  will  al- 
ways be  found  greatly  enlarged  and  of 
a  purplish  hue  showing  the  congested  con- 
dition. While  the  circulation  is  more 
lateral,  the  uterine  vessels,  and  the  flexion 
practically  acts  upon  the  blanches,  still 
it  does  so  to  so  great  an  extent  that  the 
circulation  in  Dr.  McNaughton's  opinion 
is  impaired.  Furthermore  lie  very  sel- 
dom finds  a  maldeviated  uterus  without 
finding  an  endometritis  and  not  only  that 
but  fungoid  degeneration.  In  50  pet- 
cent  of  cases  Dr.  McNaughton  is  called 
to  treat,  he  finds  fungoid  degeneration 
which  must  be  due  to  interference  with 
the  circulation. 

Another  point  is  this.  Dr.  Baldwin 
has  stated  that  he  does  not  believe  that 
impairment  of  the  pelvic  floor  has  any 
positive  influence  upon  descent  of  the 
uterus  or  its  maldeviation.  In  the  great- 
er majority  of  cases,  Dr.  McNaughton  is 
called  on  to  treat  for  maldeviation,  he 
finds  they  are  due  to  a  loss  of  support, 
to  a  laceration  of  the  perineum.  The 
uterus  in  Dr.  McNaughton's  opinion  is 
pulled  down.  Why?  The  support  of 
the  pelvic  floor  is  due  to  the  fascia  and' 
with  a  laceration  through  the  sphincters/ 
there  is  certainly  destruction  of  the  fascia 
and  with  that  there  is  a  descent  of  the 
uterus. 

In  regard  to  the  use  of  pessaries.  Dr. 
McNaughton  said  he  presumed  he  had 
had  as  much  experience  with  the  use  of 
pessaries  as  anyone  through  the  associa- 
tion with  Dr.  John  Byrne  of  St.  Mary's 
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Hospital  for  a  number  of  years.  At 
one  time  he  was  a  great  advocate  of  the 
use  of  pessaries.  They  used  the  Hodge 
pessary  and  the  Smith  pessary  and  the 
Hodge  modification  of  the  Smith.  The 
ring  he  considered  an  abomination.  When 
one  inserts  a  pessary  where  there  is  de- 
struction of  the  pelvic  floor,  where  is  one 
going  to  get  support?  The  uterus  is 
pressing  on  it  continually,  there  is  no  sup- 
port when  the  fascia  has  been  destroyed. 
After  the  suspension  operation  that  Dr. 
Polak  referred  to,  the  uterus  is  suspended. 
Possibly  with  the  finger,  the  posterior 
surface  of  the  uterus  can  be  palpated 
but  it  is  certainly  not  down  in  the  cul-de- 
sac  and  how  a  pessary,  and  the  only  pes- 
sary which  can  be  used  in  those  con- 
ditions or  that  Dr.  McNaughton  knows 
how  to  use  is  a  Smith  or  a  Hodge,  how 
a  Smith  or  Hodge  pessary  can  give  sup- 
port to  a  uterus  that  is  already  fixed,  Dr. 
McNaughton  does  not  know. 

Granting  that  the  uterus  is  down  and 
that  the  pessary  is  inserted  for  support, 
you  have  that  constant  pressure,  the 
lower  bowel  with  constipation  displaces 
that  pessary  and  with  every  movement  it 
is  displaced.  For  that  reason  Dr.  Mc- 
Naughton seldom  uses  a  pessary.  He 
does  use  it  where  the  pelvic  floor  is  firm 
and  capable  of  support. 

Dr.  A.  M.  Judd  said  that  it  seemed 
to  him  that  none  of  the  gentlemen  in  dis- 
cussing Dr.  Dickinson's  paper  had  spoken 
of  the  dislocations  that  are  found  in  con- 
nection with  the  falling  or  displacement 
of  the  pelvic  organs  of  which  the  Society 
has  been  speaking,  that  is,  of  the  sig- 
moid, of  the  colon,  or  of  any  of  the  other 
abdominal  organs,  and  all  that  has  been 
suggested  for  them  has  been  suggested  by 
Dr.  Polak  of  an  application  externally 
of  an  abdominal  belt. 

In  regard  to  the  measures  which  have 


been  used,  the  ventral  suspension  has  in  a 
number  of  cases  given  Dr.  Judd  satisfac- 
tion, but  he  only  uses  that  in  cases  which 
have  passed  the  childbearing  period* 
During  the  past  fourteen  months,  he  has 
gone  back,  in  appropriately  selected  cases 
to  the  Alexander  operation.  The  term 
properly  selected  of  course  means  that  his 
diagnostic  ability  is  better  now  than  it 
was  ten  years  ago.  He  has  had  ten  cases 
in  the  last  year  with  one  failure.  That 
one  failure  was  in  a  case  where  the  at- 
tending physician  insisted  that  Dr.  Judd 
should  go  into  the  abdomen  and  examine 
the  tubes  and  ovaries.  Instead  of  making 
the  two  lateral  incisions,  he  used  the 
Pfannenstiel  incision  to  examine  the  tubes 
and  ovaries  and  closed  the  wound.  He 
made  a  failure.  In  all  the  other 
cases  up  to  the  present  time,  the  uterus  is 
in  absolutely  proper  position. 

Dr.  G.  K.  Dickinson  said  in  clos- 
ing the  discussion,  that  he  wished  again 
to  thank  the  Society  for  letting  him  come 
over  to  the  Society  with  his  views,  and 
for  the  discussion  that  the  Society  has 
given  the  paper. 

The  topic  has  interested  Dr.  Dickinson 
bcause  it  has  seemed  at  times  as  if  the 
profession  was  very  much  in  the  position 
of  the  osteopath  or  the  other  "paths"  of 
carrying  out  exclusive  dogmas. 

One  man  would  be  surgically  inclined 
and  one  said  that  Americans  are  in  * 
hurry  and  our  patients  are  in  a  hurry. 
They  give  us  barely  time  to  study  our 
cases  well.  They  want  something  done 
right  away  and  to  be  operated  on  right 
away.  They  force  us  to  do  what  will 
give  quick  relief  rather  than  studying 
and  giving  entire  relief. 

In  the  matter  of  the  circulation,  I 
knew  I  would  be  attacked  because  I 
think  the  majority  of  the  rofession  still 
hold  to  the  idea  that  circulatory  distur- 
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bance  causes  metritis,  but  the  arteries 
which  come  to  the  uterus  are  four  in 
number  and  the  connections  so  large  that 
we  can  hardiy  tell  where  the  ovarian 
stops  and  the  others  begin.  If  we  cut 
one  of  these,  the  force  is  considerable. 
The  arteries  are  spiral  and  in  firm  tissue 
which  cannot  be  easily  kinked.  My  idea 
is  that  the  circulation  of  the  uterus  can- 
not be  interfered  with  by  a  flexion  and 
there  are  a  good  many  in  the  profession 
who  feel  as  I  do.  Of  course  the  internal 
circulation  of  the  uterus  is  materially  af- 
fected by  flexing  and  if  there  is  flexion 
and  the  replacement  by  fibrous  tissue,  we 
will  have  a  good  deal  of  difficulty  in  pre- 
venting the  uterus  from  kinking  back- 
wards.    The  trouble  is  due  as  much  to 


the  functioning  of  the  corpeus  luteus  as  to 
the  circulation  of  the  uterus  itself. 

I  am  a  general  surgeon  and  have  not 
perhaps  read  as  deeply  and  particularly 
as  many  of  you  here. 

As  to  the  laceration  of  the  perineum 
that  Dr.  Baldwin  spoke  of,  I  have  al- 
ways felt  it  was  a  woman's  salvation  to 
be  torn.  If  we  get  a  good  tear  in  the 
median  line,  we  can  be  pretty  sure  that 
the  fibers  betwen  have  not  been  torn  and 
we  can  treat  the  perineal  laceration  but  if 
she  does  not  tear  but  stretches  and  the 
fibers  pull  apart  we  have  a  condition, 
which  will  allow  of  a  sliding  of  the  vagi- 
nal wall  on  the  rectum  or  of  a  rectocele 
or  a  cystocele  exaggerated  by  holding  of 
the  urine. 
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Medical  Diagnosis,  by  J.  G.  Wil- 
son, A.  M.  M.  D.  third  edition.  J.  B. 
Lippincott  Company,  Philadelphia.  Price 
$6.00. 

The  third  edition  of  Dr.  Wilson's  hand 
book  of  medical  diagnosis  has  been 
brought  up  to  the  advances  made  in  diag- 
nosis. 

The  book  is  divided  into  four  parts. 
Part  one  is  devoted  to  general  diagnosis; 
part  two,  diagnostic  methods;  three, 
symptoms  and  signs,  and  four,  the  clinical 
applications.  The  illustrations  are  nu- 
merous and  well  chosen.  In  all  respects 
this  is  one  of  the  most  up  to  date  works 
on  medical  diagnosis  that  has  been  pub- 
lished in  recent  times. 

The  Parasitic  Amoebae  of  Man, 
by  Charles  F.  Craig,  M.  D.  Captain 
U.  S.  A.  J.  B.  Lippincott  Company, 
Philadelphia.    Price  $2.50. 

The  importance  of  amoebic  infections 
is  being  more  and  more  emphasized  be- 


cause of  the  new  tropical  possesions  of 
the  United  States.  While  perhaps  the 
medical  officers  of  the  Ahmy  and  Navy 
are  more  apt  to  see  the  various  diseases 
caused  by  amoebae,  it  is  a  subject  that 
should  be  studied  and  understood  by  all 
physicians  practicing  in  the  seaports  of  the 
country. 

Captain  Craig  has  given  a  book  that 
will  greatly  aid  in  this  study,  and  it  can 
not  but  be  of  use  to  any  interested  in  his 
subject. 

Progressive  Medicine,  a  Quarterly 
Digest.  Vol.  XIII.  No.  3  and  4.  Lea 
and  Febiger,  Philadelphia  and  New 
York.    Price  $6.00  per  annum. 

In  number  three  and  four  of  the  thir- 
teenth volume,  much  of  the  medical  pro- 
gress of  the  last  few  months  has  been  ably 
abstracted.  In  No.  3  new  discoveries 
and  mehod  of  procedure  in  syphilis  and 
dermatology  has  been  carefully  reviewed, 
while  the  new  remedies  and  new  uses  of 


40 


BOOK  REVIEWS 


many  old  ones  have  been  chronicled  in 
No."  4. 

Handbook  of  Suggestive  Ther- 
apeutics, ETC.,  by  Henry  S.  Munro, 
3rd  Edition.  C.  B.  Mosby  Co.,  St. 
Louis,  Mo.   Price  $4.00. 

The  subject  of  suggestive  therapeutics 
is  gaining  a  stronger  hold  upon  the  mindj 
of  scientific  physicians,  especially  he 
whose  specialty  is  neurology.  In  the  past 
ten  or  fifteen  years  much  has  been  written 
upon  the  subject,  and  Dr.  Munro  has 
embodied  in  the  third  edition  of  his  work 
all  the  advances  that  have  been  made  in 
this  interesting  mode  of  treatment. 

Any  physician  interested  in  this  sub- 
ject will  find  much  in  this  book  tha^will 
be  helpful. 

A  Practical  Treatise  on  Rec- 
tal Diseases,  by  Jacob  D.  Albright. 
Published  by  the  Author,  3228  N. 
Broad  St.,  Philadelphia.    Price  $4.00. 

This  book  is  evidently  intended  for 
the  general  practitioner  who  practices 
medicine  remote  from  the  cities  and  hos- 
pitals, for  most  of  the  treatise  is  devoted 
to  the  diagnosis  and  treament  of  rectal 
diseases  by  ambulant  methods.  The  book 
is  well  written  and  illustrated. 

The  General  Practitioner  as 
a  Specialist,  by  Jacob  D.  Albright, 
M.  D.  Published  by  the  Author,  3228 
N.  Broad  St.,  Philadelphia.  Price 
$3.00. 

On  page  No.  381  is  a  chapter  entitled 
"Medical  Melange"  if  the  Author  had 
changed  the  title  of  the  book  to  this,  the 
prospective  reader  would  have  had  a 
clearer  conception  of  what  it  contained, 
for  it  is  a  volume  made  up  of  medical 
essays,  ranging  all  the  way  from  hernia 
to  in-growing  toe-nails,  and  from  sexual 
incompetence  to  mental  and  magnetic 
healing.  It  can  be  recommended  to  any- 
one who  is  interested  in  such  a  melange 


for  he  can  get  a  number  of  useful  sug- 
gestions. 

Physicians  Visiting  List  for  1912 
P.  Blakiston's  Son  &  Co.,  Philadelhia. 
Price  $1.25. 

Surgery:  Its  Principles  and 
PRACTICE,  by  Various  Authors.  Edited 
by  William  Keen,  M.  D.,  LL.  D.,  and 
John  C.  Da  Costa,  M.  D.  Vol.  IV.  W. 
B.  Saunders  Company,  Philadelphia  and 
London.  1908. 

Volume  Four  of  this  treatise  on  sur- 
gery contains  the  surgical  consideration 
of  the  intestine,  rectum,  hernia,  the  genito- 
urinary organs,  eye,  ear,  military,  naval 
and  tropical  countries.  Since  its  first  ap- 
pearance in  1 908  it  has  been  reprinted 
each  year,  in  this  way  fully  attesting  its 
endorsement  by  the  surgical  world  as  a 
standard  work.  William  B.  Coley  oc- 
cupies the  first  chapter  by  a  systematic 
consideration  of  hernia,  and  presents 
many  interesting  features  portraying  the 
operations  devised  by  others  as  well  as 
the  surgical  procedures  which  have  origi- 
nated with  him.  Dr.  Robert  Abbe  writes 
on  the  surgery  of  the  rectum  and  anus. 
Bransford  Lewis,  on  the  surgery  of  the 
bladder.  Stone  in  the  bladder  occupies 
a  separate  chapter  by  Arthur  T.  Cabot 
of  Bostoii.  Hugh  Young  of  Baltimore 
presents  the  surgery  of  the  prostate,  while 
the  appendix  end  it?  surgical  aspects  are 
presented  by  Dr.  ]ohn  B.  Murphy.  Mili- 
tary surgery  is  presented  by  Surgeon 
General  O'Reilly,  and  naval  surgery  by 
Surgeon  General  P.  M.  Rixey.  An  in- 
teresting chapter  is  that  presented  by  Dr. 
William  M.  Rodman  on  the  Influence  of 
Race,  Sex  and  Age  in  Surgical  Affec- 
tions. 

This  system  of  surgery,  known  as 
Keen's  Surgery  is  already  a  classic,  and 
will  hold  its  place  for  many  years  in  the 
literature  on  the  subject. 
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HOW  SHOULD  WE  FEED  TYPHOID  FEVER  PATIENTS? 


By  EDWARD  E.  CORNWALL,  M.  D. 


r  I  1  YPHOID  fever  has  been  known  so 
long,  and  its  frequent  occurrence 
and  wide  distribution  have  afford- 
ed such  extensive  opportunities  for  clinical 
experiment  and  observation,  that  we  would 
naturally  expect  the  medical  profession  to 
have  arrived  at  more  or  less  definite  and 
generally  accepted  conclusions  regarding 
the  diet  in  this  disease.  This  expectation 
is  not  realized.  There  is  probably  less 
unanimity  now  on  the  subject  of  the 
feeding  of  typhoid  fever  patients  than 
there  was  twenty  or  thirty  years  ago. 
Then  milk  diet,  or  fluid  diet  consisting  of 
milk  and  animal  broths,  almost  univer- 
sally prevailed.  Now  we  find  "highly 
recommended,  typhoid  diets  of  great  di- 
versity. Not  only  are  the  pure  milk  and 
the  milk  and  broth  diets  still  used  and 
advocated,  but  we  have  preached  to  us  a 
milkless  diet,  which  consists  chiefly  of  ani- 
mal broths  and  cereal  gruels;  a  starvation 
diet,  which  consists  of  water  alone  or 
water  and  calomel;  a  liberal  diet,  which 
includes  such  articles  as  steaks,  chops, 
chicken,  bread,  and  even  vegetables;  and 
a  high  calorific  diet,  which  introduces  into 
the  patient  daily  food  of  a  fuel  value  of 
3000  or  more  calories.  The  claims  made 
for  all  these  different  diets  is  about  the 
same,  and  in  support  of  the  claims  of  each 
about  the  same  favorable   statistics  are 


presented.  What  is  the  answer?  Can  it 
be  that  it  makes  little  difference  what  food 
is  given  to  a  patient  suffering  from  typhoid 
fever?  Or  is  the  answer  to  be  found  in 
the  First  Aphorism  of  Hippocrates,  which 
says  that  "experience  is  fallacious  and 
judgement  difficult?"  Hippocrates*  re- 
mark probably  covers  the  case.  And  how 
experience  in  this  matter  can  be  mislead- 
ing, and  judgement  consequently  difficult, 
is  evident  enough  when  we  consider  the 
wide  variations  in  severity  of  typhoid  fever 
in  different  epidemics,  and  the  variations 
in  severity  of  individual  cases  in  the  same 
epidemic;  and  the  lack  of  careful  and 
thorough  observations  of  the  effect  of  par- 
ticular diets  on  series  of  cases  long  enough 
to  neutralize  the  disturbing  effect  of  these 
variations. 

I  think  the  facts  warrant  us  in  assuming; 
that  the  question,  What  is  the  best  diet 
for  typhoid  fever?  is  still  an  open  ques- 
tion ;  and  I  will  take  advantage  of  its  open 
condition  to  tell  what,  in  my  present  state 
of  enlightenment,  seems  to  me  the  best 
way  to  feed  patients  suffering  from  this- 
disease.  And  in  order  that  the  diet  which 
I  advocate  may  not  lack  a  name  under 
which  to  contest  the  field  with  the  milk 
diet,  the  milkless  diet,  the  starvation  diet, 
the  fluid  diet,  the  liberal  diet,  the  high 
calorific  diet,  etc.,  I  will  call  it  the  ra- 
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tional  diet.  By  a  rational  diet  I  mean 
one  which  takes  into  consideration  not 
one  or  two  only,  but,  as  far  as  possible, 
all  the  physiological  and  pathological  in- 
dications and  contra-indications  presented 
by  the  disease,  interpreted  in  the  light  of 
clinical  experience. 

The  first  group  of  indications  and  con- 
traindications relate  to  the  quantity  of  food 
The  patient,  of  course,  should  receive  the 
quantity  which  will  best  maintain  his  nutri- 
trition  under  the  existing  circumstances. 
But  how  much  is  that?  A  reasonable 
basis  for  this  estimate  is  the  amount  which 
lie  would  require  if  he  were  well  and  ly- 
ing quietly  in  bed.  That  I  take  to  be  a 
■daily  protein  ration  of  60  grams, 
and  a  daily  fuel  ration  of  1500  calories. 
These  amounts  differ  from  those  given  in 
most  of  the  text  books  on  dietetics,  but  I 
have  found  from  clinical  experiment  that 
persons  of  average  size  at  rest  in  bed,  get 
along  very  well  with  such  rations,  at  least 
for  a  considerable  time. 

What  modifications  of  these  quantities 
are  called  for  by  the  circumstances  of  the 
disease? 

The  advocates  of  the  starvation  diet 
say  that  the  condition  of  the  intestines  and 
the  toxemia  contraindicate  all  food  until 
the  fever  abates;  but  these  contraindica- 
tions for  food  can  not  be  proved  to  be 
absolute,  and  they  are  more  than  counter- 
balanced by  t^e  indications  for  support- 
ing nutrition.  The  advocates  of  the  milk 
diet,  while  claiming  with  justice,  that  milk 
is  an  ideal  food  for  typhoid  in  its  com- 
position, do  not  sufficiently  regard  tue 
contradictions  wHch  are  found  in  the 
comparative  indigestibility  of  pure  mill; 
in  many  cases.  The  advocates  of  the 
milkless  diet  seem  to  overlook  the  fact  thai 
the  disadvantages  of  pure  milk  as  a  food 
in  fvDhoid  can  be  overcome  by  proper 
medication.     Tle  advocates  of  the  lib- 


eral diet  claim  that  the  wasting  of  the 
tissues  calls  for  an  increased  quantity  of 
protein,  and  the  advocates  of  the  high 
calorific  diet  claim  that  the  presence  of 
fever  is  an  indication  for  more  fuel.  On 
the  other  hand,  there  is  reason  to  believe 
that  the  toxemia  can,  and  in  some  cases 
undoubtedly  does,  diminish  the  capacity 
of  the  tissues  to  utilize  protein;  and  it  is 
not  altogether  plain  that  the  presence  of 
fever  is  always  an  indication  for  more 
fuel ;  nor  is  it  certain  that  the  extra  fuel 
can  always  be  utilized  to  spare  the  tissues ; 
and  even  if  that  were  regularly  the  case, 
the  amount  of  fuel  required  to  maintain 
the.  body  at  a  few  degrees  of  temperature 
higher  than  the  normal  is  probably  much 
less  than  that  claimed  by  the  advocates 
of  the  high  calorific  diet.  The  theoretical 
reasoning  on  which  the  high  calorific  diet 
is  based  seems  in  many  respects  good,  but 
it  is  not  altogether  borne  out  by  clinical 
experience ;  some  patients  receiving  food 
of  fuel  value  much  less  than  that  recom- 
mended by  the  advocates  of  the  high  cal- 
orific diet  apparently  do  as  well  as,  and 
emaciate  no  more  than  those  on  the  high 
calorific  diet;  and  some  emaciate  greatly 
no  matter  how  much  food  is  given  them. 

In  addition  to  the  contraindications  to 
increasing  the  amount  of  food  over  t':e 
minimum  health  ration  which  have  been 
alluded  to,  others  usually  exist  in  the  con- 
dition of  the  intestinal  walls  and  the  di- 
gestive organs,  and  also  in  the  condition 
of  the  liver,  kidneys  and  heart.  Actual 
lesions  of  the  intestinal  walls, — ulcera- 
tions and  catarrh, — are  usually  present, 
which  may  be  sufficiently  extensive  to 
diminish  seriously  the  capacity  of  the  gut 
to  perform  its  functions;  and  the  di- 
gestive, toxicolytic  and  eliminative  organs 
may  be  so  disturbed  by  the  long  continued 
toxemia  that  they  are  unable  to  take  care 
of  even  t'^e  normal  amount  of  food  and 
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the  products  of  its  fermentation  and  putre- 
faction; and  the  myocardium,  on  whose 
activity  depends  the  effective  circulation 
through  the  various  organs,  may  be  so 
weakened  as  to  be  unable  to  respond  to 
normal  demands,  to  the  functional  detri- 
ment of  those  organs. 

When  we  balance  the  indications  and 
contraindications  which  exist  in  regard  to 
the  quantity  of  food,  a  reasonable  con- 
clusion seems  to  be,  to  adopt  the  minimum 
health  ration  as  the  standard  quantity,  and 
to  diminish  this  quantity  according  as  we 
evidence  the  inability  on  the  part  of  the 
patient  to  assimilate  it. 

The  second  group  of  indications  and 
contraindications  have  to  do  with  the  con- 
sistency of  the  food.  Shall  we  give  only 
fluid  food,  or  shall  we  allow  solid  ar- 
ticles? If  clinical  experience  of  many 
generations  has  taught  anything  in  regard 
to  the  diet  in  continued  fevers,  it  is  that 
the  diet  in  those  conditions  should  be 
fluid ;  and  not  sufficient  to  offset  these 
years,  I  might  say  centuries  of  clinical 
experience,  is  the  fact  that  a  few  hundred 
or  even  thousand  cases  of  typhoid  fever 
have  been  reported  as  recovering  under  a 
diet  which  included  such  solid  articles  as 
bread,  meat,  hard  boiled  eggs,  and  vege- 
tables. Not  only  is  the  wellnigh  univer- 
sal clinical  testimony  in  favor  of  fluid 
diet  in  typhoid  fever,  but  in  addition  to  the 
contraindications  offered  by  the  fever  and 
the  toxemia,  obvious  contraindications  to 
any  but  fluid  or  semi-fluid  food  appear  in 
the  conditions  of  the  intestines.  I  think 
that  a  diet  for  typhoid  fever  which  de- 
serves the  name  rational  cannot  ignore  the 
contraindications  above  alluded  to,  and 
must  certainly  be  fluid  or  semi-fluid;  and 
the  burden  of  proof  rests  very  heavily  on 
those  who  would  convince  us  that  a  ra- 
tional typhoid  diet  can  include  such  ar- 
ticles as  bread,  steaks,  chops,  hard  boiled 


eggs,  and  even  vegetables,  all  of  which 
have  been  recently  recommended,  and 
good  reports  following  the  administration 
of  which  I  have  recently  read. 

The  third  group  of  indications  and  con- 
traindications bear  upon  the  digestibility 
of  the  food.  With  a  crippled  intestine 
and  digestive  organs  more  or  less  depress- 
ed in  their  functional  power,  it  is  obvious 
that  only  the  most  digestible  articles  should 
be  given,  that  is,  since  we  are  restricted 
to  fluid  or  semi-fluid  articles,  only  the 
most  digestible  fluids  or  semi-fluids.  The 
most  important  practical  point  to  be  con- 
sidered in  this  connection  is  in  regard  to 
milk.  Milk  is  an  ideal  food  but  whole, 
unmodified  milk  is  difficult  of  digestion 
for  most  adults,  and  should  never  be  given 
to  a  patient  with  typhoid  fever.  It  can 
be  easily  modified,  however,  so  as  to  be 
digestible,  and,  because  of  its  other  highly 
desirable  qualities,  can  enter,  so  modified, 
very  largely  into  a  rational  typhoid  diet. 

The  fourth  group  of  indications  and 
contraindications  bear  on  the  fermenta- 
bility  and  putrefiability  of  the  food.  The 
unstable  conditions  in  the  intestinal  canal 
render  malign  fermentations  more  than 
usually  disturbing;  and  the  unhealthy  con- 
dition of  the  intestinal  walls,  and  the 
functional  depression  of  the  already  over- 
worked liver  and  kidneys,  render  highly 
undesirable  the  production  of  an  undue 
amount  of  putrefaction  poisons  in  the  in- 
testines. Cane  sugar  and  animal  broths 
and  extracts  are  evidently  contraindicated ; 
but  indications  for  the  animal  broths  exist 
in  the  fact  that  they  are  powerful  stimu- 
lants to  the  digestive  secretions,  which  in 
this  disease  often  need  stimulation;  so 
there  remains  a  residual  indication  for 
animal  broths,  but  only  in  very  small 
quantity,  as  a  medicine  for  stimulating  the 
digestive  secretions. 

The  fifth  group  of  indications  and  con- 
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vindications  have  to  do  with  the  admin- 
istration of  vegetables,  acids  and  salts. 
The  indications  are  plain,  and  the  contra- 
indications are  mostly  feeble  or  absent, 
for  the  inclusion  of  a  small  amount  of 
fresh  fruit  juices  in  the  dietary. 

The  sixth  group  of  indications  and  con- 
traindications have  to  do  with  the  water 
ration.  Indications  for  a  large  water  ra- 
tion are  found  in  the  toxemia  and  the  de- 
sirability of  free  elimination  through  the 
kidneys.  Contraindications  to  a  large 
water  ration  exist  in  the  myocardial  weak- 
ness so  often  present,  and  perhaps  in  the 
condition  of  the  kidneys  also.  A  rational 
conclusion  regarding  the  water  ration 
seems  to  fix  it  at  a  fairly  liberal  but  not 
extraordinarily  large  amount. 

The  seventh  group  of  indications  and 
contraindications  have  to  do  with  the  pal- 
atibility  of  the  food.  It  is  here  that  the 
advocates  of  the  liberal  diet  find  indica- 
tions for  giving  solid  food, — such  food 
pleases  the  patient  more  than  fluid  articles. 
Palatability  should  be  regarded  in  any 
diet,  but  it  is  not  a  sufficiently  powerful 
indication  to  overbalance  such  contrain- 
dications as  difficult  or  slow  digestibility, 
fermentability,  putrefiability,  or  ability  to 
produce  mechanical  irritation. 

The  diet  which  to  the  writer  has  seemed 
best  to  meet  the  indications  present  in 
typhoid  fever,  and  to  violate  least  the 
contraindications,  will  now  be  described. 
It  has  the  practical  advantages  of  being 
simple  and  easily  prepared  and  admin- 
istered. 

I.   THE  DIET  IN  THE  AVERAGE  CASE. 

Give  only  fluid  food  from  the  first 're- 
cognition or  suspicion  of  the  disease  until 
five  to  seven  days  after  defervescence,  as 
follows:  At  6,  8,  10,  A.  M.,  and  2,  4, 
6,  8,  and  10,  P.  M.,  give  seven  and  a 
half  ounces  of  a  mixture  of  milk  and  bar- 
ley gruel,  in  the  proportion  of  two  parts 


of  the  milk  to  one  of  the  gruel,  the  gruel 
being  made  with  one  tablespoon  of  barley 
flour  to  eight  ounces  of  water.  At  12  M., 
give  seven  and  a  half  ounces  of  plain  beef 
broth.  At  1  P.  M.,  give  the  strained 
juice  of  one  orange,  with  water  to  make 
seven  and  a  half  ounces,  in  which  has 
been  dissolved  one  ounce  of  milk  sugar. 
At  some  hour  during  the  night  give  an- 
other glass  of  orangeade  similiarly  made. 
Give  the  equivalent  of  three  glasses  of 
water  in  divided  amounts  at  any  time 
during  the  day  or  night. 

The  above  is  a  standard  diet  supplying 
1  05  ounces  of  fluid  daily,  with  a  protein 
content  of  about  50  grams,  and  a  fuel 
value  of  about  1  300  calories.  It  can  be 
varied  in  quantity  and  quality  to  satisfy 
different  conditions. 

If  the  patient  is  of  large  frame,  the 
feedings  may  be  increased  to  eight  ounces, 
and  one  or  two  extra  feedings  may  be 
given  during  the  night,  or  some  of  the 
predigested  cereal  foods  may  be  added  to 
the  milk  and  barley  mixture.  If  the  pa- 
tient complains  of  hunger  and  his  diges- 
tion is  good,  the  amount  of  food  may  be 
similarly  increased,  and  the  milk  mixture 
may  be  substituted  for  the  single  feeding 
of  broth.  If  he  is  emaciated  and  shows 
that  he  can  utilize  more  food,  the  calorific 
value  of  his  diet  may  be  increased  by  giv- 
ing more  milk  sugar,  either  in  orangeade, 
lemonade  or  in  the  milk  and  barley  mix- 
ture. Also,  cream  may  be  added  to  the 
milk  and  barley  mixture  for  the  same  pur- 
pose. It  is  seldom  necessary  to  add  daily 
more  than  two  or  three  extra  ounces  of 
milk  sugar,  nor  more  than  half  a  pint  of 
cream. 

In  place  of  any  or  all  of  the  milk  and 
barley  feedings  either  of  the  following  may 
be  substituted ;  lactacidized  milk,  pepton- 
ized milk,  milk  and  lime  water.  These 
substitutions  may  increase  the  protein  and 
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fuel  rations,  and  if  the  patient  shows  in- 
tolerance of  such  increase,  the  quantity  of 
each  feeding  may  be  cut  down  to  six 
ounces.  Advantage  is  usually  gained  by 
substituting  lactacidized  milk  for  four  of 
the  milk  and  barley  feedings.  In  suitable 
cases  milk  diluted  with  one  third  weak 
tea  or  coffee  may  be  substituted  for  one 
or  two  of  the  regular  feedings. 

The  following  articles  may  be  allowed 
occasionally  in  substitution  for  a  regular 
feeding;  oatmeal  jelly,  thin  cereal  gruels 
strained,  ice  cream,  the  predigested  cereal 
and  dried  milk  foods.  Pineapple  juice 
and  grape  juice  may  be  substituted  for  or 
given  in  addition  to  the  orange  juice. 
Claret  may  be  used  to  flavor  and  color 
the  milk  and  barley  mixture. 

2.  MODIFICATIONS  OF  THE  DIET  CALL- 
ED FOR  BY  SYMPTOMS  AND  COMPLICA- 
TIONS. 

In  cases  of  severe  anorexia,  ring  the 
changes  on  the  list  of  allowable  articles. 

If  there  is  gastric  irritability  substitute 
peptonized  milk  or  lactacidized  milk  for 
the  milk  and  barley  mixture,  or  discon- 
tinue milk  altogether  temporarily,  and  give 
barley  gruel,  or  the  predigested  cereal 
foods,  or  orangeade  or  grape  juice. 
-  If  evidences  of  imperfect  digestion  of 
milk  appear,  give  it  peptonized,  or  substi- 
tute for  it,  in  whole  or  part,  the  predi- 
gested cereals. 

If  there  is  diarrhea  stop  all  food  ex- 
cept barley  gruel  or  barley  water,  or 
greatly  diminish  the  amount  of  milk  in 
the  food. 

If  there  is  tympanities,  which  occurs 
but  rarely  in  patients  fed  according  to  the 
directions  above  laid  down,  give  only 
milk  that  has  been  lactacidized,  or  no 
milk  at  all  for  a  time,  but  barley  gruel 
and  the  predigested  cereal  foods. 

If  there  is  intestinal  hemorrhage,  give 
only  barley  gruel  or  barley  water,  with  or 


without  milk  sugar,  or  no  food  at  all  for 
a  time. 

If  there  is  perforation,  stop  all  food. 

3.   THE    DIET    IN  CONVALESCENCE. 

On  the  fifth,  sixth  or  seventh  day  after 
defervescence  according  to  the  severity  of 
the  case,  give  oatmeal  gruel,  or  thin  wheat 
cereal  porridge,  or  boiled  rice  in  place 
of  two  or  three  of  the  regular  feedings. 
The  following  day  milk  toast  or  mac- 
aroni can  be  added,  and  on  the  ninth 
or  tenth  day  a  poached  egg.  On  the 
eleventh  or  twelfth  day  meat,  in  the  form 
of  a  scraped  beef  sandwich,  may  be  given, 
and  after  that,  if  there  is  no  rise  of  tem- 
perature, steaks  and  chops,  and  bread 
and  butter.  Vegetables  and  fruits  should 
be  very  cautiously  added  during  the  fol- 
lowing month,  those  having  much  cellu- 
lose being  a\oided.  The  quantity  of 
food  taken  during  convalescence  can  be 
increased  to  satisfy  the  appetite  within 
reason,  but  the  increase  should  be  guarded 
in  the  line  of  animal  foods,  on  account  of 
the  presumably  weakened  condition  of  the 
liver  and  kidneys. 

The  writer  reported  to  this  Society  on 
Jan.  14,  1909,  a  continuous  series  of 
1  00  cases  of  typhoid  fever  treated  by  him 
in  hospitals,  which  were  given  a  diet  very 
similar  to  the  one  above  described.  That 
series  showed  a  mortality  of  1  6  per  cent, 
but  it  included  cases  which  came  into  the 
hospital  late  in  the  disease,  after  neglect 
or  in  a  moribund  condition.  After  de- 
ducting such  cases  the  mortality  of  the 
series  was  6  per  cent.  Since  making  that 
report  the  writer  has  treated  another  series 
of  157  cases  in  two  hospitals,  which  were 
fed  according  to  the  principles  above 
laid  down,  with  a  gross  mortality  of  9.5 
per  cent.,  and  a  net  mortality,  that  is,  after 
subtracting  from  the  list  of  fatal  cases 
those  which  came  into  the  hospital  in  the 
third  week  or  later  of  the  disease,  or  were 
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moribund  on  admission,  of  5.3  per  cent. 
The  combined  mortality  in  these  two 
series,  which  are  continuous,  and  add  up 
257  cases,  was  12  per  cent;  but  after 
subtracting  the  fatal  cases  which  came 
into  the  hospital  in  the  third  week  of  the 
disease  or  later,  or  were  moribund  on  ad- 
mission, and  it  is  only  fair  to  exclude  such 
cases  when  considering  the  effect  of  diet, 
it  was  5.9  per  cent.  The  mortality  of 
this  series  was  less  than  the  average  ty- 
phoid mortality  in  hospitals. 

These  statistics,  while  favorable  to  the 
diet  recommended  in  this  paper,  do  not, 
of  course,  form  a  sufficient  basis  for  posi- 
tive conclusions;  their  favorable  character 
acquires  significance  only  when  considered 
in  connection  with  the  a  priori  reasons 
which  can  be  found  for  this  diet  in  a 
critical  study  of  the  indications  and  con- 
traindications in  regard  to  diet  which  exist 
in  typhoid  fever. 

In  concluding  these  remarks  I  will  men- 
tion a  few  clinical  impressions  which  I 
have  received  as  a  result  of  my  experiences 
in  feeding  typhoid  fever  patients. 

The  regulation  of  the  diet  is  the  most 
important  thing  in  the  treatment  of  ty- 
phoid patients. 

In  general,  there  seems  to  be  more 
danger  in  overfeeding  than  in  under  feed- 
ing. 

If  the  patient  will  take  on  an  average 
50  grams  of  protein  daily,  and  food  of  a 
fuel  value  of  1  500  calories,  he  will 
not  unduly  emaciate,  unless  he  is  suffering 


from  a  severe  infection  which  so  poisons 
the  tissues  and  organs  that  the  quantity 
of  food  required  cannot  be  utilized;  in 
that  case  the  patient  will  emaciate  any- 
way. 

A  patient  may  do  very  well  on  a  much 
smaller  food  ration  than  that  above  men- 
tioned. 

Some  patients  owe  their  death  directly 
to  wrong  feeding. 

Some  patients  get  well  no  matter  how 
they  are  fed. 

In  prolonged  cases  which  are  suffering 
from  severe  anorexia  and  malnutrition,  the 
temptation  to  give  solid  food  is  great, 
but  if  given,  and  intestinal  hemorrhage  or 
perforation  promptly  follows,  the  possi- 
bility of  a  causative  relation  between  the 
giving  of  the  solid  food  and  the  accident 
must  necessarily  trouble  us. 

Patients  given  an  antiputrefactive  diet, 
viz,  one  which  contains  abundant  cereal 
and  modified  milk,  especially  lactacidized 
milk,  rarely  show  tympanities. 

Milk  is  a  most  valuable  food  in  ty' 
phoid  fever,  but  not  pure;  it  should  never 
be  given  without  proper  modification.  So 
given  it  is  our  best  and  most  convenient 
source  of  protein  and  fuel. 

No  matter  how  well  the  patient  is  do- 
ing, we  should  wait  until  five  to  seven 
days  after  defervescence  before  beginning 
to  give  solid  food.  If  we  disobey  this  rule 
to  any  large  extent  we  will,  sooner  or  later 
have  occasion  to  blame  ourselves  for  a 
relapse  or  other  complications. 


THE  LATER  CONCEPTION  OF  THE  HYGIENIC-DIETETIC 
TREATMENT  OF  PULMONARY  TUBERCULOSIS. 

By  LAWRASON  BROWN,  M.  D. 


FOOD. 

THE  problem  of  the  optimum  amount 
of  food  has  been  variously  attacked 
in     recent    years.       Many     of     you  in 


New  York  so  impress  upon  your  patients 
the  necessity  of  eating  heartily  that  when 
they  reach  us  it  has  become  a  fixed  idea. 
Some  years  ago  a  patient  came  to  me  say- 
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ing  that  he  was  taking  3  quarts  of  milk 
and  1  4  eggs  a  day  besides  his  meals.  He 
had  been  told,  he  stated,  to  increase  his 
eggs  to  20  a  day.  Had  this  patient  been 
able  to  eat  3  meals  a  day  he  would  have 
added  to  his  diet  by  this  quantity  of  milk 
and  eggs  with  a  fuel  value  of  over  2500 
calories,  an  amount  in  itself  which  many 
now  hold  is  amply  sufficient  for  a  man" 
upon  non-manual  work  and  which  about 
equals  my  diet,  as  measured,  two  years 
ago. 

This  question  has  a  very  practical  bear- 
ing and  has  received  most  attention  in 
Great  Britain  where  in  some  sanatoria 
every  bit  of  food  of  every  patient  is  said 
to  be  weighed,  a  task  which  adds  not  a 
little  to  the  burdens  of  any  staff.  In  this 
country,  King  has  done  excellent  work 
with  which  all  of  you  are  no  doubt  fa- 
miliar. The  problem  has  exerted  an  in- 
fluence in  another  way;  I  refer  to  the  eco- 
nomic side.  About  1  0  years  ago  when 
I  took  charge  of  the  Adirondack  Cottage 
Sanitarium,  some  of  the  patients  were  re- 
ceiving milk  and  eggs  and  many  were  buy- 
ing more  in  addition.  They  were  all  im- 
pressed with  the  idea  that  great  gain  in 
weight  was  a  sine-qua-non  of  recovery. 
The  question  was  one  of  considerable  im- 
portance and  I  made  a  study  of  the 
weights  in  1  200  patients.  This  indicated 
that  the  usual  weight  for  a  patient  was  1  0 
pounds  below  what  his  normal  weight  for 
his  height  and  age  should  be;  that  the 
average  patient  gained  about  this  1 0 
pounds  on  discharge ;  that  the  weight-curve 
in  tubeiculosis  followed  closely  that  in 
health,  begming  to  rise  from  a  minimum 
m  August  to  a  maximum  about  Christma?, 
fluctuating  with  a  slight  tendency  to  fall 
until  Easter  and  then  a  more  or  less  rapid 
irregular  decline  to  the  minimum  in  July. 
Of  course  all  patients  do  not  follow  this 
course  and  I,  personally,  may  reach  my 


maximum  in  April  or  May.  The  knowl- 
edge of  this  curve,  however,  may  be  a 
source  of  great  comfort  to  our  patients 
and  a  relief  to  ourselves.  After  complet- 
ing this  study  I  tried  for  several  years  to 
increase  the  quantity  of  fats  after  Christ- 
mas  by  using  cream,  but  no  very  definite 
iesults  were  noted. 

Gradually  we  have  come  to  eliminate 
all  lunches  except  a  glass  of  milk  at  bed 
time  and  to  rely  upon  an  ordinary  mixed 
diet.  Of  course  the  patient  and  not  the 
disease  must  be  treated.  One  intelligent 
woman,  after  gaining  considerably  above 
her  normal  weight,  could  not  dispense 
with  lunches  without  experiencing  that 
sense  of  fatigue  which  comes  to  most  of 
us  a  little  after  mid-morning  when  we 
are  "doing"  picture  galleries.  Those  of 
you  who  have  tried  a  bit  of  chocolate 
or  other  food  know  with  what  added  zest 
the  gallery  is  "finished".  I  am  con- 
vinced that  slight  exercise,  even  dressing, 
produces  the  same  train  of  symptoms  in 
some  weakened  patients. 

Later  on  when  the  patient  is  above  his 
normal  weight,  he  must  reduce  his  diet, 
for  I  can  find  no  physiological  reason  for, 
and  some  pathological  evidence  against, 
corpuience  in  aiding  resistance  to 
disease.  Overweight,  beyond  a  few 
pounds  may  be  a  source  of  positive  danger 
One  patient  of  mine,  from  New  York,  re- 
turned to  work  and  relapsing  for  various 
reasons  sought  health  once  more  in  Sara- 
nac  Lake.  On  his  second  visit  he  weighed 
on  arrival  1  1 5  pounds  having  lost  30 
pounds,  and  being  about  5  feet  7  inches 
in  height.  In  two  years  he  had  gained 
100  per  cent  and  weighed  230  pounds, 
but  insisted  upon  taking  large  quantities 
of  milk  and  eggs  until  his  death  from 
asphyxia,  brought  on  by  a  slight  hemo- 
ptysis he  could  not  cough  up  on  account" 
of  his  corpulency.     Consequently  I  ad- 
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^vise  patients  after  reaching  10  pounds 
above  their  normal  weight  for  age  and 
height  to  omit  milk  from  their  dietary  and 
to  foiego  all  lunches.  There  is  another 
reason  for  doing  this  that  has  always  ap- 
pealed to  me.  Tuberculosis,  as  you  are 
all  awa-.e,  usually  advances  or  retrogrades 
by  leaps  and  bounds.  Consequently  every 
patient  sooner  or  later  has  an  upset,  re- 
lapse or  set-back,  as  many  patients  prefer 
to  term  it.  During  these  acute  febrile  at- 
tacks it  is  often  well  to  limit  the  diet  until 
convalescence  is  established  and  then  force 
it  for  a  brief  period.  A  patient  who  has 
had  no  milk  in  his  dietary  responds  much 
more  quickly  when  milk  is  added  at  this 
time.  It  might  be  referred  to  as  the  ar- 
tillery which  is  called  in  to  complete  the 
jout  of  the  enemy. 

When  a  patient  is  not  doing  well,  then 
I  believe  his  dietary  should  be  more  care- 
fully supervised,  possibly  his  food  weighed 
and  the  diet  examined  to  see  if  it  is  well 
balanced  in  protein,  carbohydrates  and 
fat,  and  contains  sufficient  fuel  value. 
Overeating,  I  believe,  is  common  in  the 
treatment  of  pulmonary  tuberculosis  for 
it  is  easier  to  prescribe  more  food  than  to 
analyze  the  diet.  The  patient  gets,  as 
I  have  stated,  a  fixed  idea  about  eating 
large  quantities  of  food.  A  short  time 
ago  a  patient  whom  I  saw  at  very  infre- 
quent intervals,  came  to  me  complaining 
that  he  could  not  gain.  I  found  he  was 
overeating  and  reduced  his  diet  to  about 
one  third  with  the  result  that  in  one  week 
be  gained  nearly  three  pounds. 

At  present  I  advise  a  patient  who  is 
able  to  be  up  and  about  on  arrival  to  eat 
three  good  meals  a  day;  to  drink  a  glass 
of  milk  with  two  or  three  meals  and  to  eat 
at  breakfast  one  or  two  eggs  cooked  in 
any  way  but  tried.  I  advise  against 
lunches  of  milk  and  egg  for  these  patients 
and  find  that  the  majority  gain  one  or 


two  pounds  a  week  steadily  on  a  good 
general  diet.  Whether  right  or  wrong  1 
have  gained  an  impression  that  these  pa- 
tients do  better  than  those  who  resort  to 
forced  feeding. 

The  main  object  in  regard  to  diet  in  the 
treatment  of  pulmonary  tuberculosis  is 
to  have  the  patient  gain  the  required 
weight  on  as  little  food  as  possible  and 
once  having  reached  this  point,  to  main- 
tain his  weight  when  possible  on  a  diet 
free  from  milk  or  additional  eggs. 

For  some  time  my  working  rule  was 
"Eat  for  three;  once  for  the  germs,  once 
for  yourself  and  once  to  gain  weight  on." 
Added  experience  led  me  to  change  it 
to:  "Eat  just  enough  to  gain  or  maintain 
your  weight  on."  The  scales  are  the  true 
test  of  the  diet,  for  assimilation,  not  in- 
gestion, is  the  object.  I  am  firmly  con- 
vinced that  vast  quantities  of  milk  and 
eggs  have  been  wasted. 

THE  RESULTS  OZTAINED  IN  SANATOR- 
IA AND  WHY  THEY  ARE  NOT  BETTER. 

Two  interesting  communications  bear- 
ing upon  the  results  of  sanatorium  treat- 
ment have  recently  been  made,  one  by  the 
health  officer  of  Woolwich,  England,  the 
second  from  the  Calton  Laboratory  for 
National  Eugenics  of  the  University 
College  of  London,  Mr.  Davies 
of  Woolwich  reports  the  results 
in  the  treatment  of  50  patients  who  went 
to  a  sanatorium  and  I  90  who  did  not  go. 
Of  the  former  50  per  cent  are  alive,  of 
the  latter  1  4  per  cent.  He  considers  this 
difference  much  too  great  to  be  accounted 
for  by  selection  of  patients  and  attributes 
the  better  results  to  sanatorium  treatment. 
The  second  paper  is  from  Prof.  Pearson'^ 
laboratory  by  Elderton  and  Perry  and 
deals  with  the  effect  of  sanatorium  treat- 
ment upon  the  mortality  of  tuberculosis. 
He  compares  the  results  obtained  in  pre- 
sanatorium  days  using  the  figures  of  Pol- 
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lock  (1866)  and  Williams  (1875)  with 
those  reported  from  sanatoria,  employ- 
ing figures  of  Rumpf,  Bardswell,  and 
Brown  and  Pope.  The  results  are  very 
interesting  for  in  the  earlier  group  the 
mortality  is  only  2  or  3  times  the  expected, 
while  for  the  latter  it  ranges  from  8  to  1  6 
times  the  expected  or  in  other  words  the 
mortality  is  4  or  5  times  greater  in  sana- 
toria patients  than  in  patients  treated 
before  sanatorium  days. 

In  the  first  place,  allow  me  to  say,  that 
Pollock's  and  \\  llliam's  cases  were  ob- 
served long  before  an  exact  method  of 
diagnosis  was  known.  In  any  large  city 
there  occur  necessarily  a  large  number  ol 
patients  underfed  and  overworked  with 
bronchitis  chronica  non-tuberculosa.  Some 
figures  presented  at  the  last  meeting  of  the 
American  Sanatorium  Association  stated 
that  in  a  sanatorium  which  drew  its  pa- 
tients from  a  large  city  only  1  0  per  cent 
were  incipient  and  yet  in  only  about  50 
per  cent  could  tubercle  bacilli  be 
demonstrated  in  the  sputum.  The  patients 
were  subjected  to  fairly  vigorous  work  and 
it  was  stated  that  patients  without  temper- 
ature never  developed  it,  while  patients 
with  a  tendency  to  temperature  were  more 
likely  to  have  it.  The  conclusion  that 
naturally  suggests  itself  is  that  a  certain 
number  of  these  patients  had  chronic  non- 
tuberculous  bronchitis.  The  same  is  true 
of  Pollock's  and  of  William's  figures. 

However  this  may  be  the  ultimate  re- 
sults of  sanatorium  treatment  are  not  as 
satisfactory  as  I  should  like  to  see  them. 
In  the  first  place,  the  immediate  results 
of  any  form  of  treatment  that  is  not  ex- 
ceedingly harmful,  may  be  fairly  encour- 
aging, tor,  given  a  change  in  environment 
and  food,  the  majority  of  patients  im- 
prove for  a  time.  The  difficulty  is  to 
maintain  the  improvement  or  to  make  per- 
manent   the    arrest.     These    facts  have 


nothing  to  do  with  the  educational  value 
cr  the  sanatorium,  upon  which  I  shall  not 
enter. 

At  the  end  of  the  year  closing  October 
51st,  1910,  2878  patients  had  been  dis- 
charged from  the  Adirondack  Cottage 
Sanitarium.  During  the  year  ending  Oc- 
tober 31,  1910  all  but  206  had  been 
traced.  These  patients  have  been  dis- 
charged from  1  to  25  years.  Of  the 
total  number  53  per  cent  are  alive, 
40  per  cent  dead  and  7  per  cent  untraced. 
Out  of  1  1  60  patients  who  are  known  to 
have  died  the  exact  cause  of  death  has 
Wen  ascertained  in  900  and  only  47,  5 
per  cent  died  from  causes  other  than  tu- 
berculosis. This  would  suggest  that  it  is 
necessary  to  trace  every  patient  until  dead 
to  say  that  he  did  not  die  of  tuberculosis. 

Many  sanatoria  until  recently  have 
had  to  prove  that  tuberculosis  was  curable, 
and  to  do  so,  had  to  show  it  by  producing 
t  :e  figures  on  discharge.  This  led  to  two 
faulty  methods  of  procedure,  first  an  en- 
deavor to  produce  as  large  a  gain  of 
weight  as  possible  and  second,  to  arrest, 
even  when  only  temporarily,  as  large  a 
number  of  patients  in  as  short  a  time  as 
possible.  This  suggests  another  problem 
which  may  be  discussed  at  the  same  time, 
i.  e.,  shall  the  sanatorium  hold  as  its  ulti- 
mate aim,  education  or  cure.  The  first 
it  can  accomplish  in  three  months,  the 
second  it  can  only  begin  in  six  months.  I 
have  already  pointed  out  how  I  look  upon 
overweight  and  I  would  suggest  that  the 
sanatoria  omit  such  a  fallacious  and 
misleading  result  from  their  records  or 
else  set  little  stoie  by  it.  Strength  not 
weight  is  the  goal  to  be  attained. 

Some  years  ago  I  opposed  Dr.  Bow- 
ditch  of  Boston  who  held  that  "cured", 
even  when  modified  by  "apparently" 
should  not  be  used.  Today  I  have  come 
to  fear  the  word  "cure"  for  in  it  lurks 
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license,  liberty,  false  assurance,  relapse 
and  often  ultimate  death.  I  seldom  use 
it  but  say  to  a  patient  if  you  remain  a? 
you  are  now  for  at  least  two  years  you 
will  be  well  but  you  will  never  be  the 
man  you  once  were.  Human  nature  is 
fundamentally  alike  and  whether  a  man 
is  told  he  has  been  graduated  from  col- 
lege, from  the  medical  school,  whether  he 
is  informed  he  has  made  the  hospital  he 
most  wishes  or  whether  he  has  imparted 
to  him  that  he  is  "apparently  cured",  the 
natural  tendency  is  to  relax  for  a  time  at 
least.  It  is  of  little  moment  for  him  at 
any  time  but  the  last  when  he  may  speedi- 
ly realize  what  a  large  part  the  "ap- 
parently" plays.  In  other  words  be  frank 
with  the  patient,  state  facts  plainly  but  do 
not  exaggerate.  Tell  him  40  per  cent  or 
all  discharged  patients  have  died  from  tu 
berculosis  and  the  impression  is  a  lasting 
one. 

The  saddest  part  of  the  struggle  for 
good  records,  however,  lies  in  the  fact 
that  to  improve  such  records  a  large  num- 
ber of  patients  ar  left  at  rest.  They 
reave  as  monstrous  masses  of  fat,  short 
winded,  easily  fatigued,  without  resist- 
ance; this  is  a  ruinous  policy  both  for 
sanatorium  and  patient.  The  patient  goes 
home  the  picture  of  rosy  health  but  unable 
to  walk  a  mile  on  account  of  a  flabby 
heart.  He  attempts  work  finds  he  cannot 
do  it  or  only  for  a  short  time,  a  fact 
which  discourages  both  patient  and  em- 
ployer. Again  he  may  attempt  what 
seems  a  reasonable  mount  of  work  and 
quickly  relapses.  Where  are  the  records 
and  what  has  been  accomplished? 

Much  has  been  written  on  after  care  of 
sanatorium  patients,  and  unfortunately  a 
large  percentage  need  it,  for  a  residence  of 
6  mont-s  is  a  short  time  to  arrest  an  ac- 


tive case  and  to  retrain  a  set  of  intoxicated 
muscles.  So  your  dispensaries,  your 
classes,  your  visiting  nurses  will  all  have 
to  aid  these  patients  and  some  no  doubt 
will  be  held  up  as  failures  of  the  sana- 
torium treatment  and  shining  examples  of 
the  results  of  the  good  work  the  class 
system  can  accomplish.  I  am  heartily  in 
favor  of  all  of  these  agencies,  but,  do  not 
hold  up  against  the  sanatorium  results  that 
could  not  be  attained  in  the  ordinary  six 
months  residence.  The  more  I  see  of  tu- 
berculosis the  more  convinced  I  become 
that  tuberculosis  is  not  permanently  ar- 
rested in  less  than  4  or  5  years,  the  greater 
part  of  which  time  may  be  spent  at  work. 

There  is,  however,  another  class  of 
patients  who  have  had  their  disease  ar- 
rested, who  have  been  able  to  train  their 
muscles,  who  return  to  work  with  con- 
fidence born  of  repeated  trial.  These  pa- 
tients have  what  was  until  recently  thought 
to  be  impossible  in  the  sanatorium,  i.  e., 
regular  muscular  exercise  adapted  to  fi: 
them  for  their  future  work.  These  pa- 
tients form  the  finished  product,  "made 
in  the  sanatorium",  and  we  hope  year  by 
year  to  return  this  product  to  you  in  larger 
and  ever  increasing  amount. 

Everyone  today  knows  that  the  treat- 
ment of  pulmonary  tuberculosis  is  good 
food,  fresh  air,  and  regulated  rest  and 
exercise.  It  is  as  true  today  as  it  was 
25  years  ago  but  many  changes,  many  ad- 
vances have  been  made  in  its  application. 
I  want  to  speak  to-night  upon  some  of  the 
more  recent  modifications  of  this  formula 
of  treatment  but  would  like  first  to  call 
your  attention  to  the  fact  that  anyone  who 
departs  radically  from  it  must  do  so  only 
after  careful  consideration  and  with  the 
knowledge  that  he  lays  himself  open  to^ 
criticism. 
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IT  seems  quite  remarkable,  when  one  re- 
views the  tuberculous  cases  that  have 
come  under  his  observation  in  the  course 
of  several  years,  that  we  should  delay  re- 
cognition of  the  disease  until  some  well 
marked  process  has  taken  place  in  the 
lung  or  some  other  vital  organ.  Many  of  us 
watch  cases  daily  that  we  mistrust  are 
tuberculous  that  in  a  few  months,  or  two 
years  reveal  the  pathognomonic  sign  of 
tuberculosis.  Should  we  not  recognize  the 
condition  before  the  tissues  disintegrate 
and  liberate  the  specific  organism?  With 
children  it  is  a  well  known  fact  that  it  is 
with  difficulty  that  the  tubercle  bacillus 
is  found,  and  those  working  largely  in 
pediatrics  must  necessarily  depend  for  a 
diagnosis  upon  other  symptoms  and  phy- 
sical signs. 

The  earliest  possible  period  that  we 
can  recognize  a  tuberculous  infection  is 
attracting  world  "wide  attention  and  it  is 
only  of  late  that  we  see  creeping  into 
literature  data  which  disclose  the  ,fact  that 
there  is  an  early  stage  of  the  tuberculous 
infection  which  can  be  recognized,  and  it 
is  this  stage  that  nature  takes  advantage 
of  oftentimes  unknown  to  both  patient  and 
physician,  and  produces  a  cure.  This 
fact  is  exemplified  at  the  autopsy  table 
by  the  number  of  purely  anatomical  tu- 
berculous lesions.  Clinicians  have  long 
since  observed  that  the  earlier  the  disease 
is  discovered  the  better  the  prognosis. 

Tuberculosis  may  invade  practically 
any  tissue  in  the  body,  but  in  a  limited 
discussion  we  must  necessarily  restrict 
ourselves  to  certain  structures.  I  have  limit- 
ed myself  to  the  early  pulmonary  lesion 
and  the  lymphatic  avenues  which  are  often 


diseased  between  the  portal  of  entre  and 
the  pulmonary  tissue.  The  lung  tissue  is 
by  far  the  most  fertile  soil  for  the  growth 
of  the  tubercle  bacillus  and  is  most  fre- 
quently involved.  The  incubation  period 
is  apt  to  be  long  when  the  tubercle  bacillus 
traverses  first  the  lymphatics  before  in- 
vading the  lung;  this  condition  is  often 
seen  in  children.  The  incubation  period 
is  short  when  the  specific  organism  attacks 
the  vital  organ  directly  as  by  inhalation 
into  the  alveoli  or  by  the  blood  streams. 
It  may  take  but  a  few  weeks  for  this  pro- 
cess to  cause  death  and  yet  the  body  may 
resist  the  toxaemia  a  lifetime  and  the 
patient  die  of  some  other  intercurrent  dis- 
ease. One  of  the  most  essential  factors 
connected  with  the  consideration  of  this 
subject  is  the  familiarity  with  the  portals 
of  entre  and  the  avenues  these  organisms 
follow  in  order  to  gain  access  to  the  lung 
tissue. 

We  are  indebted  largely  to  the  scien- 
tific worker  in  the  laboratory  for  discov- 
ering the  fact  that  the  lymph  channels  and 
lymphoid  tissue  have  more  to  do  with  the 
distribution  of  the  tubercle  bacillus  than 
the  blood  vessels;  however  the  latter  are 
probably  accountable  for  the  wide  spread 
of  milliary  infections. 

At  present  we  can  make  this  statement 
that  in  the  majority  of  cases,  tuberculosis 
is  contracted  by  means  of  absorption 
through  mucous  surfaces,  a  few  through 
the  skin,  whence  they  invade  the  lym- 
phatics and  are  carried  to  the  lymphoid 
tissue,  and  when  resistance  fails,  the  in- 
fection extends  to  other  tissues.  Others 
contract  the  disease  by  direct  inhalation 
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of  the  bacilli  into  the  pulmonary  alveoli, 
and  a  few  cases  directly  from  the  placenta 
to  child.  It  is  still  a  much  discussed 
question  whether  or  not  in  a  large  number 
of  adults,  they  did  not  contract  the  disease 
as  children  and  carry  it  about  in  their 
lymphatic  system  until  such  time  that  the 
neutral  balance  between  the  production  of 
toxin  by  the  bacilli  on  the  one  hand,  and 
the  antibodies  produced  in  the  blood, 
on  the  other,  was  lost  in  favor  of  the 
bacilli.  When  the  body  resistence  is  low- 
ered from  any  cause  as  overwork,  mental 
worry,  or  from  infectious  diseases,  es- 
pecially influenza,  typhoid  or  pneumococ- 
cic  pneumonia,  then  the  tuberculous  in- 
fection, which  was  heretofore  held  in 
abeyance,  extends  itself  either  by  con- 
tiguity, lymphatics,  or  blood  to  the  pul- 
monary tissue  or  other  vital  structures  and 
a  well  developed  case  of  tuberculosis  pre- 
sents itself.  Favoring  this  belief  at  au- 
topsy it  is  a  common  occurrence  to  find 
the  bronchial  lymph  nodes  at  the  hilum 
of  the  lung  in  a  more  advanced  stage  of 
the  disease,  manifested  by  a  fibrous  o* 
calcarious  degeneration,  than  in  the  lun? 
which  caused  death. 

Regarding  the  portals  of  entre  by  the 
mucous  surfaces,  this  includes  the  entire 
tract  from  the  mouth  to  the  rectum. 
The  oral  cavity  drains  into  the  cervical, 
thence  to  the  supraclavicular  glands  and 
at  last  reaches  the  apical  portions  of  the 
lung.  The  tracheo-oesophageal  lym- 
phatics lead  to  the  tracheo-  bronchial 
glands  at  the  hilum  of  t*ne  lung.  From 
the  intestinal  tract  below  the  stomach  we 
get  an  invasion  into  the  lymphatics  of  the 
mesentery;  when  this  barrier  is  overcome 
they  are  apt  to  be  carried  by  the 
thoracic  duct  into  the  venous  circulation 
of  the  lung,  or  in  fact,  to  any  part  of  the 
body  if  not  stopped  in  the  capillaries  of 
the  lung. 


It  is  of  much  interest  to  know  that  lab- 
oratory experiments  show  that  the  bacilli 
may  gain  access  through  a  mucous  surface 
that,  to  all  appearances,  is  normal;  how- 
ever, abrasions  or  ulcerations  greatly  fa- 
cilitate their  entry. 

The  source  of  infection  by  direct  in- 
halation to  pulmonary  alveoli  was  once 
thought  to  be  the  most  frequent,  but  when 
one  analyzes  the  numerous  natural  barriers 
along  the  upper  respiratory  tract,  it  is  only 
when  a  large  number  of  organisms  are 
inhaled  that  this  avenue  does  not  protect 
the  patient. 

This  disease  requires  a  most  careful 
history.  It  has  been  my  observation  that 
most  cases  show  in  the  history,  when 
carefully  and  tactfully  taken,  data  sug- 
gestive of  the  tuberculous.  It  is  not  an 
easy  task  to  get  a  complete,  comprehensive 
history.  Many  times  it  is  the  fault  of 
the  patient,  but  here  the  physician  may 
show  his  skill  in  being  able  to  obtain  im- 
portant data  that  otherwise  would  not  be 
obtained. 

History  Taking. — There  is  little 
benefit  gained  by  inquiry,  as  a  rule,  into 
grandparent  history  unless  a  history  of 
tuberculosis  occurs  in  the  parents.  The 
maternal  parent  history  should  be  scruti- 
nized for  evidence  of  tuberculosis  more 
than  the  paternal,  for  it  is  a  well  known 
fact  that  the  maternal  parent  transmits  a 
lowered  immunity  to  the  offspring  much 
more  readily  than  the  paternal.  The 
health  of  all  near  relatives,  especially 
brothers  and  sisters,  should  be  inquired 
into. 

The  early  life  of  the  patient  requires 
carefully  detailed  questioning  upon  all 
points  which  lead  to  a  clue.  The  nation- 
ality is  somewhat  important,  the  Swedes 
showing  a  decided  susceptibility  after 
coming  to  this  country;  but  this  is  true, 
more  or  less,  of  all  foreigners.  Inquiry 
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as  to  whether  strong  and  robust  as  a  child, 
or  sickly  and  unable  to  play  with  other 
children  on  account  of  lowered  vitality; 
how  they  convalesced  from  the  usual  di- 
seases of  childhood,  especially  whooping 
cough  and  measles;  whether  they  had 
pneumonia  or  pleurisy  as  a  child  should 
be  made.  History  of  swollen  or  discharg- 
ing lymphatic  glands  is  very  important. 
Inquiry  should  be  made  as  to  occupation, 
whether  indoor  or  out  door,  sedentary  or 
active;  if  the  persons  about  him  have  a 
cough  or  are  tuberculous.  Tuberculosis 
especially  spreads  in  adults  by  association 
of  the  tuberculous  and  non-tuberculous  in 
their  living  quarters.  Whether  or  not  they 
have  been  living  on  limited  food  supplies 
or  food  of  poor  quality.  These  facts  all 
add  or  take  away  from  a  positive  diag- 
nosis at  the  close  of  our  examination.  The 
habits  of  smoking,  especially  inhaling 
cigarettes,  also  the  use  of  alcohol,  coffee 
and  tea  freely  must  be  ascertained.  The 
free  use  of  any  one  of  these  lowers  the 
tonicity  of  the  entire  body  and  hence  is 
a  predisposing  factor.  A  history  oF 
pleurisy,  either  dry  or  with  effusion,  is  of 
utmost  importance  as  it  is  the  experience 
o!  many  that  about  eighty  per  cent  of 
all  cases  terminate  sooner  or  later  in  tu- 
berculosis. Fistula  in  ano  is  very  signifi- 
cant of  the  existence  of  tuberculosis.  Re- 
peated attacks  of  bronchitis  during  the 
winter  months  without  apparent  reasons; 
this  catarrhal  condition  of  the  bronichial 
glands  is  probably  due  to  a  lowered  toni- 
city, brought  about  in  many  instances  by 
a  tuberculous  infection  of  the  peribron- 
chial lymyph  glands.  Persistent  coughs, 
lasting  for  several  weeks  or  into  the  spring 
or  summer  and,  especially  if  associated 
with  loss  of  weight  and  night  sweats,  are 
indicative. 

Patients,  as  regards  their  present  con- 
dition, should  be  questioned  especially  as 


to  the  symptoms  that  constitute  a  tuber- 
culous toxemia.  They  usually  present  one 
or  more  of  the  following: 

Loss  of  muscular  force.  This  is  apt 
to  be  general,  but  when  any  one  group  is 
affected,  this  helps  to  localize  the  lesion. 
Palpitation;  this  is  only  a  part  of  the  loss 
of  the  muscular  tonus,  which  applies  to 
the  vascular  apparatus.  It  manifests  it- 
self especially  on  exertion  and  without 
apparent  cause.  Loss  of  weight;  this 
is  quite  constant;  in  early  cases  it  may 
be  anywhere  from  five,  ten,  or  fifteen  lbs. 
below  their  usual  weght.  Stiff  and  painful 
muscles  or  joints  are  frequent  complaints 
and  must  not  be  mistaken  for  rheumatic 
manifestations.  Chilly  sensations,  rarely  a 
decided  chill,  are  common  during  the  morn- 
ing hours,  with  sensations  of  heat  referred 
to  various  parts  of  the  body  in  the  after- 
noon. Increasing  pallor  of  the  skin, 
usually  noticed  in  the  morning  and  re- 
placed by  a  slight  flush  in  the  evening. 
Loss  of  appetite;  this  is  due  to  early 
disturbance  of  the  gastro-intestinal  tract. 
Night  sweats  and  disturbed  sleep;  these 
occur  frequently  and  are  indicative  of  a 
loss  of  general  tone;  however,  some  be- 
lieve that  the  toxins  have  a  stimulating 
effect  upon  the  glandular  elements.  Dys- 
pnoea ;  this  may  only  come  after  ex- 
ercise, or  it  may  make  its  appearance 
while  the  patient  is  quiet,  from  no  ap- 
parent cause.  Anaemia  at  time  of  pub- 
erty with  irregular  menstruation  or  amen- 
orrhoea  is  very  suggestive.  Hoarseness 
due  to  congestion  about  the  vocal  cords 
is  common.  Neurasthenic  symptoms  and 
thoracic  pain  are  frequent.  These  are 
usually  near  the  seat  of  the  trouble  and 
are  probably  due  to  the  effect  of  the  tox- 
ins upon  the  tissues.  Cough  should  be  an- 
alyzed carefully,  ascertaining  the  exact 
duration,  the  character,  as  dry,  hacking 
01  spasmodic.    Also  as  to  any  expector- 
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ation;  when  present,  its  character, 
whether  blood  stained  or  not. 

The  general  physical  signs  of  a  tuber- 
culous toxemia  are  as  follows: 

Temperature. — This  in  most  cases  if 
taken  every  two  hours  throughout  the  day 
for  several  days  will  be  found  to  be  quite 
constantly  irregular.  Subnormal  tempera- 
ture in  the  morning  hours,  and  rising  to 
a  degree  or  so  above  normal  in  the  after- 
noon, is  common. 

Frequent  pulse. — This  is  apt  to  be  ir- 
regular and  more  frequent  in  the  morn- 
ing, gaining  tone  as  the  temperature  rises. 
Arrythmia  is  present  many  times  when 
patient  is  muscularly  active.  Hypotension 
is  almost  always  present  unless  there  are 
complications  to  increase  the  pressure. 

Lymphatic  structures, — Many  cases 
present  a  general  lymphatic  glandular  en- 
largement, however  this  depends  some- 
what on  the  portal  of  entre.  Early  cases 
showing  enlargement  of  glands  in  the  va- 
cinity  of  entrance. 

General  inspection,  reveals  a  patient 
having  the  degenerative  stigmata  of  the 
tuberculous;  some  of  these  stigmata  are 
hereditary,  others  are  acquired.  On  the 
contrary  we  may  find  a  subject  of  an 
athletic  bui'd  to  be  a  victim  of  the  disease. 

The  Hair, — This  is  apt  to  show  a  ten- 
dency to  overgrowth,  frequently  of  a  silky 
character,  other  times  dry  and  coarse  as 
evidence  of  malnutrition.  In  children  we 
frequently  find  a  fine  hairy  growth  about 
face  and  across  the  shoulders  and  back 
that  is  abnormal.  Blondes  are  said  to  be 
more  prone  to  the  disease  than  brunettes. 

The  Skin,  usually  is  dry,  clear  and  free 
from  eruptions.  The  sweat  glands,  es- 
pecially in  the  axilla,  are  easily  stimulated 
to  activity  by  slight  exertion.  Derma- 
graphy  due  to  intestinal  auto-intoxication 
is  often  manifest.  Abnormal  pigmenta- 
tion of  the  skin  is  seen  in  a  few  cases. 


The  nails  show  a  tendency  to  elongate 
and  curve  slightly  over  the  tip  of  the 
finger. 

The  Eyes, — These  are  trifle  more 
prominent  in  many  cases.  This  is  ex- 
plained by  some  to  be  the  effect  of  tu- 
berculous toxins  on  the  thyroid  gland, 
producing  a  hyperthyroidism.  The  pupils 
are  frequently  dilated,  sometimes  one 
more  than  the  other,  this  latter  condition 
is  due  probably  to  the  stimulation  of  the 
reflex  arc  of  the  cervical  sympathetic 
from  pressure  of  enlarged  glands  on  the 
same  side. 

Oral  cavity, — The  tongue  is  usually 
coated  giving  evidence  of  a  mild  gastro- 
intestinal disturbance.  Mucous  membranes 
show  slight  pallor,  likewise  the  pillars  of 
the  fauces  and  larynx. 

Stomach  and  intestines, — These  give 
us  but  few  physical  signs  to  account  for 
the  symptoms  complained  of,  unless  we 
have  an  intestinal  lesion.  The  findings  are 
usually  those  of  a  relaxed  tonicity  of  the 
muscular  coat,  hence  fermentative  con- 
ditions are  the  most  frequent. 

The  liver  and  spleen  show  little  change 
unless  there  are  some  other  complicating 
diseases. 

The  heart  rarely  hypertrophies  with 
this  toxemia,  probably  because  there  is 
almost  a  universal  tendency  to  a  hypoten- 
sion of  the  arteries,  unless  we  have  an 
associated  arteriosclerosis. 

After  determining  whether  or  not  there 
is  a  tuberculous  toxemia  by  the  general 
symptoms  and  physical  signs,  the  examiner 
must  turn  his  attention  to  the  local  symp- 
toms and  physical  signs  in  order  to  locate 
the  focal  lesion  which  is  causing  the  tox- 
emia. Ever  keeping  in  mind  that  this 
focal  lesion,  may,  1  owever,  be  in  some 
distant  part  of  the  body  rather  than  in  the 
lymphoid  tissue  or  lung. 

The  lymphatics  most  frequently  in- 
volved early,  are  in  children  under  twelve 


THE  DIAGNOSIS  OF  PULMONARY  TUBERCULOSIS. 


55 


years  of  age,  and  include  the  cervical, 
supra  clavicular,  axillary,  tracheo-bron- 
cheal  mediastinal  and  mesenteric  lymph 
glands.  They  soon  become  swollen,  ten- 
der, frequently  coalesce,  and  if  the  con- 
dition is  active,  a  tendency  to  necrosis. 
The  recognition  of  the  enlarged  broncheal 
glands  was  somewhat  obscure  until  the 
X-ray  was  employed.  These  X-ray 
plates  practically  determine  definitely  an 
enlargement  or  not.  The  physical  signs 
of  value  are  dullness  on  either  side  of  the 
vertebral  column  in  the  interscapular  re- 
gion and  vertebral  bronchophony.  Micro- 
scopic examination  of  any  gland  tissue 
that  can  be  removed  is  of  greatest  diag- 
nostic value. 

The  lungs  rarely  escape  infection  al- 
though the  physical  signs  may  be  indefinite. 
The  apices  are  the  points  of  election  hi 
the  adult  while  in  children  the  tissue  about 
the  hilum  of  the  lung  or  a  disseminated 
lesion  is  most  frequent.  The  most  con- 
stant local  symptoms  are  a  dry,  hacking 
cough,  associated  with  thoracic  pain  and 
a  sense  of  oppression  in  the  upper  chest. 

The  local  physical  signs.  It  is  neces- 
sary to  have  the  clothing  entirely  removed 
from  the  chest.  This  gives  the  ^patient  a 
chance  to  expand  the  lungs  freely  and 
also  excludes  any  sounds  that  may  be 
prcduced  by  the  clothing  during  auscul- 
tation. 

Inspection  of  the  chest. — Notes  should 
be  made  as  to  the  shape,  whether  phthisi- 
cal or  otherwise.  Any  asymetry  of  the 
clavicles,  shoulders,  scapulae,  regional 
areas  or  in  expansion  should  be  carefully 
recorded.  Muscular  atrophy  of  t^e  pec- 
toral muscles  or  dilated  veins  on  one  side 
or  the  otT,er  give  us  a  clue  to  the  focal 
lesion.  A  difference  in  the  expansion  of 
the  two  sides  both  during  quiet  and  some- 
what forced  inspiration  should  be  noted, 
These    symetrical   conditions   should  be 


corroborated  if  possible  by  actual  meas- 
urements. 

Palpitation. — This  reveals  any  local 
muscular  tenderness  and  confirms  some  of 
the  data  gained  at  inspection.  The  trans- 
mitted voice  is  little  changed,  unless  there 
is  considerable  infiltration  in  the  paren- 
chyma of  the  lung  or  a  thickened  pleura. 

Percussion. — Light  percussion  is  al- 
most essential  in  order  to  detect  slight 
changes  of  the  early  lesions.  Impaired 
resonance  is  the  first  change  noted,  this 
occurs  early  in  the  supra-cla"  icular  region 
together  with  a  diminished  total  resonant 
area.  The  percussion  noted  should  be 
observed  during  quiet  respiration  and  com- 
pared with  the  note  on  full  inspiration, 
this  procedure  gives  us  a  clue  as  to  the 
amount  of  air  that  enters  the  apical  lung 
tissue. 

Auscultation. — It  is  hardly  necessary 
to  state  that  the  whole  chest  should  be  aus- 
cultated as  carefully  as  the  apices  but 
frequently  this  is  not  done  by  the  examin- 
ing physician  and  a  circumscribed  focal 
lesion  at  the  base  or  about  the  borders  of 
the  lobes  are  overlooked.  The  whispered 
voice  should  be  noted  as  to  any  deviation 
from  the  normal.  This  shows  an  earlier 
and  smaller  zone  of  infiltration  than  the 
spoken  voice.  The  spoken  voice  should 
be  tried  at  the  distant  end  of  each  clavicle 
and  note  made  as  to  any  difference.  The 
character  of  t^e  respiratory  murmur 
suould  be  studied  as  to  any  change  from 
the  normal  "beezy  type"  to  either  a  fine 
granular,  wavy,  or  cogwheel  variety.  If 
tue  respiratory  murmur  is  feeble  or  not. 
Any  of  these  changes  suggest  an  infiltrat- 
ing process.  The  intensity,  pitch  and 
duration  of  inspiration  and  especially  ex- 
piration need  careful  consideration.  The 
earliest  change  from  their  normal  rela- 
tion is  a  prolonged  and  higher  pitch  of 
the  expiration  than  is  found  in  the  chest, 
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normally  at  that  area.  The  crepitant 
rale,  when  present,  gives  to  the  clinician 
the  key-note  to  the  situation.  This  is 
rarely  present,  on  quiet  breathing  in  early 
cases,  but  is  heard  at  the  end  of  the  in- 
spiratory murmur  after  a  short,  quick 
cough,  followed  by  a  quick  inspiration. 
Other  adventitious  sounds  usually  mean 
either  a  catarrhal  bronchitis  or  advanced 
pulmonary  infiltration.  The  usual  text 
book  physical  signs  of  consolidation  are 
rarely  present  unless  we  are  dealing  with 
an  advanced  case  of  pulmonary  tubercu- 
losis. 

The  Laboratory  and  Clinical  Tests. 

The  Sputum, — This  should  be  examin- 
ed in  every  case  for  the  tubercle  bacillus. 
If  negative,  then  the  postpharyngeal  se- 
cretions, provoked  by  coughing  should  be 
likewise  examined  and  often  the  bacilli 
are  found  when  least  expected.  If  still 
negative,  the  material  may  be  treated  with 
anti  formin,  this  lends  to  liberate  the  ba- 
cilli and  many  times  they  are  found  when 
otherwise  they  would  be  overlooked.  If 
again  negative,  the  material  may  be 
inoculated  into  a  guinea  pig  and  this  be 
the  means  of  recovering  the  specific  or- 
ganism. 

It  might  not  be  out  of  order  just  now, 
to  speak  of  the  non  acid  fast  tubercle  ba- 
cillus. Much  and  others  have  studied 
tuberculous  material  where  the  usual  acid 
fast  tubercle  bacillus  was  not  to  be  found 
by  the  routine  carbo-fuchin  stain.  He 
found  that  in  material  obtained  from  tu- 
berculous abscesses,  where  it  is  rare  to 
find  the  acid  fast  tubercle  bacillus,  that 
when  the  material  was  placed  in  a  guinea 
pig  an  acid  fast  tubercle  bacillus  was 
recovered.  This  experience  led  him  to 
believe  that  the  reason  for  not  finding  the 
ac;d  fast  bacillus  in  the  pus  was  because 
it  had  lost  its  acid  fast  quality.  He 
then  stained  the  pus  with  Gram's  analin 


oil  gentian  violet  for  36  to  48  hours  and 
found  a  bacillus  morphologically  the  same 
as  the  acid  fast  bacillus  but  would  not 
take  the  acid  carbo  fuchin.  Much  experi 
mented  on  guinea  pigs  and  calves  and 
found  that  he  could  change  either  the 
acid  fast  into  a  non  acid  fast  or  visa  versa 
without  altering  the  virulence. 

The  Blood, — Seldom  are  we  able  to 
obtain  the  tubercle  bacillus  in  the  circulat- 
ing blood  but  it  undoubtedly  does  occur 
for  in  no  other  way  can  we  explain  the 
spread  of  the  infection  at  times.  The 
haemoglobin  is  more  apt  to  be  high  than 
low.  The  cellular  changes  if  any,  are 
an  increase  in  small  lymphocytes  and  a 
tendency  to  a  leucocytosis  without  change 
in  the  relative  number  of  polymorphonu- 
clear neutrophiles  after  the  infection  be- 
comes mixed  with'  other  pus  producing 
bacteria. 

The  Cutaneous  tuberculin  lest  of  Von 
Pirquet, — This  reaction  is,  in  my  ex- 
perience, the  most  practicable  and  reliable 
of  the  skin  tests.  In  children  under 
twelve  years  of  age,  a  positive  reaction 
is  quite  an  evidence  of  a  tuberculous  in- 
fection; likewise,  a  negative  reaction  is 
fair  evidence  of  a  non  tuberculous  sub- 
ject. In  adults  the  positive  reaction  is 
evidence  that  the  patient  either  has  had  a 
tuberculous  focus  at  some  early  date,  or 
has  an  active  process  at  the  time  of  vac- 
cination. A  negative  reaction  in  adults  is 
strong  evidence  against  tuberculosis. 

The  injection  of  Koch's  old  tuberculin 
into  the  subcutaneous  tissues.  This  is  to 
my  mind  "the  court  of  last  resort"  and 
is  only  warranted  in  a  limited  number  of 
cases.  It  is  not  entirely  free  from  danger, 
for  the  dose  must  be  large  enough  in  ord^r 
to  gain  a  reaction,  to  excite  the  focal  pro- 
cess to  increased  activity  and  just  how 
much  this  is  excited  is  an  unknown  factor. 
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JANUARY,  1912. 

THE  PURSUIT  OF  DOCTOR 
WILEY. 

SOME  person  or  persons,  either  for 
individual  spite  or  commercial  gain 
are  still  intent  upon  the  down- 
fall of  Harvey  W.  Wiley  of  the  Agri- 
cultural Department  at  Washington. 
Doctoi  \\  iley  himsell  believes  that  the 
systematic  attacks  are  engineered  by  some 
of  the  chemical  companies  whose  incomes 
have  been  materially  affected  by  his 
thorough  investigations.  Judging  from 
the  articles  which  have  come  to  the  notice 
of  the  writer,  the  patent-medicine  firms 
which  have  been  curtailed  by  his  investi- 
gations are  also  active  in  the  campagin, 
but  as  yet  this  has  not  been  proven. 

Various  pamphlets  are  being  sent  out 
from  time  to  time  purporting  to  reflect 
the  Editorial  opinions  of  a  number  of 
trade  journals,  but  upon  investigation 
they  are  found  to  be  simply  reprints  from 
imaginary  sources. 

All  that  is  necessary  to  say  concerning 
these  circulars  is  that  they  are  so  poorly 
contrived  and  so  maliciously  unfair  that 
no  one  could  possibly  be  influenced  by 
them. 

The  country  at  large  is  so  overwhelm- 
ingly in  sympathy  with  the  work  of  Dr. 
Wiley,  and  the  tangible  benefits  received 


have  been  so  plainly  evident,  that  these 
amateurish  attempts  to  belittle  him,  have 
been  received  with  befitting  scorn. 

The  following  letter  from  Dr.  Harvey 
W.  Wiley  will  be  of  interest  to  the 
readers  of  the  Long  Island  Medical 
Journal. 

December  18,  1911. 

Dear  Dr.  Pilcher: 

I  have  your  letter  of  the  nth  instant. 
I  have  been  trying  to  find  out,  through 
the  Postoffice  Department,  who  is  print- 
ing and  mailing  the  attacks  against  me 
made  by  certain  trade  journals  whose 
sole  interest  is  in  the  promotion  ot  food 
adulteration  and  patent  medicines.  The 
only  positive  identification  so  far  has  been 
ot  one  H.  L.  Harris,  who  is  the  publicity 
agent  of  the  Pacific  Coast  Borax  Com- 
pany, whose  address  is  given  as  100  Wil- 
liam Street.  Xew  York.  He  has  been 
pretty  well  identified  as  the  promoter  of 
the  so-called  ''American  Advertisers'  As- 
sociation." Many  thousands  ot  circulars 
have  been  sent  out  reprinting  these  ar- 
ticles and  distributing  them  through  the 
mails,  and  of  course  somebody  has  been 
furnishing  the  money.  Naturally  my  sus- 
picions would  attach  to  certain  of  those 
industries  that  have  been  apparently  most 
interested  in  the  overthrow  of  the  posi- 
tion which  I  have  taken  in  regard  to  their 
products.  The  users  of  preservatives  in 
'foods  of  course  would  be  benefitted  by 
anything  that  would  discredit  me.  The 
Corn  Products  Company  has  been  my 
persistent  and  determined  enemy  from 
the  start.  The  makers  and  venders  of  so- 
called  patent  or  proprietary  medicines  are 
naturally  interested  in  my  down-fall. 
Whether  or  not  these  organizations  as 
such,  or  whether  their  members  as  in- 
dividuals, have  contributed  to  this  fund 
I  am  unable  to  say.  If  I  should  hear 
anything  in  the  near  future  in  regard  to 
identifying  those  who  are  printing  and 
mailing  these  articles  I  shall  be  glad  to 
let  you  know.  I  hardly  need  assure  you 
that  the  circulation  oi  this  material  does 
not  disturb  me  in  the  least.  The  newest 
dodge  and  one  which  seems  to  have  been 
worked  very  extensively  is  that  the 
American  Food  Journal,  which  is  the  pro- 
tagonist of  all  that  is  unholy,  has  sent 
to  every  scientific  man  in  Washington  I 
think,  and  I  suppose  to  prominent  men 
throughout  the  country,  a  subscription 
blank  for  the  American  Food  Jouranl. 
stating  that  the  Household  Science  Serv- 
ice League  has  subscribed  for  one  year 
for  the  journal,  to  be  delivered  to  the 
party  to  whom  the  blank  is  sent,  and  a 
sample  copy  oi  the  publication  accom- 
panies the  letter.  All  the  man  has  to  do 
is   to  write  on  the  blank   accepting  the 
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gift  of  the  subscription.  I  am  glad  you 
are  interested  in  the  matter  and  hope  I 
shall  have  an  opportunity  to  read  your 
comment  thereon. 

Sincerely, 
H.  W.  Wiley. 

On  January  22  the  committee  of  the 
House  of  Representatives  which  conduct- 
ed an  investigation  last  August  into  the 
charges  upon  which  President  Taft  was 
asked  to  dismiss  the  nation's  chief  chem- 
ist, handed  in  its  report  absolving  Doctor 
Wiley  from  criticism  for  the  employment 
of  Dr  H.  H.  Rusby  of  New  York  as 
a  government  expert  at  a  technical  rate 
of  twenty  dollars  per  day. 

An  extract  from  the  report  of  the  com- 
mittee is  as  follows: 

"We  find  from  the  evidence  that  the 
charges  of  conspiracy  have  not  been  es- 
tablished," says  the  committee  report, 
"but  on  the  contrary,  that  the  accused  of- 
ficials were  actuated  throughout  solely 
by  a  desire  to  procure  for  the  Bureau  of 
Chemistry  an  efficient  assistant  in  the 
person  of  Dr.  H.  H.  Rusby,  under  terms 
and  conditions  which  these  officials  be- 
lieved to  be  in  entire  accord  with  the  law, 
regulations  and  practice  of  the  Depart- 
ment of  Agriculture. 

"Your  committee  does  not  question  the 
motives  or  the  sincerity  of  the  Secretary 
of  Agriculture,  whose  long  service  as  the 
head  of  the  Department  of  Agriculture 
has  been  a  signal  service  to  the  American 
people.  From  the  beginning,  however, 
the  Secretary  has  apparently  assumed  that 
his  duties  in  the  proper  enforcement  of 
the  pure  food  law  are  judicial  in  character 
whereas,  in  fact,  the\  are  wholly  adminis- 
trative and  ministerial. 

The  opinions  expressed  in  the  daily 
Press  have  all  been  in  full  accord  with 
the  findings  of  the  committee. 

1  he  Brooklyn  Daily  Eagle  comment- 
ing editorially  said: 

"If  Dr.  Wiley  had  been  inefficient  he 
might  have  stayed  at  the  head  of  the 
Bureau  of  Chemistry  for  a  lifetime  with- 
out incurring  the  risk  of  facing  charges. 
It  was  the  fact  that  he  nut  his  teeth  into 
the  administration  of  the  pure  food  law 
which  mn-'c  all  the  trouble.  The  adultera- 
tion of  food  and  drugs  in  this  country  had 
gore  to  such  lengths  that  fortunes  were 
being  made,  in  part  fraudulently,  through 
putt'ng  inferior,  although  harmless,  in- 
gredients into  food  products  instead  of 
the  popular  goods  named  in  the  label,  and 


in  part  at  the  risk  of  the  public  health, 
through  canning  the  refuse  of  fruit  and 
meat  factories,  and  through  the  adultera- 
tion of  drugs  to  the  point  at  which  their 
efficiency  was  affected." 

The  final  triumph  has  been  complete; 

the  action  of  President  Taft  in  refusing 
to  dismiss  Dr.  Wiley,  last  summer,  has 
been  fully  justified;  and  in  addition, 
the  confidence  of  the  entire  medical  pro- 
fession in  the  champion  of  Pure  Food 
and  Pure  Drugs  has  been  sustained  and 
strengthened. 

THE  CONTROL  OF  CHOLERA 
AT  THE  PORT  OF  NEW  YORK. 

IN  the  last  number  of  the  Long  Island 
Medical  Journal  there  appeared  an 
editorial  commenting  upon  the  work 
done  by  Dr.  A.  H.  Doty,  Health  Offi- 
cer of  the  port  of  New  York,  and  it  was 
remarked  that  the  criticisms  of  Governor 
Dix  as  to  the  quarantine  instituted  in  the 
threatened  spread  of  cholera  last  summer 
were  wholly  unwarranted  and  made  with- 
out an  entire  knowledge  of  the  facts. 

It  is  interesting  in  connection  with  this, 
to  note  the  amount  of  work  which  was 
actually  done  under  the  direction  of  Dr. 
Doty,  with  the  aid  of  officers  of  the  State 
Department  of  Health,  to  detect  and 
prevent  not  only  persons  suffering  from 
cholera,  but  also  the  so  called  "cholera 
carriers"  from  entering  the  Port  of  New 
York. 

During  the  last  four  summer  months 
when  we  were  threatened  with  an  in- 
vasion of  cholera,  the  passengers  of 
seventy-seven  steamships,  arriving  from 
ports  infected  with  cholera,  were  ex- 
amined by  the  State  Laboratory  service, 
with  a  total  of  26,455  persons  for  pri- 
mary examination,  and  458  for  second- 
ary examination,  making  a  total  of  nearly 
27,000  examinations  of  persons,  a  corre- 
sponding number  of  secondary  cultures 
ard  approximately  2,000  serial  cultures 
of   suspects   detained.      In   all,  60,000 
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cultures  were  made,  with  30,000  micro- 
scopical diagnoses. 

In  a  single  day,  November  2nd,  2076 
passengers  were  listed,  examined,  cultures 
made  and  microscopical  diagnoses  com- 
pleted, so  that  the  ships  and  all  of  the 
passengers  were  liberated  from  quaran- 
tine in  a  period  not  exceeding  31  hours. 

Surely  if  Dr.  Doty  had  been  so  utterly 
incompetent  and  negligent  of  his  duties  as 
Governor  Dix  would  have  us  believe,  no 
such  remarkable  result  could  have  been 
obtained.  It  would  be  of  interest  to 
quote  from  the  December  number  of  the 
Bulletin  of  the  State  Department  of 
Health  the  routine  followed  in  the  exam- 
ination of  these  cases: 

"The  Director  was  seated  upon  a  stool 
with  the  tubes  of  culture  media  placed 
upon  a  stool  beside  him,  and  the  stock  of 
sterile  swabs  also  at  hand  for  taking  rec- 
tal samples. 

Each  passenger,  with  his  clothing  pre- 
viously loosened  and  prepared  was  told 
to  bend  over  the  back  of  a  chair  placed 
before  the  Director  and  the  anal  orifice 
thus  exposed.  The  Director  first  entered 
on  the  passenger's  card  the  number  of  the 
culture  tube  then  to  be  inoculated,  and 
then,  taking  the  swab  in  the  right  hand, 
by  a  single  motion  of  separating  the  left 
hip  suddenly  from  the  right  and  at  the 
same  moment  introducing  the  swab 
through  the  exposed  anus,  a  suitable  rec- 
tal sample  was  at  once  obtained  and  with- 
out the  slightest  difficulty. 

This  swab,  soiled  with  fecal  matter  iust 
taken,  was  then  dropped  into  the  corre- 
spondingly  numbered   culture   tube,  and 


the  same  procedure  was  continued  for  the 
examination  of  each  succeeding  passtnger. 

With  accruing  experience  it  was  found 
perfectly  possible  to  take  rectal  specimens 
and  inoculate  the  cultures  from  265  pas- 
sengers per  hour. 

As  soon  as  these  bacteriological  speci- 
mens and  synchronously  inoculated  cul- 
tures were  obtained  from  all  passengers 
on  board  the  steamship  liable  to  investi- 
gation, the  Director  returned  with  the 
cultures  immediately  to  the  Quarantine 
Laboratory,  for  the  incubation  of  these 
cultures.  At  the  end  of  six  hours  the  sur- 
face growth  on  every  such  culture  was 
inoculated  to  a  second  tube,  thus  con- 
stituting the  first  sub-culture  of  each 
specimen.  • 

It  was  repeatedly  shown  by  the  staff 
that  it  was  possible  for  one  worker  to 
inoculate  500  sub-cultures  per  hour. 

The  sub-cultures  were  then  left  to  in- 
cubate for  another  six  or  eight  hours,  at 
the  expiration  of  which  time,  with  wire 
loops,  the  surface  of  each  culture  was 
taken  as  a  drop  to  make  the  microscopic 
smear.  These  smears  were  made  in  suc- 
cessive numbers  of  five  on  the  usual  mi- 
croscopic slides,  which  were  then  dried  in 
the  air  and  fixed  by  passing  three  times 
rapidly  through  a  gas  flame.  They  were 
then  stained  with  the  usual  carbol  fuchsin 
and  examined  microscopically  for  the 
morphological  diagnosis  of  the  presence 
of  the  cholera  bacillus." 

Certainly  the  residents  of  this  section 

of  the  country  should  feel  safe  when  their 

port  is  guarded  by  so  strict  and  perfect 

a  quarantine  as  was  demonstrated  during 

this   trying  period,   and   supported  and 

aided  by  the  State  Department  of  Health, 

which  co-operated  so  willingly  with  our 

local  Health  Officer. 
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Chairman  of  the  Historical  Committee  of  the  Associated  Physicians  of  Long  Island. 


Richard  M.  Wyckoff,  a.  m.,  m.  d. 

Born  in  Brooklyn,  N.  Y.,  February 
14th.,  1839,  where  he  died  on  No- 
vember 11th.,  1911.  He  graduated 
from  Amherst  College  in  1 859,  and 
from  Bellevue  Hospital  Medical  College 
in  1864. 


In  1  865  he  entered  the  United  States 
Navy  as  assistant  surgeon,  and  after  three 
years  of  service  he  began  the  practice  of 
medicine  in  this  city. 

He  became  a  member  of  the  Medical 
Society  County  of  Kings  in  1 867  and 
retained  his  membership  until  1  89 1 .  At 
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the  annual  election  in  1870  he  was  elect- 
ed secretary  and  continued  in  office  until 
December  1883. 

He  was  Secretary  of  St.  Peter's  Hos- 
pital in  1875.  Vice  President  of  the 
New  York  Medico  Historical  Society  in 
1882.  Sanitary  Inspector,  Department 
of  Health  from  1868  to  1873.  Regis- 
ter of  Vital  Statistics  in  1878.  Deputy 
Commissioner  in  1882,  remaining  in  of- 
fice until  the  consolidation  in  1  898. 

Medical  Papers — King's  County  in 
1  776,  a  medical  sketch."  "Early  Medi- 
cine in  New  York."  "Obituary  Wil- 
liam H.  Thayer,  M.  D." 

William  F.  Millington,  m.  d. 

Dr.  Millington  was  born  in  Buffalo, 
N.  Y.f  May  28th.,  1855.  His  father 
was  Edwin  H.  and  his  mother  Rebecca 
"Hillidge"  Millington  both  of  England, 
on  April  20,  1 886  he  was  married  to 
Annie  L.  Cole  of  New  York. 

The  doctor's  early  education  was  re- 
ceived in  the  Public  Schools.  He  at- 
tended medical  lectures  at  the  Long 
Island  College  Hospital  in  1874-75, 
graduating  at  the  University  of  New 
York  in  1877,  practiced  medicine  at  Port 
Washington,  L.  L,  for  a  few  years  and 
came  to  Brooklyn  in  1880,  where  he  re- 
mained until  his  death  December  15, 
191  I. 

He  was  a  member  of  the  Medical 
Society  County  of  Kings  from  1883  to 
1909.  Minerva  Lodge  F.  A.  M., 
Chaldean  Chapter  R.  A.  M.,  Clinton 
Commandery  K.  T.,  Mecca  Temple 
A.  A.  O.  N.  M.  S.,  Acme  Council 
R.  A.,  Arbor  Vitae  Lodge  [.  O.  O.  F., 
Court  U.  S.  Grant,  Putnam  Lodge  K. 
of  P  .  Prosperity  Tent,  K.  O.  T.  M., 
Farragut  Council  N.  P.  U.,  and  Chip 
pewa  Tribe  I.  O.  R.  M.     Funeral  serv- 


ices were  held  at  the  Greenwood  Baptist 
Church. 

Peter  Douglass  Leys,  m.  d. 

Born  in  Edinburg,  Scotland,  in  1834, 
and  died  at  Roslyn,  L.  I.,  December  29, 
1911.  The  place  of  his  graduation  is 
unknown  to  the  writer.  He  was  a  sur- 
geon in  the  Army  of  the  Potomac  from 
1862-65,  with  the  rank  of  major.  He 
was  a  member  of  Elijah  Ward  Post, 
G.  A.  R.  and  Central  Lodge  F.  A.  M. 

Gilbert  B.  Lawrence,  m.  d. 

Born  in  New  York  City  1 825  and 
died  in  the  Home  for  Aged  Men  in 
Brooklyn,  January  5,  1912.  He  prac- 
ticed medicine  in  Williamsburg  for  a 
number  of  years. 

A.  Judson  Palmer,  m.  d. 
A  Homeopathic  physician  of  Brook- 
lyn, died  December  26,  1911.  He  was 
born  in  Oneida  County,  N.  \.  in  1832 
and  graduated  from  the  New  York  Uni- 
versity with  the  degree  of  M.  D.,  in 
1858.  He  was  a  member  of  the  County 
and  State  Homeopathic  Societies. 

John  F.  Davis,  m.  d. 

Born  at  Riverhead,  L.  I.,  on  February 
25,  1852,  and  died  in  Brooklyn,  N.  Y., 
December  31,  1911.  His  father  was 
John  H.  and  his  mother  Abigail  J.  Hol- 
lock  Davis  both  of  Riverhead,  L.  I.  He 
mairied  on  September  12,  1875,  Delia 
Newell  of  Brooklyn.  His  medical  ed- 
ucation was  received  at  Bellevue  Hospi- 
tal Medical  College,  graduating  in  the 
class  of  1874. 

He  practiced  for  a  few  years  at  River- 
head, and  New  York  City,  and  finallv 
in  Brooklyn.  A  member  of  the  Medical 
Society  County  of  Kings  from  1901  to 
1911.  Ridgewood  Lodge  F.  A.  M..  of 
of  wVich  he  was  a  past  master,  Washing- 
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ton  Irlving  Council  R.  A.,  and  Brook-  Riverhead  Cemetery  the  Rev.  Bro.  Wil- 
lyn  Lodge  of  Elks.  Ham  I.  Chalmer,  conducting  the  masonic 

The    remains    were    interred    in    the  service. 


TRANSACTIONS 

OF  THE 

BROOKLYN  SURGICAL  SOCIETY. 


Traumatic  hernia. 

Dr.  Charles  P.  Gildersleeve  re- 
ported the  following  case: 

The  patient  was  a  young  man  who 
was  employed  in  New  York  in  a  whole- 
sale clothing  house,  and  this  particular 
morning  had  occasion  to  reach  up  and 
lift  down  a  heavy  roll  of  clothing,  and 
in  doing  so  stood  on  a  table.  The  in- 
creased weight  caused  the  table  to  tip 
over,  and  the  patient  fell  and  struck  on 
the  floor  with  the  clothing  in  his  hands. 

He  had  localized  pain  in  the  groin  at 
once.  He  had  to  be  partially  carried 
into  the  office.  After  getting  into  the 
office  a  lump  was  found  in  the  right  groin 
the  size  of  a  walnut.  He  lay  down  an 
hour  and  then  was  brought  to  Dr.  Gilder- 
sleeve's  office. 

Dr.  Gildersleeve  examined  him  and 
found  a  right  inquinal  hernia;  the  size  of 
a  walnut,  which  could  not  be  reduced. 
He  removed  him  to  the  hospital  and  op- 
erated upon  him.  When  he  got  down  to 
the  sac  and  relieved  the  constriction,  the 
small  intestine  slipped  back  into  position. 
The  sac  was  moderately  adherent. 

Dr.  Gildersleeve  said  his  only  incentive 
to  report  this  case  was  the  fact  that  It 
presented  two  factors  always  present  in 
traumatic  hernia,  first,  severe,  well  de- 
fined, localized  pain  and  second,  a  per- 
formed sac.  This  sac  had  been  undoubt- 
edly in  the  canal  for  some  time  as  evi- 


denced by  the  fact  that  it  was  slightly 
adherent.  Dr.  Gildersleeve  said  that  he 
does  not  think  that  the  peritoneum  posses- 
ses that  class  of  elasticity  which  permits 
its  sudden  stretching  to  a  degree  which 
would  be  required,  in  order  for  it  to  act 
as  the  sac  for  a  hernia. 

Dr.  L.  S.  PlLCHER  said  in  discussion 
of  Dr.  C.  P.  Gildersleeve's  case: 

The  Chair  would  like  to  especially  em- 
phasize and  bring  to  the  attention  of  the 
Society  for  discussion  the  point  made  by 
Dr.  Gildersleeve  of  the  necessity  of  a 
preexisting  peritoneal  sac  for  the  produc- 
tion of  a  sudden  traumatic  hernia. 

Dr.  A.  T.  BRISTOW  said  in  discus- 
sion of  Dr.  C.  P.  Gildersleeve's  case 
that  he  had  a  precisely  similar  case  last 
week.  The  man  received  a  traumatism 
being  struck  (by  a  heavy  desk  in  the 
groin)  immediately  after  which  a  swell- 
ing appeared.  He  came  on  to  the  service 
of  Dr.  Bristow  who  cut  down  on  what 
proved  to  be  a  strangulated  hernia  and 
reduced  it  and  closed  the  canal.  It  may 
be  true  that  there  was  a  sac  there  previous 
to  the  injury  but  there  were  no  evidences 
to  prove  it  unless  it  is  assumed  that  there 
is  a  preexisting  peritoneal  pouch  in  all 
hernias.  That  is  an  easy  statement  to 
make  but  a  difficult  one  to  prove.  There 
were  no  adhesions  in  the  hernial  sac  nor 
anything  to  prove  there  was  a  pre-existing 
hernial  sac. 
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TWO  CASES  OF  PROSTATECTOMY. 

Dr.  O.  A.  GORDON  presented  the 
following  cases : 

Case  I.  Mr.  A.  G.  M.  76  years  of 
age,  has  suffered  with  evidences  of  pros- 
tatic irritation  for  1  0  years,  and  has  been 
confined  to  the  cathetor  for  the  past  three 
years.  For  the  past  few  months  he  has 
been  obliged  to  empty  the  bladder  from 
15  to  20  times  each  night.  He  has  a 
chronic  interstitial  nephritis  with  hard  ar- 
teries. Prostatectomy  was  performed  by 
median  urethrotomy  incision,  and  finger 
enucleation  on  January   1 2th. 

The  wound  was  healed  February  9th 
and  at  that  time,  the  patient  had  free 
contr  1  of  I  lis  u^ne  and  now,  is  able  to 
hold  his  urine  several  hours,  and  has  no 
residual  urine.  The  bladder  is  clean, 
and  he  is  altogether  very  comfortable. 
The  gland  was  very  large. 

CASE  II.  Daniel  M.,  64  years  of 
age.  He  began  with  frequent  urination 
three  years  ago  and  since  that  time  he 
states  that  he  has  had  to  urinate  every  1  5 
to  30  minutes.  He  came  under  Dr.  Gor- 
don's observation  in  St.  Mary's  Hospital 
early  in  December.  At  that  itme  he  had 
one  quart  of  residual  urine.  He  had  a 
constant  dribble.  After  having  him  un- 
der treatment  a  week,  Dr.  Gordon  re- 
moved the  prostate  by  the  perineal  route. 

The  wound  was  healed  January  1  0th, 
and  he  is  comfortable  in  every  way.  The 
patient  has  no  bladder  irritation,  and 
passes  a  good  stream. 

The  patient  can  now  hold  his  urine 
six  or  seven  hours  and  has  no  residual 
urine. 

INTESTINAL  RESECTION. 

Dr.  O.  A.  GORDON  presented  the 
following  case: 

Patient,  a  boy  of  seven,  was  operated 
on  for  appendicitis  in  one  of  the  hospitals 
of  the  city  on  July  24th,  and  Dr.  Gordon 


judged  from  the  appearance  of  the  wound 
that  it  was  drained. 

The  patient  entered  St.  Mary's  Hos- 
pital on  Nov.  6th,  1910.  He  suffered 
from  obstipation  for  24  hours  or  more. 
He  had  fecal  vomiting  and  very  great 
abdomnial  distension,  in  fact  he  presented 
all  the  symptoms  of  a  bad  case  of  intesti- 
nal obstruction.  The  skin  was  cold  and 
clammy,  the  pulse  almost  imperceptible. 
On  palpation  Dr.  Gordon  felt  a  doughy 
mass  a  little  to  the  right  of  the  median 
line  which  operation  was  found  to  be  a 
mass  of  gangrenous  intestine  constricted 
by  a  very  strong  band.  The  gut  was  not 
only  gangrenous,  but  stinking  and  posi- 
tively dead  and  black.  Dr.  Gordon  de- 
cided to  do  a  resection  and  he  removed 
1  8  inches  of  intestine  and  did  an  end  to 
end  anastomosis  by  the  suture  method. 
The  boy  had  a  very  stormy  time  for 
three  days  and  it  looked  as  if  he  would 
not  survive,  but  after  that  he  made  a  very 
good  recovery  and  has  returned  to  school. 

FIBROMA  OF  THE  FACE. 

Dr.  H.  BEEKMAN  DELATOUR  pre- 
sented the  following  case: 

The  patient,  a  boy  twelve  years  of 
age,  presented  himself  with  a  mass  oc- 
cupying the  right  cheek  which  passed 
well  up  under  the  zygoma,  and  in  to  the 
mouth ;  it  had  pressed  through  the  outer 
plate  of  the  superior  maxilla  and  through 
the  palatal  process  of  the  maxillary  bone 
and  presented  in  the  roof  of  the  mouth 
as  a  soft  mass.  It  has  the  look  and  feel 
of  a  sarcoma. 

Seven  months  ago  a  slight  swelling 
of  the  face  had  been  noticed  by  the 
mother  and  this  had  gradually  but 
steadily  grown  larger  and  larger  until  it 
reached  the  size  which  was  presented 
when  the  child  was  brought  to  Dr.  Dela- 
tour.  There  had  been  no  pain  at  any 
time  and  no  tenderness  over  the  growth. 
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During  the  first  three  months,  the  child's 
mother  noticed  that  the  hair  was  falling 
out  in  great  patches.  The  growth  had 
been  present  four  months  when  this  be- 
came prominent.  Four  years  before,  a 
small  mass  was  removed  from  the  back, 
the  nature  of  which  is  not  known  as  there 
was  no  record  of  it. 

On  the  15  th  of  November  Dr.  Dela- 
tour  made  an  incision  first  through  the 
mucous  membrane  on  the  inner  side  of  the 
cheek  just  above  the  alveolar  ridge  which 
exposed  the  mass.  It  was  impossible  to 
dissect  out  the  tumor  through  this  open- 
ing. Then  he  made  an  incision  along  the 
angle  of  the  nose,  across  and  down 
through  the  median  line  of  the  lip  and 
by  turning  back  the  lip  he  was  able  to  get 
free  access  to  the  growth,  which  extended 
well  up  behind  and  beneath  the  zygoma 
and  below  the  malar  bone  well  up  into 
the  fossa  and  into  the  substance  of  the 
maxillary  bone.  One  can  feel  the  soften- 
ing yet  of  the  palatal  process  or  rather 
the  lack  of  bone  in  the  region  of  the  pa- 
latal process  of  the  superior  maxillary 
bone. 

The  point  of  interest  particularly  was 
the  fact  that  this  proved  to-  be  a 
small  fibroma  which  was  not  malignant, 
according  to  Dr.  Murray's  best  judg- 
ment. The  patient  was  operated  on  in 
November  and  there  has  been  no  sign  of 
any  further  trouble.  The  resulting  scar 
has  left  very  little  deformity.  The  growth 
was  encapsulated  and  was  quite  a  little 
larger  than  a  good  sized  egg,  irregular 
in  outline. 

OVARIAN  ABSCESS. 

Dr.  M.  FlGUEIRA  presented  a  speci- 
men. The  specimen  represented  a  cyst 
of  the  ovary.  It  was  small  and  when  in 
the  fresh  condition  was  considerably  larg- 
er. It  exemplified  the  dangers  and  other 
consequences  of  gonorrheal  infection  in 
women.     This  woman  was  infected  and 


suffered  with  pelvic  trouble  and  came  to 
the  operating  table.  She  presented  a 
very  large  tumor  of  the  ovary  which  on 
incision  proved  to  be  an  abscess  of  the 
ovary.  It  was  removed  and  she  is  mak- 
ing a  good  recovery. 

RECTO-SIGMOND  CARCINOMA. 

DR.  M.  FlGUEIRA  presented  two 
cases  of  resection  of  the  rectum  for  car- 
cinoma. Both  these  tumors  represent 
what  Dr.  Mayo  calls  low-lying  sigmoid 
tumors.  They  are  parallel  cases.  Both 
were  operated  on  within  the  last  two 
months.  Both  were  in  patients  between 
forty-five  years  of  age  and  in  both  cases 
the  growth  occupied  the  junction  of  the 
sigmoid  and  rectum;  in  both  cases  symp 
toms  were  similar,  and  typical  of  the 
disease. 

On  examination,  both  tumors  were  be- 
yond the  reach  of  the  finger,  but  could  be 
felt  through  the  walls  of  the  rectum,  but 
could  not  be  directly  reached  when  ex- 
amined from  above. 

Case  I.  With  the  patient  in  the  Tren- 
delenberg  position,  Dr.  Figueira  opened 
the  abdomen,  separated  the  tumor  from 
the  surrounding  parts  and  brought  it  out 
of  the  abdomen  and  then  separated  the 
tumor  from  the  sigmoid  and  surrounding 
attachments  and  divided  it  from  the  rec- 
tum, separating  the  tumor  from  the 
prostate  and  bladder  and  inverting  the 
stump  of  the  rectum  through  the 
anus.  Then  the  sigmoid  was  brought 
down  through  the  inverted  stump  and  an 
anastomosis  was  made  outside  the  anus 
using  Connell's  suture.  The  bowel  was 
replaced  and  the  abdomen  was  closed 
The  patient  did  well  for  four  days,  then 
developed  gangrene  of  the  gut  and  died. 

CASE  II.  In  the  second  case,  Dr. 
Figueira  performed  Murphy's  vaginal  op- 
eration for  rectal  cancer  and  he  thinks 
this  is  the  ideal  operation,  because  it  does 
not  involve  the  upper  peritoneal  cavity. 
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This  woman  was  much  reduced  in 
health.  She  had  lost  much  blood  and 
was  very  weak.  The  operation  is  per- 
formed by  opening  the  cul-de-sac  and 
packing  gauze  into  the  peritoneal  cavity 
and  splitting  the  vaginal  wall  and  separat- 
ing it  from  the  rectum  and  then  separating 
the  rectum  to  the  lower  limit  of  the 
tumor;  then  cutting  the  bowel  transverse- 
ly across,  clamping  the  lower  part  of  the 
bowel  and  disecting  the  tumor  free  from 
the  sigmoid  and  the  surrounding  tissues. 
Here  one  has  a  difficult  thing  to  do  to 
get  out  all  infected  tissues  and  all  infect- 
ed glands.  Then  dividing  the  peritoneum 
of  the  two  sides,  the  sigmoid  was  reached 
and  clamped.  The  tumor  was  divided 
and  removed  and  the  sigmoid  came  down 
easily.  Using  Connell's  sutures,  the  sig- 
moid was  fastened  to  the  stump  of  the 
rectum,  the  wall  of  the  vagina  was  closed, 
the  opening  in  the  cul-de-sac  was  closed, 
and  the  peritoneum  was  united  by  silk 
worm  gut  sutures.  This  woman  made  a 
fine  recovery. 

DR.  J.  B.  BOGART  said:  A  few 
weeks  ago,  he  presented  some  cases  of  ex- 
cision of  the  sigmoid  for  cancer  and  one 
case  of  excision  of  the  rectum  for  syphil- 
itic stricture,  with  some  observations  upon 
the  operation.  Those  who  were  present 
will  recall  that  part  of  the  discussion 
which  dealt  with  the  work  of  Hartmann, 
confirmed  by  Tuttle  and  others,  in  regard 
to  the  circulation  of  the  lower  portion  of 
the  sigmoid.  Here  is  an  area  which  is 
very  poorly  supplied  with  blood;  if  the 
superior  hemorrhoidal  is  ligated  too  low 
down  and  we  use  the  lower  portion  of  the 
sigmoid  for  anastomosis,  we  will  almost 
surely  get  a  slough.  It  is  better  to  re- 
move more  of  the  gut  than  to  use  that 
area.  Tuttle  in  his  latest  article  which 
was  published  in  one  of  the  numbers  of 
the  American  Journal  of  Surgery,  calls 
attention  to  that  fact.     In  the  technic  he 


advises  division  of  the  peritoneum  close  to 
the  gut  without  the  division  of  the  con- 
necting tissues.  The  division  of  the  peri- 
toneum allows  the  gut  together  with  the 
loose  connective  tissue  and  the  vessels  it 
contains  to  be  drawn  down  and  in  that 
way  one  can  get  a  portion  higher  up 
which  is  safe  to  use  for  anastomosis. 

Dr.  A.  T.  BRISTOW  said  he  would 
like  to  say  just  one  word  in  regard  to  ihe 
name  of  the  operation.  It  has  been  called 
by  Dr.  Figueira  the  "Murphy  operation." 
Questions  of  priority  are  rarely  profitable 
but  as  a  matter  of  fact,  Dr.  Murphy  has 
no  claim  on  priority  in  this  operation  be- 
cause Campaneau  of  France  and  Rehr  of 
Frankfort,  in  1 895  did  this  operation  of 
extirpation  of  the  rectum  through  the  va- 
gina. In  February,  1 896,  Dr.  Bristow 
extirpated  the  rectum  by  the  vaginal  route 
and  at  the  same  time  Price  of  Philadel- 
phia performed  the  operation  by  this 
method.  It  is  described  in  the  Medical 
News,  Page  40,  1 896,  and  Tuttle  in  his 
book  gives  both  Dr.  Price  and  Dr.  Bris- 
tow credit.  That  was  at  least  two  or 
three  years  before  Murphy  did  it. 

So  the  operation  should  not  be  known 
by  any  name,  but  if  by  any  name,  it 
should  be  known  by  the  name  of  Cam- 
paneau because  he  performed  it  first. 

Dr.  M.  Figueira  said,  in  closing  the 
discussion,  that  in  speaking  of  the  opera- 
tion as  Murphy's  operation,  he  had  re- 
ference to  the  praticular  method  Murphy 
recommends.  He  simply  spoke  of  Mur- 
phy's operation  as  that  particular  method 
and  technic  which  Murphy  recommended. 
He  may  not  have  been  the  first  one  who 
did  it  but  Dr.  Figueria  followed  the  par- 
ticular method  he  used. 

In  regard  to  the  excision  of  the  sig- 
moid, Dr.  Figueria  said  he  used  all  the 
sigmoid  he  could  get.  He  did  not  get 
enough  of  it. 
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NOTES  OF  OPERATIVE  TECHNIC,  WITH  A  RESUME. 

By  C.  R.  HYDE,  M.  D. 


NUiMERCUS  changes  in  our  opera- 
tive technic  devised  to  render  it 
more  perfect,  have  attracted  our  attention 
during  the  past  decade.  I  probably  share 
t':e  feelings  of  other  operators  who  have 
been  willing  to  discard  antiquated  methods 
and  less  positi  e  cnes,  for  thoe  which  sh.vv 
better  results,  increase  our  patients'  com- 
fort, and  add  to  the  improvement  of  our 
work.  Such  changes  as  have  been  adop- 
ted, pertain  just  as  much  to  ante  and 
post-operative  treatment  as  to  operatic 
procedures  themselves. 

The  old  method  of  tying  our  patients* 
knees  after  a  perineum  operation;  of. pro- 
hibiting any  fluid,  especially  after  a  sec- 
tion; of  keeping  our  laparotomies  in  bed 
for  weeks  before  permitting  them  to  get 
up;  these  are  not  so  old  that  they  can 
not  be  remembered  by  us  all. 

Several  important  departures  from  es- 
tablished precedents  invite  your  attention. 
I  will  take  up  in  order  ante-operative 
preparation;  post  operative  treatment; 
and  finally  refinements  in  operative  tech- 
nic itself. 

We  can  all  recall  the  old  anti-operative 
preparation;  the  prolonged  scrubbing  of 
the  operative  field  with  green  soap  and 
water;  the  soap  poultice  with  its  clammy 
mess  ot  green  soap  applied  to  the  abdo- 
men lor  some  12  hours;  its  later  removal 
by  washing,  during  which,  altho'  the  pa- 


tient lay  on  a  rubber  sheet  in  bed,  every- 
thing in  reach  was  water-soaked;  the 
scrubbing  of  the  abdominal  wall  with 
alcohol,  et'-er,  then  bi-chlonde,  in  order; 
and  finally,  the  application  of  a  mdfrst 
bi-chloride  poultice,  which  was  allowed 
to  remain  until  the  patient  was  under 
ether  and  on  the  table ;  then  there  was 
another  scrubbing  with  soap  and  water, 
more  alcohol  and  ether,  more  bi-chloride 
and  the  final  bath  of  saline.  I  went 
through  this  preparation  myself  and  re- 
call the  horror  of  it  all.  And  then  the 
intestinal  tract  came  in  for  its  share  in 
this  ante-operative  drama.  Two  days 
before  operation,  5  grains  of  calomel; 
next  morning,  an  ounce  of  salts;  then 
a  high  enema  the  night  preceding  the 
operation,  and  a  low  enema  the  morning 
of  operation.  All  cases,  whether  sec- 
tions or  plastic,  were  subjected  to  this 
drastic  purging.  Free  catharsis  was  the 
slogan,  flat  intestines  were  supposed  to  be 
the  result.  And  we  can  all  remember 
how  many  of  our  plastic  cases  went  on 
the  table  and  while  under  ether,  had  an 
involuntary  movement  of  the  bowels, 
soiling  operative  field  and  sterile  linen; 
we  recall  the  delay  caused  during  the  op- 
eration, while  the  house  surgeon  irrigated 
the  rectum,  (all  work  being  discontinued 
while  this  was  in  progress  and  fresh  dress- 
ings were  applied.)     In  direct  contrast 
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to  this  method,  we  can  compare  our 
modern  preparation — which  entails  one 
important  and  also  a  long  needed  change, 
namely:  the  non-disturbance  of  a  patient 
after  eight  o'clock  of  the  evening  before 
operation,  and  nothing  done  to  disturb 
her  night's  rest;  no  trying  to  sleep  through 
the  night  with  a  soggy  soap  poultice  on 
her  abdomen  and  aroused  at  5  a.  m.,  of 
the  morning  of  operation  to  have  this 
changed  and  the  so-called  "final  dress- 
ing" applied.  And  after  that  final  dress- 
ing, the  low  enema.  No  wonder  our  pa- 
tients welcomed  the  anesthetic!  A  pa- 
tient can  now  be  effectively  prepared  for 
operation  as  follows:  beginning  at  3 
p.  m.  the  afternoon  preceding  the  opera- 
tion, two  ounces  of  castor  oil  are  admin- 
istered, and  in  the  evening,  if  the  bowelj 
have  not  moved,  a  high  enema  is  given; 
otherwise  no  further  intestinal  cleansing 
is  demanded  whether  an  abdominal  sec- 
tion or  a  plastic  operation  is  to  be  per- 
formed. After  the  oil  is  given,  the  ab- 
domen is  shaved,  washed  with  green  soap 
and  water  using  gauze,  not  brusLes;  then 
rinsed  off  with  sterile  water  and  a  dry 
sterile  dressing  applied.  The  preparation 
i?  rcw  finished  and  at  5  o'clock  of  the 
aftc  noon  preceding  operation.  Tre  pa- 
tient is  not  again  disturbed  until  she  is 
on  the  table  and  under  etLer,  w~en  the 
dressings  are  removed  and  the  abdomen 
painted  with  one  lig' t  coat  of  t1  e  pure 
tincture  of  iodine.  The  patient  is  now 
ready  for  the  incision.  I  have  never  seen 
an  abdomen  blistered  with  tre  iodine,  if 
used  t1  is  way  a'tuo  the  pure  tincture  is 
always  used.  1  he  castor  oil  method  has 
been  in  use  at  the  L.  I.  C.  H.  for  two 
vears,  but  I  am  not  sure  w^et^er  all  the 
sun/eons  use  it.  Since  adopting  it,  I  have 
never  regretted  its  employment,  and  the 
result*,  so  far  as  flat  intestines  are  con- 
cerned, are  as  good,  if  not  better,  t^an 


if  calomel  and  salts  were  used.  It  is  no- 
torious that  calomel  and  salts,  even  in 
healthy  people,  produce,  later,  "gassy" 
intestines.    With  castor  oil,  this  is  not  so. 

All  cases  have  J4  gr.  morphia  before 
the  anesthetic,  the  patients  taking  less 
ether,  and  exhibiting  a  quieter  frame  of 
mind  as  regards  taking  the  anesthetic.  I 
well  remember  1  5  years  ago  while  interne 
at  the  Woman's  Hospital,  (before  mor- 
phia was  used  as  an  ante-anesthetic  re- 
quirement,) of  a  treatment  instituted  by 
the  late  Dr.  Henry  D.  Nicoll,  at  the 
suggestion  of  Dr.  A.  H.  Smith,  of 
N.  Y.,  the  idea  being  to  combat  the  ner- 
vousness of  the  patient  before  ether  and 
to  relieve  her  mental  anxiety.  It  was 
most  effectual.  Beginning  at  5  a.  m.,  on 
the  morning  of  operation  (Dr.  Nicoll 
always  operated  at  9  a.  m.),  the  pa- 
tient had  one  ounce  of  whiskey  every 
hour,  on  an  empty  stomach.  The  results 
were  both  satisfactory  and  amusing:  sa- 
tisfactory, because  they  took  the  ether 
without  a  murmur,  and  amusing  because 
of  their  antics  while  going  from  their  bed 
to  the  operating  pavilion.  Most  of  them 
were  very  hilarious,  singing  and  laughing, 
and  seemed  to  regard  the  whole  proceed- 
ing as  a  joke. 

All  cases  are  better  catheterized  while 
under  the  anesthetic,  before  being  brought 
to  the  operating  room.  This  I  insist  upon 
ror  these  reasons.  A  patient  is  usually 
nervous  before  operation — nervous  people 
aecrcte  more  urine,  so  called  "hysterical 
urine".  A  patient  before  operation  may 
l  ave  to  wait  a  varying  period  of  time, 
during  which,  under  nervous  strain,  she 
secretes  large  quantities  of  urine.  I  havo 
seen  this  so  graphically  portrayed  at  the 
operating  table — on  section,  a  full  blad- 
der. The  nurse  on  being  questioned 
wou'd  say  that  the  patient  was  catheter- 
ized just  before  the  anestuetic,  or,  volun- 
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tarily  emptied  her  bladder  before  coming 
up  to  the  anesthetizing  room,  with  the  re- 
sult that  the  operator  has  to  contend  with 
a  full  bladder  unless  he  wishes  to  delay 
the  operation  while  his  patient  is  being 
catheterized  on  the  table,  a  tedious  and 
irritating  delay.  You  will  find  no  fut] 
bladders  if  the  patient  is  catheterized 
while  under  ether  and  just  before  being 
brought  into  the  operating  room. 

The  former  practice  of  not  lemberting 
over  all  raw  surfaces,  turning  in  raw 
ovarian  and  uterine  stumps,  exsecting  the 
uterine  cornu  after  a  salpingotomy  for 
gonorrheal  salpingitis  or  to  perfect  our 
peritoneal  toilet,  all  have  been  superceded 
by  refinements  of  operative  procedure 
which  tend  to  lessen  adhesions  and  allow 
the  patient  an  uneventful  convalescence. 

The  super-vaginal  stump  was  never 
supported.  No  supra-vaginal  hysterec- 
tomy is  complete  now  without  excising  -\ 
wedge  from  the  cervix  and  suturing  into 
the  stump  the  raw  ovarian  and  uterine 
stumps  of  the  broad  ligaments,  which  act 
to  draw  up  and  firmly  support  the  cervix 
in  a  proper  circulatory  position  and- at  the 
same  time  preserve  the  integrity  of  the 
vaginal  vault:  i.  e.  the  vagina  is  not  later 
shortened  by  post-operative  scar  contrac 
tion,  but  kept  lengthened;  also  post-op- 
erative prolapse  of  the  anterior  and  post- 
erior walls  of  the  vagina  is  prevented. 
Again,  by  this  method,  the  raw  ova- 
and  uterine  stumps  are  positively  covered 
and  we  have  less  adhesions. 

We  now  have  a  definite  method  of 
treating  extensive  adhesions  where  former- 
ly we  worked  many  minutes  trying  to 
cover  them  over  and  utilizing  all  the  peri- 
toneum we  could.  There  was  the  era  q1^ 
filling  the  peritoneal  cavity  with  norm-' 
saline,  then  dusting  the  raw  surfaces  wi' 
Aristol,  and  then  came  cargyle  mem- 
brane.    Murphy,  of  Chicago,  suggested 


using  the  sigmoid  to  cover  raw  pelvic  sur 
faces,  especially  after  a  hysterectomy. 
Yet  what  so  simple  as  the  recent  idea  of 
8  ounces  of  sterile  olive  oil  poured  into 
the  peritoneal  cavity  just  before  closing 
the  abdomen,  the  oil  as  is  supposed,  keep- 
ing the  raw  surfaces  apart  for  at  least  1  8 
hours,  when  most  of  the  danger  of  ad- 
hesions is  passed.  This  method  is  es- 
pecially useful  with  large,  raw,  abraided 
surfaces  which  can't  be  covered.  The 
oil  is  a  poor  culture  medium  and  inhibits 
bacterial  growth  strongly,  if  not  prevent- 
ing it,  as  numerous  cultivation  experi- 
ments have  conclusively  proved.  It  is 
well  known  that  ether  diminishes  the  leu- 
cocytic  and  phagocytic  power  of  the 
blood  to  resist  toxemias,  and  that  the 
blood  remains  in  this  condition  for  5  to 
6  days  after  operation  (Graham's 
theory).  This  is  a  serious  aspect  in  all 
septic  cases,  where  we  wish  our  patient's 
resistance  to  be  of  the  highest  order.  In 
septic  cases,  after  operation,  8  ounces  of 
olive  oil  placed  in  the  rectum  restores  the 
blood  to  its  normal  resisting  power  in  less 
than  24  hours.  To  that  end,  in  all  septic 
cases,  after  applying  the  final  dressings,  it 
is  a  good  plan  to  inject  into  the  bowel 
the  olive  oil  either  on  the  operating  table 
or  just  after  the  patient  has  been  returned 
to  her  bed.  This  is  now  a  routine  prac- 
tice in  all  my  septic  cases.  And  I  believe 
it  has  contributed  largely  to  their  good 
condition,  the  morning  following  opera- 
tion. 

Our  patients  used  to  constantly  vomit 
after  the  anesthetic,  in  fact,  we  expected 
them  to,  for,  at  least,  24  hours.  With 
the  advent  of  the  trained  anesthetist  whose 
sole  time  is  occupied  with  the  scientific 
giving  of  anesthetics  and  an  intelligent 
study  of  safe  methods,  especially  the  drop 
method,  post-operative  vomiting  has  been 
to  a  large  extent  controlled.     We  were 
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the  gainers  when  a  special  field  was 
created  in  the  giving  of  the  anesthetic; 
for  we  now  realize  that  the  anesthetist 
occupies  an  important  place  in  every  op 
eration.  Every  prominent  hospital  has 
its  paid  or  visiting  anesthetist  and  patients 
are  no  longer  at  the  mercy  of  irresponsible 
junior  internes.  We  can  now  command 
the  services  of  a  professional  at  any  mo- 
ment. For  ihe  past  two  years,  I  have 
been  giving  all  my  patients,  just  as  they 
were  coming  out  of  the  anesthetic,  two 
ounces  of  olive  oil  by  the  mouth.  This 
is  usually  vomited  within  five  minutes  and 
this  concludes  the  vomiting.  There  have 
been  so  few  failures  and  so  very  many 
happy  lesults  that  it  is  now  my  only 
method  of  controlling  post-operative  nau- 
sea. The  te  hnic  in  detail,  is  covered 
in  a  recent  article  in  the  N.  Y.  State 
Medical  Journal. 

Methods  of  closure  of  the  abdominal 
wound  are  so  numerous  that  a  separate 
essay  would  be  necessary  to  enumerate 
them.  The  old  "through  and  through"  su- 
ture, using  a  Peaslee  needle  and  a  carry- 
ing thread,  has  been  discarded  for  the  lay- 
er method  with  all  its  variations.  I  suppose 
that  every  surgeon  uses  some  one  of  the 
layer  methods.  Of  t^ese,  it  would  ap- 
pear that  the  one  which  causes  a  lapping 
over  of  the  fascial  edges,  rather  than 
simple  Approximation,  would  be  superior. 
Since  1899,  I  have  been  using  the  But- 
ler interrupted  lap-suture  of  chromic  gut, 
until  my  attention  was  called  to  Child's 
method,  by  which,  after  closing  the  peri- 
toneum with  a  running  plain  catgut  suture, 
the  fascial  edges  are  overlapped  by  1 
buried  silk-worm  gut  suture,  the  ends  of 
which  emerge  at  either  angle  of  the 
wound.  The  skin  is  closed  with  a  sub- 
cuticular silk-worm  gut,  whose  ends  also 
emerge  at  either  angle,  but  on  the  side 
opposite  to  that  of  the  fascial  suture.  The 


two  ends  at  each  angle  are  tied  over  a 
small  roll  of  gauze.  At  the  end  of  a 
week,  the  skin  suture  is  removed  and  in 
a  week  more,  the  fascial;  so  that  no 
buried  suture  material,  especially  any 
chromic  gut  with  all  its  irritant  properties, 
is  left  in  the  abdominal  wound.  No 
muscle  sutures  are  needed.  Since  adopt- 
ing this  closure  method,  I  have  had  100 
per  cent  of  primary  union  in  3 1  cases. 
We  know  that  "through  and  through" 
sutures  are  not  necessary  and  that  post- 
operative herniae  can  be  prevented  with- 
out their  use;  besides  the  cosmetic  effect 
is  much  enhanced  by  their  absence.  Be- 
cause of  the  introduction  of  the  layer 
method,  binders  are  no  longer  necessary, 
except  that  the  patient  wishes  to  order  one, 
or  in  cases  of  very  large  stout  women,  or 
where  there  has  been  an  extensive  repair 
of  a  hernia.  Silver  wire  has  been  em- 
ployed for  fascial  sutures,  extensively  so 
by  Bache  Emmet.  Silk-worm  gut  also 
has  its  adherents,  especially  the  users  of 
the  Fowler  cross  suture.  Every  operator 
has  his  own  particular  ideas  and  technic 
as  regards  abdominal  closure,  but  it  is 
a  safe  assertion  to  make  that  the  employ- 
ment of  the  "through  and  through"  suture 
alone  is  productive  of  post-operative 
hernia,  and  that  modern  teaching  and 
ideas  demand  that  some  form  of  layer 
method  be  used. 

Only  plain  catgut  need  to  be  used  in 
the  peritoneal  cavity,  except  in  intestinal 
work  when  Pagenstecker  may  be  em- 
ployed. Braided  silk  as  an  intra-ab- 
dominal suture  material  is  a  thing  of  the 
past.  We  all  recall  the  sinuses  often  fol- 
lowing its  use  and  the  methods  adopted 
to  remove  the  silk  after  a  sinus  had 
formed,  especially  fishing  for  the  ligature 
with  a  fine  crochet  needle.  Sixteen  years 
ago  there  was  no  catgut  used  in  the  peri- 
toneal cavity.    We  had  Chinese  braided 
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silk  from  sizes  9  to  13.  Grad,  then  house 
surgeon  at  the  Woman's  Hospital,  was 
one  of  the  first,  if  not  the  first,  to  devise 
a  method  for  the  removal  of  silk  intra-ab- 
dominal ligatures  after  an  operation  and 
gave  us  the  traction  threads — a  loop  was 
tied  into  each  knot  of  the  ligature  around 
the  ovarian  and  uterine  arteries.  Each 
ligature  with  its  three  traction  strings 
was  drawn  down  behind  the  cervix  and 
into  the  vagina  through  the  cul-de-sac  by 
a  posterior  vaginal  puncture,  so  much  in 
vogue  at  that  time.  Two  or  three  days 
later,  each  ligature  with  its  bundle  of 
traction  loops,  was  separated  from  the 
other  ligatures  and  their  loops,  and  trac- 
tion first  made  on  the  loop  tied  into  the 
last  knot  of  the  ligature.  This  untied  the 
last  knot.  Then  loop  No.  2  was  drawn 
upon  and  the  second  knot  untied;  and 
finally  loop  No.  3  being  pulled  upon,  the 
last  knot,  or  the  first  when  being  tied, 
came  undone  and  the  ligature  itself  was 
then  pulled  on  and  drawn  out  through  the 
vagina.  We  knew  which  loop  to  pull  on 
first,  as  the  loops  were  designated  by  1 , 
2,  or  3  knots,  depending  on  whether  they 
were  tied  into  the  1st,  2nd,  or  3rd  knot 
of  the  ligature. 

I  recall  the  sense  of  deep  satisfaction 
both  of  the  Attending  and  House  staffs, 
when  we  saw  those  silk  intra-abdominal 
ligatures  all  come  away  as  easily  as  tho 
they  had  been  untied  by  the  fingers.  It 
is  difficult  to  imagine  the  relief  we  felt, 
when  we  knew  that  the  terrors  of  intra- 
abdominal silk  ligatures  had  been  con- 
quered, and  that  abdominal  sinuses,  from 
the  use  of  the  Grad  loop,  were  a  thing 
of  the  past.  Cleveland  wished  to  im- 
prove on  Grad's  idea  and  after  a  while 
came  out  with  his  method  of  removal  of 
intra-abdominal  ligatures,  that  of  tying  a 
sterile  cautery  loop  into  the  knots  of  the 
ligature  and  bringing  both  the  ligatures 


and  cautery  points  into  the  vagina  as 
Grad  had  done.  Three  days  later,  he 
brought  his  storage  battery  to  the  patient's 
bedside  and,  attaching  the  wires  to  the 
cautery  points,  burned  through  the  knots 
and  withdrew  all  the  silk  ligatures.  And 
to  digress,  the  way  that  poor  cul-de-sac 
was  punctured  after  each  operation!  This 
was  always  done  for  drainage,  nearly 
every  case  coming  off  the  table  with  a 
piece  of  gauze  hanging  out  of  the  vagina. 
We  felt  that  we  didn't  dare  to  close  an 
abdomen  without  this  last  piece  of  work. 
We  were  drainage  mad,  but  because  of 
ignorance.  Then  Clark,  of  Johns  Hop- 
kins, revolutionized  our  ideas  and  in  a 
scholarly  monograph,  pointed  out  to  us 
that  we  drained  too  much,  and  so  we  dis- 
continued our  pernicious  habits  which 
were  a  source  of  post-operative  infection 
and  delayed  convalescence.  Then  we 
began  to  close  the  abdomen  without 
drainage  and  to  use  catgut.  And  now 
we  went  through  all  the  eras  of  catgut 
preparation,  alcohol,  cumol,  formaldehyde 
etc. — bi-chloride  and  iodine,  until  at 
present  we  can  produce  an  absolutely 
sterile  gut. 

Up  to  this  time  nearly  every  hysterec- 
tomy was  by  the  abdominal  route  and  with 
no  established  technic,  until  Behr,  of 
Philadelphia,  taught  us  a  positive  method, 
that  of  ligating  both  uterine  arteries 
separately,  close  to  the  uterus,  paying  par- 
ticular attention  to  their  anatomy  and  the 
distribution  of  the  blood  supply.  Modi- 
fication after  modification  followed,  each 
with  its  good  points,  when  Jacobs  and 
Segond  came  to  New  York  and  the  town 
went  vaginal  hysterectomy  crazy.  Large 
uterine  fibroids  were  removed  by  mor- 
cellation  through  the  vagina  after  their 
method,  specially  devised  clamps  being 
employed  to  control  the  hemorrhage. 
Clamps  were  followed  by  the  angiotribe. 
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of  the  Tuffier  and  Thumin  models  with 
modifications  by  Hanks.  Internes  and 
operators  went  to  bed  prepared  at  a  mo- 
ment's notice  to  be  called  up  to  control 
post-operative  and  secondary  hemor- 
rhages. Skene  followed  with  his  electric 
forceps  and  with  good  results,  until  after 
varying  periods  of  trials  and  discussions, 
catgut  was  more  generally  employed  and 
the  Profession  taught  that  vaginal  hyster- 
ectomy had  its  indications  and  limits  in 
selected  cases,  as  opposed  to  abdominal 
work. 

As  to  hand  sterilization,  there  is  no 
comparison  of  our  present  methods  and 
those  of  fifteen  or  even  ten  years  ago,  due 
entirely  to  the  introduction  of  rubber 
gloves.  We  have  reduced  the  number  of 
steps  in  the  process,  yet  still  maintain  per 
feet  surgical  cleanliness  and  asepsis. 
Scrubbing  for  five  minutes  with  soap  and 
running  water,  immersion  of  the  hands 
in  an  antiseptic  solution  and  the  wearing 
of  sterile  rubber  gloves  will  assure  perfect 
asepsis.  In  direct  contrast,  I  recall  the 
method  used  at  the  Woman's  Hospital 
in  1896:  vigorous  scrubbing  for  ten 
minutes  with  green  soap  and  hot  running 
water,  washing  the  arms  with  95  per  cent 
alcohol;  immersion  above  forearms  in  a 
basin  of  permanganate  of  potash  followed 
by  the  same  procedure  in  strong  oxalic; 
then  immersing  in  a  solution  of  equal  parts 
of  hydrogen  peroxide  and  lime  water  to 
neutralize  the  sting  of  the  oxalic;  and 
finally,  rinsing  off  in  sterile  normal  saline. 
The  finger  nails  were  of  course  thorough- 
ly cleaned  before  beginning  the  steriliza- 
tion. Gloves  were  not  worn.  Internes 
went  to  bed  every  night  with  their  arms 
swathed  in  vaseline  and  bandages,  be- 
cause of  their  irritated  condition.  The 
chlorinated  soda  method  was  then  tried 
and  then  formaldehyde.  Medical  jour- 
nals were  full  of  new  ways  to  sterilize  the 


hands.  Cotton  gloves  came  into  use,  then 
rubber  ones  of  varying  thickness,  until 
we  now  have  a  safe  and  sane  method  of 
hand  sterilization  relying  more  on  rubber 
gloves  than  anything  else.  Our  mortality 
now  should  not  be  more  than  Yl  Per  cent- 
We  rarely  think  of  septic  peritonitis  fol- 
lowing a  clean  case,  where  formerly  we 
never  knew  when  to  expect  it. 

In  no  way  have  our  methods  changed 
more  than  in  post-operative  treatment. 
Instead  of  limiting  the  motion  of  our  pa- 
tients while  in  bed  after  operative  inter- 
ference ;  instead  of  tying  their  legs  and 
knees;  we,  on  the  contrary,  encourage 
them  to  move  about  as  much  as  possible, 
changing  their  position  frequently  and  as- 
suming different  postures.  Patients  were 
kept  in  bed  weeks  where  now  they  are  out 
of  bed  in  ten  days  or  even  less,  except  in 
complicated  cases.  We  now  know  that 
more  post-operative  phlebitis  occurs  in 
those  patients  kept  in  bed  for  long  periods 
than  in  those  who  are  out  earlier.  Boldt 
has  been  very  radical,  getting  his  patients 
out  of  bed  the  afternoon  of  operatoin,  and 
having  them  sit  in  a  chair.  We  are  not 
yet  ready  to  accept  his  radical  views. 

We  allow  plenty  of  fluid  and  begin 
to  feed  patients  early,  realizing  that  in 
giving  solid  food  as  soon  as  possible  we 
give  the  intestines  something  to  do  and 
there  is  less  gas  formation.  We  now 
have  a  definite  procedure  for  septic  cases, 
the  Murphy  drip,  Fowler's  position,  the 
employment  of  polyvalent  or  autogenous 
vaccines,  and  blood  counts.  We  now 
have  a  positive  treatment  for  puerperal 
septic  cases  based  on  scientific  principles: 
namely,  first,  the  let-alone  policy,  which 
means  the  non-disturbance  of  the  uterus 
with  the  curette;  and  secondly,  we  dif- 
ferentiate between  a  saphropytic  and  a 
staphylococcic  and  strepto-coccic  infec- 
tion.   We  now  have  the  pathologist  to 
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guide  us  with  his  bacterial  examination 
of  the  blood  stream  and  the  isolating  of 
the  offending  bacterium.  We  now  recog- 
nize the  grave  danger  of  opening  the  ab- 
domen in  presence  of  a  parametric  exudate 
of  staphylo  or  strepto-coccic  origin,  in  fact 
we  would  never  think  of  jeopardizing  our 
patient  by  doing  this.  It  is  now  known 
that  most  of  these  parametric  masses  will 
disappear  in  time,  and  that  those  which 
go  on  to  suppuration  are  to  be  attacked 
from  below  by  vaginal  section  and 
drained.  On  the  contrary,  gonorrhea! 
masses,  which  are  never  parametric,  can 
safely  be  attacked  from  above  after  sub- 
sidence of  the  acute  stage ;  for  ihe  tubes 
are  usually  sterile  in  six  weeks.  It  is 
usually  never  necessary  to  drain  if  an  old 
gonorrheal  pus  tube  ruptures  during  op- 
eration. I  never  do  and  have  never  had 
a  fatality. 

It  is  unnecessary,  here,  to  go  into  the 
author's  personal  method  of  post-operative 
treatment,  as  every  operator  has  his  own 
individual  views  on  this  subject.  Suffice 
to  say,  that  patients  are  fed  early,  gotten 
up  out  of  bed  quickly,  tonic  treatment  in- 
stituted as  a  routine  measure,  and  the 
bowels  opened  every  day.  A  full  quota 
of  sleep  is  insisted  on,  and  the  patient,  on 
leaving  the  hospital  is  examined  and  given 
directions  as  to  her  future  manner  of 
living  during  the  remainder  of  her  conva- 
lescence. If  a  plastic  case,  one  set  of 
directions  is  given;  if  a  section,  another. 

As  to  refinements  in  operative  tech- 
nic, I  will  give  an  outline  of  what  I  do 
on  my  own  service  at  the  L.  I.  C.  H.  in 
certain  conditions,  hoping  that  those  who 
discuss  this  paper  will  reciprocate  and  give 
me  an  idea  of  their  methods,  for  only  by 
comparison  of  different  operator's  ideas, 
can  we  learn. 

Plastic  cases  receive  an  iodine  douche 
only  before  operation  instead  of  the  bi- 


chloride and  the  vagina  is  not  scrubbed 
previously  with  soap  and  water.  Sims 
position  has  disappeared  for  obvious  rea- 
sons, and  the  dorsal  is  used  in  all  cases. 
Chromic  gut  is  used  for  all  sutures ;  oc- 
casionally, s.  w.  g.  being  employed  as 
outside  perineal  sutures.  Trachelorrha- 
phies are  done  on  all  cervices  showing,  on 
ocular  inspection,  no  cystic  tissue,  other- 
wise, an  amputaition  is  performed  after 
the  Emmet  method.  The  Emmet  peri- 
neum has  been  discarded  for  the  Holden 
or  the  Barrett,  modified  to  suit  the  author. 
Prolapsus  and  cystocele  are  treated  by 
the  inter-position  method  and  uniformly 
good  results  obtained.  I  do  not  believe 
that  a  cystocele  can  be  cured  by  a  simple 
mucous  membrane  denudation.  It  has 
been  noticed  that  inter-position  cases  di- 
^  ide  themselves  into  two  classes,  those 
which  bleed  very  badly  when  the  bladder 
is  separated  from  the  uterus,  and  those  in 
which  the  hemorrhage  is  of  no  account. 
During  the  operation,  opportunity  is  af- 
forded to  enter  the  peritoneal  cavity  an- 
teriorly and  to  do  any  other  work,  such 
as  shortening  the  round  ligaments,  steriliz- 
ing the  tubes,  or  examining  the  adnexa. 
Other  operations  on  the  adnexa,  I  prefer 
to  do  by  the  abdominal  route,  especially 
where  there  are  adhesions. 

Abdominal  fixation  is  never  done  be- 
fore the  menopause  and  rarely,  after- 
wards. Of  the  suspension  methods  in 
vogue,  I  have  selected  the  Webster  as 
being  both  simple  and  effective.  It  con- 
sists in  shortening  the  round  ligaments 
intra-abdominally,  by  picking  them  up  in 
the  middle,  and  drawing  them  back 
through  the  broad  ligaments  and  then 
fastening  them  to  the  posterior  portion  of 
the  fundus.  I  have  endeavored  to  use 
only  two  ligatures  in  tying  off  a  tube,  and 
always  exsect  the  cornu  and  lembert  over 
raw  surfaces  to  prevent  post-operative  ad- 
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hesions. 

In  conservative  ovarian  work,  especial 
care  is  taken  to  use  fine  suture  material 
and  fine  needles — to  handle  the  ovary  with 
as  much  care  as  possible  and  not  bruise  it, 
and  always  tack  it  up  to  restore  the  cir- 
culation, following  out  Clark's  ideas  on 
this  subject. 

I  do  not  conserve  pus  tubes  or  pus 
ovaries.  I  do  not  believe  in  conserving 
badly  cystic  ovaries,  having  had  to  open 
a  number  of  cases  for  secondary  operation 
on  previously  conserved  ovaries.  But  be- 
cause I  see  a  few  cysts  on  an  ovary  I 
don't  conserve,  never  operating  except  for 
symptoms  and  recognizing  that  the  ovary 
always  has  on  its  surface  a  few  cysts 
which  are  normal  and  physiological.  The 
age  of  the  patient  is  taken  into  considera- 
tion, her  social  status,  the  prospects  for 
children  and  her  desire  for  them,  the  pros- 
pects of  marriage  and,  finally,  whether 
she  wishes  her  ovaries  or  ovary  removed. 
For  I  believe  no  ovary  should  be  sacri- 
ficed until  all  these  points  have  been 
cleared  up  to  the  operator's  complete  satis- 
faction. Castration  of  young  women  Is 
avoided,  if  by  any  chance  even  a  portion 
of  one  ovary  can  be  saved. 

Lately  I  have  been  experimenting  with 
Lutein  to  combat  the  nervous  phenomena 
of  the  menopause  or  of  an  artificially  in- 
duced menopause.  So  far,  I  have  had 
but  one  positive  result.  Frank,  of  N.  Y. 
says  that  it  is  useless,  his  opinion  being 
based  on  a  series  of  scientific  observations 
and  experiments,  in  a  recent  article  in 
Surgery,  Gynecology,  and  Obstetrics. 

In  hysterectomy,  both  ovaries  are  saved, 
if  possible,  and  always  tacked  up  to  main- 
tain good  circulation.  In  supra-vaginal 
hysterectomy,  the  ovarian  and  uterine 
stumps  of  the  broad  ligaments  are  sutured 
into  the  cervical  stump  to  support  it  and 
preserve  the  integrity  of  the  vaginal  vault. 


I  believe  this  should  always  be  done.  A 
wedge  shaped  piece  is  first  excised  from 
the  cervix. 

The  appendix  is  removed  in  all  cases, 
simply  tied  off,  and  amputated  by  the 
cautery. 

In  gonorrheal  double  salpingitis,  a 
supra-vaginal  hysterectomy  is  always  per- 
formed and  the  cervical  canal  cauterized 
by  the  Pacquelin — the  author's  views  be- 
ing published  in  a  recent  article  in  the 
American  Journal  of  Surgery.  Drain- 
age is  rarely  instituted  except  in  porterior 
section  for  acute  suppurating  processes  or 
whatever  bacterial  origin. 

The  abdomen  is  never  opened  when 
there  is  acute  strepto-coccic  infection. 
Vaccines  are  used  as  much  as  possible 
where  their  use  is  indicated.  Some  posi- 
tive results  have  been  gained  from  the 
use  of  the  gonorrheal  vaccine  and  with 
Dr.  VanCott's  poly-valent  vaccine. 

The  lead  plate  of  Dr.  Ernest  Palmer 
is  advocated  for  the  treatment  of  vesico- 
vaginal fistulae.  Its  use  violates  every 
known  principle  in  use  at  the  present  time 
for  operating  in  this  condition,  but  I  know 
of  no  method  which  has  been  productive 
of  such  success  as  this  radical  idea  of  his. 

So  far  as  carcinoma  is  concerned,  I 
know  of  no  operation  by  which  we  can 
guarantee  a  cure.  In  inoperable  cases, 
we  can  only  alleviate  the  condition  tem- 
porarily in  spite  of  all  our  advances.  Re- 
ports of  absolute  cures  are  infrequent.  I 
never  cured  a  case  in  all  my  experience. 

All  ante-operative  cases  are  put  on  a 
daily  douche,  if  conditions  allow;  strych- 
nine; and  a  microscopic  examination  is 
made  for  the  gonococcus  from  smears 
taken  from  the  vulva,  vagina,  and  a  "24 
hour"  cervical  tampon.  In  all  septic 
cases,  blood  counts  are  made,  both  a  leu- 
cocyte and  a  differential.  The  urine  fs 
always  examined.     If  there  is  no  plastic 
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work  to  be  done,  I  will  operate  during  a 
menstrual  period  and  have  no  ill  effects 
follow.  In  fact  I  notice  no  difference  in 
the  appearance  of  the  genital  organs. 
Bissell  reports  an  increase  of  serum  in  the 
pelvic  cavity  at  this  time,  which  he  be- 
lieves responsible  for  the  carrying  of  the 
ovum  after  rupture  of  the  Graafian  fol- 
licle to  the  fimbriated  end  of  the  tube. 

Such,  in,  detail,  is  an  epitome  of  the 
recent  changes  in  our  ante  and  post-opera- 
tive treatment,  and  in  the  refinements  of 
our  operative  technic.  The  changes 
which  we  have  adopted  and  welcomed, 
appear  to  be  in  the  nature  of  a  simplifica- 
tion of  our  routine  methods  and  a  better 
understanding  of  the  pathological  condi- 


tion with  which  we  are  dealing.  We  are 
also  prepared  to  use  any  new  idea  which 
we  know  has  been  tried  out,  to  minister 
to  our  patient's  comfort. 

We  have  to  honor  the  pioneers  in  pelvic 
surgery,  (and  they  were  the  gynecolo- 
gists), for  they  fought  under  great  dis- 
couragements and  also  worked  in  the 
dark,  doing  the  best  thoy  could.  We 
are  still  further  indebted  to  those  of  a 
later  generation,  whose  radical  ideas  have 
helped  to  improve  our  technic,  and,  who 
working  hand  in  hand  with  the  patholo- 
gist, have  evolved  a  properly  working 
scheme  in  which  empiricism  should  play 
no  part. 


PYURIA  IN  WOMEN. 

By  H.  D.  FURNISS,  M.  D. 

NEW  YORK. 


THE  subject  of  Pyuria  is  one  of  in- 
tense interest,  and  with  the  facilities 
we  now  possess,  it  is  possible  to  determine 
in  mostly  all  instances  both  the  source  and 
cause  of  purulent  urine.  Only  those  cases 
in  which  pus  has  its  origin  in,  or  is  dis- 
charged through  the  urinary  system 
should  be  properly  included  under  the 
term  pyuria.  This  would  exclude  the 
admixture  of  pus  from  the  cervix,  vulva 
etc. 

In  all  instances  a  careful  history  of 
the  previous  and  present  condition  of  the 
patient  should  be  taken,  for  frequently  it 
gives  us  a  clue  as  to  the  method  of  going 
about  an  examination.  Should  there  have 
been  an  attack  of  pain  in  the  kidney  re- 
gion, or  along  the  course  of  the  ureter, 
suggestive  of  renal  or  ureteral  stones,  our 
first  procedure  is  to  have  radiographs 
taken  of  the  entire  urinary  tract.  The 


patient  with  pus  in  her  urine  should  be 
directed  to  take  a  douche,  then  void,  and 
bring  a  specimen.  This  is  carefully  ex- 
amined microscopically  and  chemically. 
While  there  is  nothing  characteristic  of 
the  pus  cell  denoting  its  origin,  unless  it 
forms  part  of  a  tube  cast,  we  are  frequent- 
ly able  to  tell  from  the  macroscopical 
appearance  of  the  urine  if  it  is  of  extra- 
vesical  origin.  When  the  source  is  renal 
and  the  amount  of  pus  moderate,  or  large, 
and  there  is  no  cystitis,  it  will  be  found 
that  the  pus  settles  down  solidly  in  the 
glass,  with  clear  or  slightly  turbid  super- 
natent  urine. 

In  all  instances,  a  painstaking  examina- 
tion should  be  made  for  tubercle  bacilli, 
especially  in  unmarried  women,  and  in 
those  in  whom  some  other  cause  for  the 
pyuria  is  not  apparent.  Of  course  in  such 
an   examination   of   a   voided  specimen 
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there  is  the  chance  of  confusion  with  the 
smegma  bacillus,  should  an  acid  fast  ba- 
cillus be  found,  and  then  a  catheterized 
specimen  should  be  secured.  All  of  these 
procedures  should  give  an  idea  as  to  what 
we  may  find. 

Except  in  cases  of  gonorrhoeal  ureth- 
ritis, pus  from  the  urethra  is  rare.  It  oc- 
curs when  stones  or  other  foreign  bodies, 
are  lodged  in  the  urethra;  occasionally  in 
the  condition  described  by  Kelly  as  sub- 
urethral abscess  or  abscess  of  the  vesico- 
vaginal septum,  in  which  an  abscess  forms 
and  discharges  into  the  urethra.  We  can 
determine  the  urethral  origin  of  pus  by 
stripping  the  urethra  some  time  after  uri- 
nation or  by  the  two  or  multiple  glass  test 
of  the  urine. 

The  bladder  is  the  reservoir  for  the 
urine  from  the  two  kidneys,  and  pus  found 
in  the  bladder  urine,  does  not  indicate  ne- 
cessarily the  bladder  as  the  origin  of  the 
pus.  As  a  matter  of  fact,  the  majority 
of  purulent  urines  are  due  to  some  extra- 
vesical  lesion.  We  see  cases  of  cystitis, 
but  protracted  uncomplicated  ones  are 
rather  rare.  Vesical  stones  would  be  a 
cause,  but  stones  in  the  female  bladder 
are  seldom  seen,  the  proportion  has  been 
placed  as  one  to  two  hundred  in  the  male. 
Occasionally  foreign  bodies  have  been 
introduced  into  the  bladder;  the  hairpin 
seems  to  be  the  one  more  frequently  en- 
countered, intentionally  or  accidentally 
when  using  same  for  purposes  of  mastur- 
bation. When  a  primary  or  secondary 
bladder  growth  begins  to  break  down, 
cystitis  and  pyuria  occur.  The  few  cases 
of  uncomplicated  cystitis  I  have  seen  have 
been  mostly  in  elderly  women. 

At  times  we  see  cases  where  pus  is 
discharged  into  the  bladder  from  an  ab- 
scess connecting  with  the  genital  organs, 
but  they  are  infrequent. 

By  far  the  greatest  number  of  cases  of 


pyuria  are  of  renal  origin  and  the  number 
of  conditions  that  may  give  rise  to  this 
are  numerous;  to  be  mentioned  are: 

Hematogenous  renal  infections;  these 
may  be  mild,  causing  the  patient  a  little 
disturbance,  or  severe  enough  to  be  fatal. 
The  original  focus  may  be  intestinal 
(colon  bacillus),  some  operation  wound, 
or  a  furuncle.  I  believe  that  many  of  the 
cases  we  see  of  frequent  urination,  slight 
pyuria,  with  at  times  renal  pains  are  due 
to  hematogenous  renal  infections  that 
persist  as  pyelitis.  I  have  had  several 
post-operative  cases  relieved  of  all  symp- 
toms by  irrigation  of  the  kidney  pelvis. 
In  the  severe  acute  hematogenous  infec- 
tions, when  the  parenchyma  of  the  kidney 
is  markedly  involved,  we  get  small  or 
moderate  amounts  of  pus,  and  different 
forms  of  casts,  including  pus  casts.  In 
these  cases  the  casts  seem  to  be  larger  than 
in  cases  of  nephritis. 

Kidney  stones;  in  cases  of  renal  stones, 
especially  those  in  which  the  stones  are 
in  the  pelvis,  infection  is  liable  to  sooner 
or  later  occur.  When  the  stones  are  in 
the  ureter  there  is  often  a  dilation  of 
the  pelvis  and  of  the  ureter  above  the 
point  of  lodgment ;  infection  here  will  most 
likely  soon  take  place.  The  diagnosis  of 
the  cause  is  suspected  from  the  history, 
ureteral  obstruction,  scratch  marks  on 
waxed  catheter,  etc.,  but  best  by  radio- 
graph. 

Tuberculosis;  Bladder  symptoms  may 
appear  before  there  is  pus  in  the  urine  and 
before  changes  can  be  observed  cysto- 
scopically.  The  bacilli  may  be  found 
now,  or  it  may  be  some  time  before  they 
can  be  detected.  Sooner  or  later  pus 
appears  in  the  urine  and  before  changes 
in  the  ureter  have  manifested  themselves 
it  will  be  necessary  to  catheterize  the 
ureters  to  determine  from  which  side  the 
pus  emanates.     As  the  renal  condition 
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progresses  ureteric  and  bladder  changes 
will  occur,  that  point  to  the  involved 
kidney;  after  a  time  the  bladder  becomes 
so  markedly  diseased  and  intolerant  to 
fluid  that  a  satisfactory  examination  is 
impossible.  In  these  advanced  cases,  the 
Kelly  endoscopic  method  has  seldom 
failed  me,  yet  I  have  at  times  been  un- 
able to  gain  any  satisfactory  information 
in  those  cases  where  the  bladder  was  a 
small  cavity  evenly  lined  with  granulation 
tissue.  Here  palpitation  per  vaginam, 
shows  a  thickened  ureter  on  the  involved 
side,  and  in  some  instances  an  enlarge- 
ment of  the  kidney  has  been  noticed.  f 
find  in  talking  with  Doctors  that  they 
often  express  themselves  as  sceptical  con- 
cerning the  tubercular  condition  of  a  kid- 
ney, because  they  are  unable  to  map  out 
an  enlarged  organ.  This  enlargement  is 
by  no  means  the  rule;  frequently  the  or- 
gan is  smaller  than  normal,  though  the 
seat  of  marked  tubercular  destruction. 

Pyelitis  of  pregnancy  may  exist,  caus- 
ing the  patient  no'  inconvenience  except 
frequency  of  urination.  When  there  is 
retention  then  we  have  perhaps  pSin  in 
the  kidney  region,  chill  or  temperature. 
Sometimes  fever  with  or  without  chills 
may  be  the  only  symptoms.  Whether  the 
obstruction  results  from  uterine  pressure 
or  narrowing  of  the  ureteral  mucosa  from 
congestion,  which  is  a  part  of  the  general 
pelvic  congestion,  it  is  hard  to  determine. 
Where  expectant  treatment  has  failed, 
ureter  catheterism  frequently  has  relieved 
the  acute  symptoms  even  though  the 
pyuria  has  persisted. 

Gonorrhoeal  infections  are  rare,  only 
1 2  positive  cases    (quoting   Nixon)  six 


mixed  and  six  pure  being  reported. 

Infections  of  the  kidney  pelvis  are  apt 
to  occur  after  operations  for  ureteral  fis- 
tulae  whether  the  ureter  is  anastomosed 
into  the  bladder  or  intestine.  Either  of 
two  conditions  predipose  to  infection,  lack 
of  sphincteric  control,  or  stenosis,  with 
the  consequent  dilation  of  the  ureter  and 
kidney  pelvis. 

Another  condition,  more  frequently 
encountered  than  one  would  imagine  is 
ureteral  constriction,  with  dilation  of 
ureter  and  pelvis,  due  to  adnexal  disease, 
parametrial  inflammation,  distortion  of  the 
ureter  by  malposition  of  the  uterus  or  pres- 
sure of  new  growths.  In  those  instances 
where  this  kinking  is  due  to  inflammation, 
there  are  apt  to  be  attacks  of  pain,  which 
at  first  coincide  with  the  menstrual  period. 

Dr.  H.  D.  Furniss,  in  illustrating  his 
paper,  described  the  following  case: 

This  patient  twelve  years  ago  began  to 
have  severe  pain  in  the  right  renal  region, 
the  attacks  coming  on  at  first  every  six 
months.  As  time  went  on  the  attacks  be- 
came more  severe  and  more  frequent;  for 
the  two  months  before  operation  the  inter- 
val between  was  six  days.  In  testing  the 
functional  capacity  of  the  kidney  it  was 
found  that  phenolsulphonepthalein  was 
eliminated  from  the  left  kidney  in  ten 
minutes,  and  none  from  the  right  within 
a  period  of  twenty-five  minutes.  Suspect- 
ing renal  calculus  she  was  radiographed 
with  a  negative  result.  She  was  operated 
upon  and  a  marked  dilation  of  the  kidney 
pelvis  with  atrophy  of  the  kidney  sub- 
stance was  found.  The  ureter  came  off 
from  the  pelvis  high  up,  and  was  kinked 
at  this  point.  The  explanation  he  had  to 
offer  was  that  the  obstruction  became 
complete  at  the  time  of  the  attacks  of 
pain,  and  that  relief  follow  its  dilation 
from  the  pressure  of  the  urine  in  the 
distended  pelvis.  This  case  was  seen 
through  the  courtesy  of  Dr.  Madge  Mc- 
Guinness  and  was  operated  upon  by  Dr. 
Gertrude  Kelly. 


ARTERIAL  LIGATION  FOR  IRREMOVABLE  CANCER  OF 

PELVIC  ORGANS. 


By  Wm.  S.  BAINBRIDGE,  M.  D. 


Technic  as  now  employed. 

AN  incision  is  made  a  little  to  the  right 
or  left  of  the  median  line  of  the 
abdomen,  the  cut  being  carried 
quickly  through  all  the  tissues,  down  to 
the  peritoneum.  The  abdominal  cavity 
having  been  opened,  the  patient  is  placed 
in  the  Trendelenburg  position,  The  in- 
testines are  then  displaced  toward  the 
diaphragm,  in  order  to  give  free  access 
to  the  pelvis,  being  dyked  off  with  warm 
pads  so  they  cannot  come  down.  This 
gives  a  free  view  of  the  entire  pelvis, 
which  is  absolutely  essential. 

The  ovarian  arteries  are  now  ligated, 
just  above  the  pelvic  brim,  in  one  or  two 
places,  usually  one  being  sufficient.  Pag- 
enslecher  thread  or  strong  silk  is  used  for 
this  purpose.  It  is  important  that  the 
ligature  be  very  securely  tied  in  order  to 
insure  complete  occlusion  of  the  vessel. 

The  peritoneum  on  the  posterior  wall 
of  the  abdomen  is  opened  by  a  curved 
incision  extending  from  one  internal  iliac 
artery  to  the  other,  with  the  convexity  up- 
ward. As  a  rule  this  incision  gives  free 
access  to  all  the  retroperitoneal  structures 
in  the  pelvis;  occasionally,  however,  the 
meso-sigmoid  is  so  short,  or  the  adhesions 
are  so  extensive,  that  it  is  difficult  to  ac- 
complish all  that  is  necessary  through  the 
transverse  incision.  In  such  cases  the 
ends  of  the  incision  in  the  peritoneum  may 
be  prolonged  downward  over  the  iliac 
vessels. 

The  internal  iliac  artery  of  each  side 
is  ligated  in  turn.  The  artery  is  carefully 
separated  from  its  vein  and  ligated  in  two 
places.     The  first  ligature  is  placed  just 


below  the  bifurcation  of  the  common  iliac 
and  the  second  is  placed  half  an  inch  be- 
low the  first.  With  a  large  plain  clamp 
the  artery  is  crushed  between  the  two  liga- 
tures. 

In  atheromatous  conditions  it  may  be 
necessary  to  tie  the  common  iliac  in  order 
to  obviate  the  danger  of  rupture  following 
erosion  of  this  vessel  by  cancerous  glands 
at  the  bifurcation. 

If  it  is  possible  to  go  below  without 
getting  into  cancerous  tissue,  the  uterine 
and  the  obturator  arteries  in  addition  may 
be  ligated  individually. 

The  sacra  media,  if  large  enough  to 
warrant  it,  is  next  ligated,  one  ligature 
sufficing  for  this. 

The  ligation  operation  being  com- 
pleted, and  accompanying  pathological 
conditions  corrected  in  proper  sequence 
and  to  whatever  extent  is  feasible,  the  pos- 
terior layer  of  peritoneum  is  closed,  the 
intestines  and  omentum  are  replaced  in 
position,  and  the  anterior  layer  of  peri- 
toneum is  brought  together  with  a  few 
simple  stitches.  The  abdominal  wall  is 
then  closed  with  through-and-through 
sutures  of  silkworm  gut  or  silk  thread. 
After  the  abdomen  is  closed  the  patient 
may  be  placed  in  the  lithotomy  position 
and  thorough  curettage,  by  the  Byrne 
method  or  otherwise,  may  be. done,  where 
such  procedure  is  advisable.  With  the 
arteries  ligated  as  above  described,  the 
uterus  may  be  curetted  to  a  shell  without 
danger  of  hemorrhage.  Zinc  chlorid  or 
acetone  may  now  be  applied  to  the  in- 
terior of  the  uterine  cavity. 
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Wherever  possible  the  ovaries  are  re- 
moved. In  the  course  of  the  operation, 
the  glands  along  the  iliac  vessels  are  re- 
moved in  one  piece  if  possible,  hot  pads 
being  used  to  prevent  venous  oozing. 
The  advantages  of  the  method  are:  In 
controlling  hemorrhage;  checking  exten- 
sion of  malignant  growth;  mitigation  of 
physical  pain  and  mental  suffering;  dimin- 
ishing absorption  of  toxic  products;  facili- 
tating the  discharge  of  pus  and  necrotic 
tissue;  permitting  the  application  of  other 
surgical  and  non-surgical  measures  and 
giving  a  psychic  adjuvant  to  the  physical 
measures  employed 

Cases  Suitable  for  Ligation. 

In  the  class  of  cases  under  discussion 
the  method  is  not  applied  with  a  view  to 
effecting  a  cure.  On  the  contrary,  it  is 
essentially  a  palliative  procedure,  and, 
like  all  such  measures,  is  limited  in  its 
field  of  usefulness. 

It  is  to  be  borne  in  mind  that  this  par- 
ticular application  pf  the  ligature  is  not 
identical  with  that  which  has  for  its  pur- 
pose merely  the  control  of  hemorrhage  as 
a  preliminary  to  hysterectomy  or  other 
extensive  surgical  procedure  in  the  pelvis 
in  so-called  operable  cases.  Nor  is  it  to 
be  inferred  that  it  is  advocated  in  all  cases 
of  ad/anced  cancer  which  are  no  longer 
amenable  to  the  usual  surgical  methods 
for  the  removal  of  cancer  of  the  pelvic 
organs. 

The  method  is  not  applicable: 

( 1 )  If  the  patient  is  in  extremis  or 
markedly  septic. 

(2)  If  the  cancer  is  thoroughly  dis- 
seminated throughout  the  abdomen  as 
well  as  the  pelvis. 

(3)  If  the  bladder  and  rectum  are 
already  extensively  involved,  so  that  cut- 
ting off  the  blood  supply  sufficiently  to 
accomplish  the  purpose  of  the  procedure 
would  cause  the  general  sloughing  of  these 


parts. 

(4)  If  cancerous  adhesions  are  so  ex- 
tensive that  it  is  impossible  to  reach  the 
vessels  for  the  purpose  of  ligation  without 
breaking  up  such  adhesions,  thus  still 
more  widely  disseminating  the  cancerous 
material,  or  hastening  death  from  septic 
peritonitis. 

(5)  If  there  is  no  hemorrhage,  if  the 
patient  is  as  comfortable  as  can  be  ex- 
pected under  the  circumstances,  if  there 
are  no  urgent  symptoms  warranting  some 
more  radical  attempts  at  relief  than  are 
usually  employed  in  the  treatment  of  irre- 
movable cancer  of  the  pelvic  organs,  and 
if  the  disease  is  of  very  slow  growth. 

The  method  is  applicable: 

( 1  )  If  hemorrhage  which  cannot  be 
controlled  by  other  measures  threatens 
death. 

(2)  If  hemorrahage  has  been  suffi- 
ciently severe  or  frequent  to  warrant  the 
fear  of  fatal  return  at  any  time. 

(3)  If  hemorrhage  is  sufficient  to 
cause  a  constant  drain  on  the  patient's 
vitality. 

(4)  When  the  disease  is  so  extensive 
as  to  render  curettage  and  other  necessary 
measures  dangerous  because  of  hemor- 
rhage. 

(5)  When,  with  no  contra-indica- 
tive conditions,  there  is  reason  to  believe: 
(a)  that  by  controlling  in  a  measure  the 
progress  of  the  disease,  the  pain,  fetor 
and  discharge  may  be  lessened;  (b)  that 
various  pressure  symptoms  may  be  re- 
lieved; (c)  that  intestinal  obstruction  may 
be  corrected;  (d)  that  other  conditions 
giving  rise  to  symptoms  may  be  rectified. 

(6)  When  all  other  measures  have 
failed  to  give  any  relief  from  the  symp- 
toms in  the  given  case,  when  the  patient 
demands  that  something  more  be  done, 
and  when  there  is  any  hope  of  mitigating 
suffering  and  prolonging  life. 


SEPTIC  ENDOCARDITIS. 


By  JOHN  R.  STIVERS,  M.  D. 


The  disease  is  an  inflammation  affect- 
ing the  lining  membrane  of  the  heart,  par- 
ticularly that  portion  covering  the  valves. 
The  disease  is  also  spoken  of  as  malig- 
nant, ulcerative  or  infective. 

It  is  held  by  some  writers  that  septic 
endocarditis  is  an  aggravated  form  of 
simple  or  rheumatic  endocarditis. 

Clinical  experience  and  close  observa- 
tion would  tend  to  show  that  the  septic 
form  is  a  separate  and  distinct  disease 
from  the  simple  form. 

The  disease  is  caused  by  the  strepto- 
coccus, staphylococcus,  or  pneumococcus. 

Malignant  endocarditis  may  occur  as 
an  independent  disease  but  more  often  ac- 
companies or  follows  some  other  disease 
of  a  septic  nature,  as  rheumatism,  pneu- 
monia, scarlatina  gonorrhoea,  puerperal 
sepsis,  otitis  media,  etc. 

In  severe  cases  warty  growths  form  on 
the  margins  of  the  valves  and  prevent  per- 
fect closure  thus  causing  a  murmur.  These 
growths  may  be  torn  off  by  the  force  of 
the  blood  current  and  form  emboli  in  any 
part  of  the  body. 

In  some  cases  even  where  the  attack 
is  severe  it  will  be  difficult  to  make  out  a 
murmur,  due  to  the  inflammation  being  at 
a  distance  from  the  valve  the  so-called 
mural  endocarditis. 

The  method  of  introduction  of  the  in- 
fection and  the  cause  of  its  being  engraft- 
ed upon  the  endocardium  is  not  well  un- 
derstood. The  endocardium  is  supposed  to 
have  low  resistive  powers  to  the  invasion 
of  certain  germs.  Furthermore  the  disease 
usually  attacks  persons  already  weakened 
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by  some  primary  trouble.  Pain  is  not  a 
constant  symptom. 

Examination  of  the  blood  is  very  im- 
portant. Can  usually  recover  the  organism 
producing  the  disease.  Disease  usually  be- 
gins insidiously.  Among  the  most  common 
symptoms  are  chills  recurring  at  irregular 
intervals  followed  by  fever  and  sweats. 
The  temperature  is  very  irregular.  Patient 
appears  very  sick — is  pale  and  has  an 
anxious  look  on  face.  Feels  better  to 
have  head  slightly  raised.  Skin  likely  to 
be  cold  and  clammy,  pulse  rapid,  thready 
and  of  low  tension  except  in  those  having 
arterio-sclerosis  or  kidney  trouble.  Apex 
of  reart  forced  downward  and  outward; 
area  of  dullness  increased,  all  of  which 
show  enlargement  of  heart. 

One  or  more  murmurs  usually  present. 
Valves  attacked  in  order  of  frequency  as 
follows;  mitral,  aortic,  tri-cuspid,  semi- 
lunar. 

Disease  must  be  differentiated  from  ty- 
phoid, malaria  and  all  septic  conditions. 
Duration  from  a  few  days  to  several 
weeks,  six  or  seven  weeks  being  about 
the  average. 

Medical  treatment  had  but  little  effect. 
The  course  usually  pursued  is  eliminative 
and  supportive.  The  sera  have  thus  far 
proven  ineffectual.  The  rise  of  an  auto- 
genous vaccine  offers  more  hope.  Patient 
should  be  kept  in  bed  and  absolutely  at 
rest. 

Septic  endocarditis  usually  attacks  those 
who  already  have  a  damaged  heart,  that 
is  valvular  trouble. 

(Discussion  of  this  paper  on  Page  97) 
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OBSERVATIONS  ON  THE  INFLUENCE  OF  IPECAC 
UPON  INTESTINAL  AMEBIOSIS. 

By  DUDLEY  D.  ROBERTS,  M.  D. 


Five  cases  were  reported  by  Dr. 
Roberts  in  each  of  which  motile  amebae 
were  found  in  scrapings  from  the  mucosa 
of  the  rectum  or  sigmoid  colon.  Two  cases 
were  believed  to  be  true  ulcerative  colitis 
due  to  the  ameba  coli.  The  remaining 
three  were  merely  cases  of  catarrhal  colitis 
in  which  careful  examination  of  the  mucus 
from  the  membrane  showed  a  few  speci- 
mens of  the  amebae.  These  cases  were 
all  treated  with  ipecac,  forty  grains  for 
several  successive  nights  and  diminishing 
doses  for  the  next  five  to  seven  nights. 
One  hour  before  the  administiation  of 
ipecac  it  was  his  practice  to  order  fifteen 
to  twenty  drops  of  tincture  of  opium.  This 
seemed  to  tend  to  prevent  excessive  cathar- 
sis. Emesis  was  not  troublesome  because 
tr,e  pulv.  ipecac  was  administered  in  pill, 
which  had  been  given  several  successive 
coats  of  salol  and  keratin. 

In  each  case  there  was  an  absolute  dis- 
appearance of  the  amebae  from  the  walls 
of  the  intestine.  The  cure  of  the  ulcera- 
tive cases  was  prompt  and  permanent  al- 
though the  patients  had  suffered  from  dy- 
sentery respectively  for  twenty  two  and 
twelve  years.    The  cases  which  were  ca- 
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tarrhal  in  character  were  in  no  way  affect- 
ed by  ipecac  treatment.  The  following 
conclusions  were  suggested  by  t'.ese  obser- 
vations. 

1 .  Musgrave  and  Clegg  are  probably 
right  in  their  contention  that  all  ameba  are 
or  may  become  pathogenic.  We  have  no 
criteria  for  positive  differentiation  between 
pathogenic  and  non-pathogenic  varieties. 

2.  Amebae  may  be  found  on  the  sur- 
face of  the  colon  mucosa  when  there  is  no 
lesion  or  a  lesion  which  is  in  no  way  due 
to  their  presence. 

3.  Active  amebae  in  considerable  num- 
bers are  highly  suggestive  of  an  amebic 
ulcerative  colitis.  Mistakes  are  liable  to 
occur  unless  an  amebic  dysentery  is  diag- 
nosed only  upon  the  discovery  of  ulcer- 
ative lesions  in  the  colon  from  which  ac- 
tive amebae  are  secured. 

4.  Specific  treatments  such  as  ipecac 
has  proven  to  be  in  the  hands  of  some  may 
fall  into  disrepute  because  of  incorrect 
diagnosis.  Unfavorable  reports  from  cer- 
tain tropicru  localities  as  to  the  use  of 
ipecac  in  amebic  dysentery  may  be  due  to 
the  prevalence  in  those  parts  of  an  ulcera- 
tive colitis  of  bacilary  origin  or  conceiv- 
ably one  of  mixed  causation. 
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ANNUAL    MEETING    OF  THE 
ASSOCIATED   PHYSICIANS  OF 
LONG  ISLAND. 

THE  annual  meeting  of  the  association 
was  held  on  January  27   at  the 
Medical  Library  Building  in  Brook- 
lyn.     1  he  meeting  was  called  to  order 
by  the  President  Dr.  Frank  Overton  of 
Patchogue. 

The  Membership  Committee  presented 
an  unusually  large  number  of  candidates 
for  membership,  bringing  the  total  list  of 
members  above  the  eight  hundred  mark. 

The  Publication  Committee  made  an 
extended  report  on  the  condition  of  the 
Journal  presenting  also  a  number  of  sug- 
gestions with  regard  to  the  future  publica- 
tion of  the  Journal.  These  were  unani- 
mously adopted  by  the  Association. 

The  officers  elected  for  the  year  1912, 
are  as  follows: 

President,  William  H.  Brinsmade,  of 
Brooklyn. 

\st  Vice-President,  Samuel  Hendrick- 
son,  of  Jamaica. 

2d  Vice  President,  James  P.  War- 
basse,  of  Brooklyn. 

3d  Vice  President,  Dudley  D.  Ro- 
berts, of  Brooklyn. 

Secretary),  James  Cole  Hancock,  of 
Brooklyn. 

J  reasurer,    Charles  B.  Bacon,  Super- 


intendent of  City  Hospital,  Blackwell's 
Island. 

Minutes  of  the  Meeting. 

THE  Fourteenth  Annual  Meeting  of 
the  Associated  Physicians  of  Long 

Island  was  held  at  the  Library  Building 
of  the  Medical  Society  of  the  County  of 

Kings,  Saturday  January  27th,  1912. 
The  President  Dr.  Frank  Overton  of 
Patchogue  presided  and  there  were  pre- 
sent about  eighty  members  and  guests. 
The  reading  of  the  minutes  of  the  pre- 
vious meeting  were  dispensed  with  as  they 
had  been  already  published. 
Report  of  Membership  Committee 

The  Chairman  of  the  Membership 
Committee,  Dr.  George  F.  Little,  made 
this  report: 

"I  am  glad  to  present  to  you,  Mr. 
President,  and  to  our  members,  a  very 
satisfactory  report  of  the  work  accom- 
plished by  this  committee  during  the  past 
year.  I  might  remark  that  my  position 
has  been  anything  but  a  sinecure — like 
a  certain  proprietary  remedy,  it  has  been 
my  privilege  "to  work  while  you  sleep." 

Your  committee,  a  year  ago  set  for  it- 
self a  high  standard.  It  was  our  ambi- 
tion to  break  all  records  for  any  single 
meeting — it  was  further  our  ambition  to 
double  all  previous  annual  records  by 
bringing  in  a  total  of  two  hundred  new 
members.  One  of  our  aims  was  accom- 
plished at  the  June  meeting,  when  I  had 
the  pleasure  of  presenting  nearly  one 
hundred  applications,  ninety-eight  to  be 
exact.  Although  the  field  was  again 
tilled,  it  was  not  especially  productive 
for  the  October  meeting,  as  only  twenty- 
one  names  were  obtained.  If  your  com- 
mittee was  to  succeed  in  its  main  ambi- 
tion, it  was  therefore  necessary  to  secure 
eighty-one  new  members  for  this,  the 
January,  meeting.  It  was  a  task  of  some 
magnitude  and  we  have  been  hard  at 
work  for  several  months.     I  am  happy 
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to  say  that  the  desired  result  has  been  ac- 
complished and  that  eighty-eight  of  our 
brother  physicians  knock  at  our  door  to- 
day. This  gives  a  total  of  two  hundred 
and  seven  for  the  year.  A  thirty-three 
per  cent  increase  in  the  organization 
strength. 

Your  committee  lays  down  its  burdens 
earnestly  trusting  and  believing  that  the 
work  will  be  followed  up  and  that  in 
twelve  months  the  announcement  will  be 
made  that  our  Association  has  a  mem- 
bership of  a  thousand. 

It  would  be  fitting  to  express  appreci- 
ation of  the  splendid  work  done  by  a 
member  of  my  committee — Dr.  Albert 
M.  Judd.  For  the  June  meeting  he  se- 
cured seventeen  applications — for  this 
meeting  he  offers  no  less  than  thirty-six — 
a  total  of  fifty  three.  In  other  words  Dr. 
Judd  alone  has  been  responsible  for  one 
quarter  of  the  Jesuits  for  the  year. 

Our  Secretary,  Dr.  Hancock,  knowing 
our  ambition  as  to  this  final  report,  has 
worked  with  us  to  its  achievement. 
Seventeen  of  the  names  submitted  today 
are  proposed  by  him.  His  faculty  for 
bringing  men  into  the  fold  is  remarkable 
and  continuous. 

We  appreciate  also  the  interest  shown 
by  Dr.  J.  Lester  Keep,  who,  joining  us 
at  the  June  meeting,  has  already  brought 
in  fourteen  good  members. 

I  desire  to  thank  my  co-laborers  on 
this  committee,  most  of  whom  have  borne 
their  share  of  the  heat  and  burdens  of 
the  day.  We  give  salutations  to  those 
members  of  our  organization  who  have 
interested  themselves  in  the  increase  of 
membership  with  consequent  increase  in 
the  power  and  prestige  of  our  Associa- 
tion." 

The  foil  owing  names  were  presented 
for  membership  in  the  Association  by  Dr. 
Little. 


M.  Clifford  Pardee,  1  68  Macon  St., 
Brooklyn.  Proposed  by  Lefferts  A.  Mc- 
Clelland. 

John  L.  Moffat,  1  1 36  Dean  St., 
Brooklyn.  Proposed  by  Lefferts  A.  Mc- 
Clelland. 

Herman  E.  Street,  98  Brooklyn  Ave., 
Brooklyn.  Proposed  by  Lefferts  A.  Mc- 
Clejland. 

Harold  A.  Sanders,  864  St.  Johns 
Place,  Brooklyn.  Proposed  by  J.  Lester 
Keep. 

William  Morris  Butler,  507  Clinton 
Ave.,  Brooklyn.  Proposed  by  J.  Lester 
Keep. 

M.  Foster  Murray,  913  Union  St., 
Brooklyn.  Proposed  by  Royale  H. 
Fowler. 

Charges  W.  East,  Eastport,  L.  I. 
Proposed  by  Frank  Overton. 

Jeffrey  C.  H.  Burns,  Central  Islip, 
L.  I.     Proposed  by  Frank  Overton. 

H.  E.  Stevens,  Jamesport,  L.  I.  Pro- 
posed by  Frank  Overton. 

Thomas  E.  Waldie,  4702  Ft.  Hamil- 
ton Ave.,  Brooklyn.  Proposed  by  Roy- 
ale  H.  Fowler. 

Robert  Stevenson,  97  India  St., 
Brooklyn.     Proposed  by  C.  E.  Scofield. 

William  R.  Pettit,  1325  East  37th 
St.,  Brooklyn.  Proposed  by  James  Cole 
Hancock. 

F.  Landale  Tucker,  464  Ninth  St., 
Brooklyn.  Proposed  by  James  Cole 
Hancock. 

George  F.  Ketcham,  378  Adelphi 
St.,  Brooklyn.  Proposed  by  James  Cole 
Hancock. 

William  Vincent  Dee,  290  Bridge 
St.,  Brooklyn.  Proposed  by  James  Cole 
Hancock. 

Charles  L.  Johnston,  232  Hancock 
St.,  Brooklyn.  Proposed  by  James  Cole 
Hancock. 

James    Pullman,     155    Reid  Ave., 


82 


ASSOCIATED  PHYSICIANS  OF  LONG  ISLAND. 


Brooklyn.  Proposed  by  James  Cole 
Hancock. 

E.  P.  Porter,  1  Glenada  Place, 
Brooklyn.  Proposed  by  James  Cole 
Hancock. 

M  annus  Tate  Hopper,  379  Washing- 
ton Ave.,  Brooklyn.  Proposed  by  James 
Cole  Hancock. 

William  H.  Steers,  1251  Pacific  St., 
Brooklyn.  Proposed  by  James  Cole 
Hancock. 

Ward  Sampsell,  Rier  Crest,  Astoria, 
N.  Y.  Proposed  by  James  Cole  Han- 
cock. 

Frederick  B.  Wood,  Gay  St.,  Elm- 
hurst.  Proposed  by  James  Cole  Han- 
cock. 

Francis  A.  Hulse,  1249  Dean  St., 
Brooklyn.  Proposed  by  James  Cole 
Hancock. 

Kenneth  F.  Junor,  458  East  29th 
St.,  Brooklyn.  Proposed  by  James  Cole 
Hancock. 

Ernest  E.  Keet,  40  Flushing  Ave., 
Jamaica.  Proposed  by  James  Cole  Han- 
cock. 

Alfred  H.  Smith,  Springfield,  L.  I. 
Proposed  by  James  Cole  Hancock. 

Francis  D.  Jennings,  53  Woodbine 
St.,  Brooklyn.  Proposed  by  James  Cole 
Hancock. 

William  H.  Bayles,  1281  Bedford 
Ave.,  Brooklyn.  Proposed  by  James 
Cole  Hancock. 

Stephen  C.  Pettit,  Neck  Road.  Pro- 
posed by  James  Cole  Hancock. 

William  Harrison  Price,  358  Marion 
St.,  Brooklyn.  Proposed  by  George  F. 
Little. 

E.  Rodney  Fiske,  1172  Dean  St., 
Brooklyn.  Proposed  by  George  F. 
Little. 

Carl   Schumann,    116    Prospect  PI., 
Brooklyn.  Proposed  by  George  F.  Little. 
Leopold  Miller  Rohr,  3  Hooker  St., 


Glendale.  Proposed  by  George  F. 
Little. 

James  T.  Flanagan,  361  Ocean  Ave., 
Brooklyn.  Proposed  by  George  F. 
Little. 

Frank  W.  Bradner,  82  Saratoga 
Ave.,  Brooklyn.  Proposed  by  George 
F.  Little. 

George  Mahr,  98  Wilson  St.,  Brook- 
lyn.   Proposed  by  George  F.  Little. 

Ernest  K.  Tanner,  1042  Bergen  St., 
Brooklyn.  Proposed  by  George  F.  Little. 

Carmeron  Duncan,  1 8  Clarkson  St., 
Brooklyn.  Proposed  by  George  F. 
Little. 

William  H.  Pierson,  101  Mc- 
Donough  St.,  Brooklyn.  Proposed  by 
George  F.  Little. 

Robert  Lowell  Wood,  129  Hancock 
St.,  Brooklyn.  Proposed  by  George  F. 
Little. 

Justus  G.  Wright,  363  11th  St., 
Brooklyn.  Proposed  by  George  F. 
Little. 

Eugene  La  Forrest  Swan,  143  St. 
James  PI.,  Brooklyn.  Proposed  by 
George  F.  Little. 

John  Francis  Ranken,  852  Park  PI., 
Brooklyn.  Proposed  by  George  F. 
Little. 

Robert  F.  Walmsley,  491  Putnam 
Ave.,  Brooklyn.  Proposed  by  George 
F.  Little. 

Edwin  A.  Griffin,  340  Stuyvesant 
Ave.,  Brooklyn.  Proposed  by  George 
F.  Little. 

Joseph  Tenopyr,  29 1 5  Glenwood 
Rd.,  Brooklyn.  Proposed  by  George  F. 
Little. 

J.  Alexander  Stewart,  1030  Bedford 
Ave.,  Brooklyn.  Proposed  by  George 
F.  Little. 

Ralph  I.  Lloyd,  450  Ninth  St., 
Brooklyn. 

Charles    E.    Paine,    694   St.  Marks 
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Ave.,  Brooklyn.     Proposed  George  F.  Brooklyn. 


Little. 


Alexander    Gilligan,    404  Franklin 


J.  C.  Graham,  317  73rd  St.,  Brook-     Ave.,  Brooklyn. 


lyn.     Proposed  by  George  F.  Little. 


Charles   E.   Gardiner,   27  Schermer 


Louis  Harris,  1422  St.  Marks  Ave.,      horn  St»  Brooklyn. 


Brooklyn.  Proposed  by  George  F. 
Little. 

DeWitt  Franklin  Cline,  1  000  Church 
Ave.,  Brooklyn.  Proposed  by  George 
F.  Little. 

The  following  names  were  proposed 
for  membership  by  Dr.  Judd: 

John  J.  Colgan,  191  Nassau  St., 
Brooklyn. 

William  F.  Ganster,  180  Sixth  Ave., 
Brooklyn. 

Eugene  J.  Kenny,  219  Prospect  PI., 
Brooklyn. 

John  J.  Collins,  1349  Dean  St., 
Brooklyn. 

J.  C.  Fitzsimmons,  451  Gold  St., 
Brooklyn. 

Herbert  C.  Fry,  356  Ninth  St., 
Brooklyn. 

Thomas  F.  Ellis,  447  State  St., 
Brooklyn. 

Andrew  M.  Gillen,  4201  12th  Ave., 
Brooklyn. 

Henry  J.  Goubeaud,  5 1 8  Carlton 
Ave.,  Brooklyn. 

Peter  Hughes,  467  Bedford  Ave., 
Brooklyn. 

David  Gingold,  1  199  Sumner  Ave., 
Brooklyn. 

Percy  R.  Crane,  301  State  St., 
Brooklyn. 

John  Griffin,  45  Lefferts  PL,  Brook- 
lyn. 

David  Davidson,  446  Pacific  St., 
Brooklyn. 

Isaac  David  Kruskal,  416  Sterling 
PI.,  Brooklyn. 

Charles  Henry  Hall,  2113  Mermaid 
Ave.,  Brooklyn. 

James    P.    Glynn,    474    Ninth  St., 


W.  R.  Iszard,  141  St.  Marks  Ave., 
Brooklyn. 

Edward  G.  Hynes,  80  Ocean  Boule- 
vard, Brooklyn. 

George  B.  Fielding,  350  Ninth  St., 
Brooklyn. 

Charles  M.  Fisher,  262  70th  St., 
Brooklyn. 

Allen  Hull,  1847  Benson  Ave., 
Brooklyn. 

Frank  P.  Keyes,  83  Hanson  PI., 
Brooklyn. 

Solomon  Hermann,  4903  14th  Ave., 
Brooklyn. 

Abe  Hayman,  73  McKibbin  St., 
Brooklyn. 

T.  Maxwell  Galloway,  1  Sherman 
St.,  Brooklyn. 

Max  Heimann,  421  Grand  Ave., 
Brooklyn. 

Samuel  T.  King,  34  Greene  Ave., 
Brooklyn. 

Edwarl  A.  Dawson,  921  Bedford 
Ave.,  Brooklyn. 

Henry  T.  Hotchkiss,  146  Halsey  St., 
Brooklyn. 

William  Dunlap  Davis,  6929  Ridge 
Boulevard,  Brooklyn. 

Armin  J.  Sibbel,  882  Bushwick  Ave., 
Brooklyn. 

Arthur  C.  Jacobson,  1  15  Johnson  St., 
Brooklyn. 

Emil  F.  Hartung,  358  Marion  St., 
Brooklyn. 

These  names  were  all  favorably  acted 
upon. 

The  Legal  Committee  had  nothing  to 
report. 

THE  BOARD  OF  DIRECTORS. 

The  Directors  of  the  Associated  Phy- 
sicians of  Long  Island  have  found  their 
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duties  growing  at  a  pace  which  is  com- 
mensurate with  the  increase  in  the  mem- 
bership of  the  association,  and  they  have 
asked  the  president  to  make  a  brief  re- 
port during  the  executive  session. 

The  directors  have  done  a  vast  amount 
of  correspondence  and  have  frequently 
consulted  together  informally.  In  addi- 
tion to  this  they  have  held  three  meetings 
wrhich  were  formally  called,  and  at  which 
entire  evenings  were  spent.  Practically 
every  phase  of  the  work  of  the  associa- 
tion has  been  discussed  and  plans  have 
been  formulated  and  the  policy  of  the 
association  outlined  not  only  for  this,  but 
for  the  coming  year.  The  greatest  pains 
have  been  taken  to  ascertain  the  attitude 
of  the  individual  members  of  the  asso- 
ciation and  to  respect  their  wishes  and 
feelings  in  all  possible  ways. 

The  most  difficult  problem  with  which 
the  directors  have  had  to  deal  is  that  of 
the  Journal.  The  directors  chose  an 
active  publication  committee,  and  have 
kept  themselves  in  close  touch  with  all 
the  affairs  of  the  Journal,  neither  they, 
nor  the  publication  committee  nor  the 
editors,  nor  the  publishers,  nor  the  mem- 
bers of  the  Association  have  been  satis- 
fied with  the  results.  Various  plans 
along  destructive  lines  have  been  suggest- 
ed and  discussed,  but  the  individual  di- 
rectors and  members  of  the  publication  com- 
mittee unanimously  agree  upon  plans 
along  constructive  lines.  They  agree  in 
their  diagnosis,  prognosis  and  treatment 
and  feel  that  the  experience  of  the  past 
year  has  demonstrated  what  sort  of  a 
Journal  is  wanted,  and  how  it  can  be 
made.  The  directors  held  a  five  hour 
joint  session  with  the  publication  com- 
mittee and  the  two  bodies  formulated  the 
report   which   the   publication  committee 


will  present  to  the  association,  that  re* 
port  will  outline  the  plans  which  the  di- 
rectors feel  will  insure  the  popularity  and 
usefulness  of  the  Journal. 

1  he  Chairman  of  the  Publication 
Committee,  Dr.  Paul  M.  Pilcher  pre- 
sented a  full  report  of  the  deliberations  of 
the  committee,  and  made  a  number  of  re- 
commendations for  the  improvement  of 
the  Jonjnal. 

Dr.  Elias  H.  Bartley  moved  that  the 
report  be  accepted  and  that  the  recom- 
mendations be  referred  to  the  Board  of 
Directors  and  the  Committee  on  Publica- 
tion with  power  to  act.  This  was  car- 
ried. 

Dr.  Elias  H.  Bartley,  Chairman  of  the. 
Public  Health  Committee  said  that  in  the 
Fall  with  the  aid  of  the  president  he 
looked  around  to  get  members  to  be 
appointed  on  the  Committe  on  Public 
Health.  He  was  asked  to  take  charge 
of  the  Public  Health  matters  and  to  send 
out  some  information  regarding  these  mat- 
tes throughout  the  Island.  Two  lectures 
had  been  given  on  the  subject  of  pure 
milk;  one  lecture  on  flies  and  mosquitoes; 
one  on  the  disposal  of  sewage  in  country 
towns.  Altogether  four  lectures  were 
given,  and  three  were  given  last  Spring. 
In  the  fall  of  1911  the  president  and  Dr. 
Bartley  had  a  conference  and  it  did  not 
seem  desirable  to  them  to  enter  upon  any 
special  campaign  and  therefore  no  more 
work  had  been  done  by  the  Committee. 
Nothing  had  been  rendered  to  the  Com- 
mittee for  consideration  by  any  member 
of  the  Society. 

1  he  Secretary  presented  the  follow- 
ing report.  Your  Secretary  has  to  report 
that  the  Associated  Physicians  of  Long 
Island  assembled  for  its  fourteenth  An- 
nual Meeting  bigger  and  better  than  ever 
and  that  the  membership  has  increased 
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this  year  more  than  any  previous  single 
year.  Too  much  credit  cannot  be  given 
Dr.  George  F.  Little  and  his  associates 
comprising  the  Membership  Committee. 
The  Membership  Committee  has  added 
this  year  207  names  to  the  roster  bring- 
ing the  membership  up  to  the  very  satis- 
factory figure  of  807.  Of  these  six  are 
honorary  members.  1  95  are  from  Queens, 
Nassau  and  Suffolk  Counties  and  606 
from  Kings  County.  Of  the  total  num- 
ber 5  have  emmigrated  to  Manhattan,  one 
to  Willard,  New  York,  one  to  High- 
lands, N.  J.,  another  to  Englewood, 
N.  J.,  and  one  has  taken  up  a  residence 
in  Hot  Springs,  Va.  There  have  been 
7  resignations  and  9  deaths,  the  latter 
an  unfortunately  large  number. 

Report  of  the  1  reasurer,  Dr.  Charles 
B.  Bacon  presented  the  yearly  report; 
it  was  moved,  seconded,  and  carried  that 
this  report  be  accepted  as  read.  The 
Chairman  then  appointed  an  Auditing 
Committee    who    endorsed    the  report. 

Report  of  the  Historical  Committee. 

"The  year  1911  has  been  the  most 
successful  in  the  history  of  the  Associa- 
tion, showing  an  interest  on  the  part  of 
the  members  that  is  commendable.  While 
rejoicing  over  our  success,  let  us  first 
pay  our  respects  to  the  memory  of  those 
who  have  been  active  members — among 
us,  and  who  have  completed  their  life 
work.  Their  names  and  time  of  mem- 
bership are  as  follows: 

Joseph  Hill  Hunt,  B.  S.  M.D.  Col- 
lege Phy's.  and  Sur'g.  N.  Y.  M,  D. 
1873.  Date  of  Membership  1898- 
1905— Died  January   15th,  1911. 

James  Young  Tuthill,  M.  D.,  Belle- 
vue  Hospital  Medical  College  M.  D. 
1864.  Date  of  Membership  1905-191  1 
—Died  February  15th,   191  1. 

William  G.  Mangold,  M.  D.  College 
Phy's  and  Sur'g.  N.  Y.  M.  D.  1888. 
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Date  of  membership  1910-1911 — Died 
February  15th,  1911. 

William  Wheeler  Hewlett,  M.  D. 
Bellevue  Hospital  Medical  College  M. 
D.  1869.  Date  of  membership  1900- 
1911— Died  March  5th,  1911. 

Sewell  Matheson,  B.  S.  M.  D.,  Long 
Island  College  Hospital  M.  D.  1895. 
Date  of  Membership  1899-191  1 — Died 
July  9th,  191  1. 

Herman  Philip  Bender,  M.  D.  Uni- 
versity of  Freiburg  M.  D.  1879.  Date 
of  Membership  1  899- 1911  —August 
15th,  1911. 

Benjamin  Edson,  M.  D.  University 
City  of  New  York  M.  D.  1873.  Date 
of  Membership  1  906- 1  9 1  1  — Died  Sep- 
tember 5th,  1911. 

John  Randolph  Quinn,  M.  D.  Long 
Island  College  Hospital  M.  D.  1872. 
Date  of  Membership  1  9051  9  1  1— Died 
August  1  1  th,  1911. 

William  Fenton  Millington,  M.  D. 
University  City  of  New  York  M.  D. 
1877.  Date  of  Membership  1911  — 
Died  December  15th,  1911. 

The  record  indicates  that  during  the 
year  1911  there  have  been  presented  for 
membership  the  names  of  158  physicians 
— representing  twenty-two  different  uni- 
versities and  medical  colleges.  The  fol- 
lowing table  will  indicate  the  number  of 
physicians  and  the  name  of  medical  in- 
stitution from  which  they  received  their 
degree  of  M.  D. 

University  and  Bellevue  Hospital 
Medical  College  10 
University  Pennsylvania  1 
Illinois  1 
Syracuse  2 
New  York  3 
Cornell  9 
Johns  Hopkins  1 
Queens  2 
Zurich  1 
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McGill  2 
Yale  2 
Bellevue  Hospital  Med'l  College  7 
Baltimore  Medical  College  1 
Richmond  Medical  College  1 
Albany  4 
Trinity  1 
Jefferson  2 
College  Phy's  &  Sur'g  N.  Y.  C.39 
Long  Island  College  Hospital  52 
New  York  Homoepathic  Medical 
College  9 
Hahnemann  Med.  Coll.  Phil.  Pa.  4 
Eclectic  Medical  College  N.  Y.  1 

155 

Unknown  3 

Total  158 

The  work  of  the  Historical  Committee 
during  the  year  has  continued  on  the  same 
lines  as  heretofore.  The  Long  Island 
Medical  Journal  has  published  from  time 
to  time  short  notices  of  our  deceased 
members. 

There  is  still  this  question,  how  to 
reach  the  members  of  the  Association, 
who  are  not  members  of  the  Medical 
Society  County  of  Kings,  in  connection 
with  their  biographical  memoranda.  Your 
Chairman  would  submit  for  consideration 
the  printing  of  a  short  form  of  memor- 
anda, somewhat  like  the  one  enclosed, 
and  the  same  be  sent  to  every  member, 
whose  memoranda  is  not  in  the  posses- 
sion of  the  Historical  Committee. 

There  is  another  matter  which  I  feel 
should  receive  your  attention,  the  Bio- 
graphical Memoranda  of  the  members  of 
the  Associated  Physicians  of  Long 
Island,  will  now  make  three  large  vol- 
umes one  of  which  has  been  bound,  the 
other  two  will  follow — during  the  year. 
They  represent  a  large  amount  of  labor, 
and  when  complete  make  a  record  of 


physicians  on  Long  Island  that  would  be 
very  hard  to  replace,  in  a  word  they 
should  not  be  kept  in  a  private  house, 
but  each  volume  when  complete  and 
bound  should  be  placed  in  a  more  secure 
place. 

Cannot  some  arrangements  be  made 
with  the  Medical  Society  of  Kings  to 
have  them  placed  in  the  Library  of  that 
Society. 

William  Schroeder,  sr 
Chairman  Historical  Committee. 

Report  of  the  Historical  Committee 
was  read  by  Dr.  Walter  Lindsay  of 
Huntington. 

Dr.  James  M.  Winfield  moved  that 
the  Secretary  be  instructed  to  have  blanks 
printed  and  also  moved  that  the  Board  of 
Directors  make  a  request  of  the  Medical 
Society  of  the  County  of  Kings  to  place 
in  safe  keeping  the  volumes  of  historical 
data  collected  by  the  Historical  Com- 
mittee. 

Dr.  Charles  Eastmond  reported  for  the 
Entertainment  Committee.  All  these  re- 
ported were  accepted. 

The  fo' lowing  resignations  were  ac- 
cepted: J.  G.  Allen,  141  Noble  St., 
S.  J.  Alkier,  301  Broadway,  Benjamin 
Ayers,  280  Jefferson  Ave.,  A.  Brink- 
man,  1  76  Bergen  St.,  William  E.  Joiner, 
143  Penn  St.,  F.  J.  Sharp,  220  St. 
James  PL,  and  A.  E.  Shipley,  1  1  1  Hal- 
sey  St.,  Brooklyn. 

Changes  in  the  B\)-Laws 
Preliminary   notice   is  hereby   given  of 
the    following    change    in   the  by-laws 
to  be  finally  acted  upon  at  the  June  Meet- 
ing. 

Article  V.  Sec.  2.  The  amended  By- 
law shall  read  as  follows: 

The  committee  on  Publication  shall  con- 
sist of  one  or  more  members  from  each 
County  of  Long  Island,  and  shall  be  elected 
annually  by  the  Board  of  Directors.  One 
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member  of  said  Commintee  shall  be  elected 
by  the  Committee  as  its  Chairman. 

The  Publication  Committee  shall  nomi- 
nate Chief  and  Associate  Editors  of  the 
Long  Island  Medical  Journal,  and  shall 
submit  the  names  of  those  selected  to  the 
Board  of  Directors  for  confirmation. 

The  President,  Secretary  and  Editors 
shall  be  ex-officio  members  of  the  Com- 
mitee  on  Publication  and  shall  be  notified 
of  all  meetings  of  the  Committee. 

The  Committee  shall  have  charge 
of  the  publication  of  the  Journal  of 
the  Association  and  shall  publish  in  it 
the  proceedings  of  the  Association  and 
the  scientific  papers  read  before  it.  They 
shall  also  issue  a  revised  edition  of  the 
manual  of  the  Association  after  each 
Annual  Meeting. 

Election  of  Officers. 
The  Nominating  Committee  composed 
of  Doctors  Thomas  R.  French,  Louis 
N.  Lanehart  and  William  H.  Ross  pre- 
sented through  its  Chairman  Dr.  French 
the  following  nominations  for  1912. 
For  President,  Dr.  William  B.  'Brins- 
made  of  Brooklyn,  for  First  Vice-Presi- 
dent Samuel  Hendrickson  of  Jamaica, 
for  Second  Vice-President  James  P. 
Warbasse  of  Brooklyn,  for  Third  Vice- 
President  Dudley  D.  Roberts  of  Brook- 


lyn, for  Secretary  James  Cole  Hancock 
of  Brooklyn  and  for  Treasurer  Charles 

B.  Bacon  of  Manhattan.  These  nomina- 
tions were  unanimously  endorsed  by  the 
members  of  the  Association. 

Scientific  Session. 

The  Scientific  Session  in  charge  of  Dr. 
Lefferts  A.  McClelland,  Chairman,  pre- 
sented the  following  scientific  program: 
"Brief  Clinical  Notes:  Hyper-and  Hypo 
Thyroidism,  Angina  Pectoris,  Thoracic 
Aneurism"  by  Glentworth  R.  Butler, 
M.  D. ;  "The  Respect  Due  to  Surgical 
Anaesthesia  and  its  Significance"  by 
Robert  H.  Ferguson,  M.  D.  Sc.  D.  and 
"Report  of  a  case  of  Malarial  Coma  and 
Other  Unusual  Types  of  Malaria"  by 
Frank  T.  DeLano,  M.  D.  These  papers 
were  received  with  interest  and  interest- 
ingly discussed. 

After  the  meeting  the  members  as- 
sembled at  the  Hamilton  Club  where  an 
excellent  dinner  was  provided  by  the  En- 
tertainment Committee.  This  was  fol" 
lowed  by  addresses  by  Dr.  Frank  Over- 
ton, Dr.  William  B.  Brinsmade,  Dr. 
James  P.  Warbasse,  Rev.  L.  H.  Johns- 
ton of  Patchogue  and  Supreme  Justice 
Crane  of  Brooklyn. 

James  Cole  Hancock, 
Secretary. 


TRANSACTIONS 

OF  THE 
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Notes  on  Operative  Technic. 
Discussion  of  Dr.  Hyde's  paper. 

Dr.  E.  W.  PlNKHAM  said  that  the 
methods  employed  at  the  Women's  Hos- 
pital in  New  York  are  very  much  the 


same  as  those  already  detailed.  They 
avoided  free  purgation.  He  personally 
used  a  douche  to  clean  the  rectum.  One 
of  the  most  important  advances  is  the 
routine  use  of  morphine  before  operation. 
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Catheterizing  a  patient  before  operation 
he  does  not  believe  is  necessary.  The 
chief  advances  in  technic  have  been  in 
the  treatment  of  the  septic  cases,  avoiding 
operative  interference,  for  it  is  found  that 
if  left  alone  they  will  terminate  either  in 
recovery  or  the  formation  of  an  abscess, 
which  can  be  safely  evacuated.  Those 
cases  which  do  not  so  terminate  would 
be  fatal  even  if  operated  upon.  Dr. 
Pinkham  does  not  agree  that  there  is  only 
one  operation  for  cases  of  retroversion, 
and  he  said  that  any  operation  which  uti- 
lized the  round  ligament  alone  would  not 
be  sufficient  in  certain  cases.  In  such 
cases  the  operation  which  utilizes  fixation 
to  the  abdominal  wall  is  the  most  suc- 
cessful The  remarkable  reduction  in 
mortality  following  pelvic  operations  he 
thought  was  probably  due  to  our  increas- 
ed knowledge  of  anatomy  and  the  simpli- 
city of  preparation  for  operation.  Rapid 
operating  after  careful  washing  of  the 
hands  will  give  the  best  results. 

Dr.  Hermann  Grad  of  Manhattan 
said: 

As  to  the  preparation  of  the  patient  for 
operation,  I  believe  that  the  preparation 
of  the  patient  should  begin  at  least  a 
week  before  operation  if  the  case  does  not 
need  immediate  attention  and  I  also  be- 
lieve that  the  preparation  should  com- 
mence with  trying  to  overcome  the  fear 
of  operation.  I  believe  this  is  a  very  im- 
portant point.  This  fear  of  operation  can 
often  be  overcome  by  the  patient  if  the 
nature  of  the  operation  is  explained  to  her 
as  clearly  as  possible.  In  reference  to 
the  preparation  of  the  intestinal  tract  be- 
fore operation  I  wish  to  say  that  no  ca- 
thartics, either  calomel  or  castor  oil.  are 
used  ;  if  the  patient  is  in  need  of  a  cathar- 
tic it  is  administered  for  that  reason,  but 
»ot  because  she  is  going  to  be  operated 
upon.    If  the  rectum  or  sigmoid  ii  over- 


loaded it  should  be  cleared  by  enema.  If 
the  patient  has  a  badly  coated  tongue, 
foul  breath,  abdominal  distention,  then 
attention  is  paid  to  these  symptoms  and 
they  are  corrected  if  possible.  I  am  very 
anxious  for  the  patient  to  have  a  good 
night's  rest  before  the  operation,  and  that 
she  should  not  be  disturbed  by  too  much 
preparation  of  the  field  of  operation.  The 
abdomen  is  washed  and  shaved  and  ster- 
ile dressings  applied.  When  she  reaches 
the  operating  table  the  abdomen  is 
washed  thoroughly  and  the  field  of  op- 
eration painted  with  one  coat  of  Tinct. 
of  Iodine.  For  the  past  two  years  we 
have  been  in  the  habit  of  giving  our  pa- 
tients a  dose  of  Hyoscine  and  Morphine 
before  operation.  One  half  hour  to  one 
and  one-half  hours  before  operation  the 
patient  receives  a  hypodermic  of  Hyo- 
scine 1-100  gr.  and  Morphine  Ya  8r-  anc^ 
we  find  that  this  hypodermic  acts  very 
nicely  on  the  patient,  bringing  about  a 
state  of  mental  calmness.  When  I  was 
House  Surgeon  at  the  Womans  Hospital, 
Dr.  Hanks  used  to  give  a  patient  from 
3  to  4  oz.  of  whiskey  before  the  anes- 
thetic was  given.  It  was  interesting  to 
see  with  what  composure  the  patient  went 
to  the  operating  room;  some  were  on  the 
verge  of  intoxication  and  it  seemed  to  me 
that  these  patients  always  did  very  well 
considering  all  things.  I  consider  the  ad- 
ministration of  Hyoscine  and  Morphine 
preceding  the  anesthetic  as  very  beneficial 
and  feel  very  strongly  on  the  subject. 
Some  of  the  anesthetists  do  not  like  this 
because  the  patient  does  not  breathe  quite 
readily  while  under  the  influence  of  it, 
but  with  a  little  patience  complete  relaxa- 
tion can  be  obtained  without  any  diffi- 
culty. 

As  to  the  closure  of  the  abdomen  Dr. 
Hyde  said  that  each  individual  operator 
has  his  own  method,  which  is  true.  In 
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very  stout  patients  I  close  the  abdomen 
in  a  particular  way.  I  do  not  close  very 
thick  abdomens  in  the  ordinary  manner, 
because  they  are  apt  to  break  down  and 
cause  trouble.  My  method  of  closure  is 
to  use  from  3  to  4  tension  sutures  con- 
sisting of  strong  braided  silk;  these  ten- 
sion sutures  are  placed  in  such  a  way  as 
to  come  out  of  the  skin  about  an  inch 
and  one  half  from  the  line  of  incision; 
they  pass  through  the  skin  and  under  the 
fascia,  but  not  through  the  peritoneum. 
The  abdomen  is  then  closed  in  the  usual 
way  with  No.  1  plain  gut  for  the  perito- 
neum. Chromic  No.  2  interrupted  for 
the  fascia  and  a  continuous  silk  for  the 
skin.  The  tension  sutures  are  then  fast- 
ened to  two  zinc  plates  which  have  per- 
forations through  them  These  tension 
sutures  have  the  advantage  of  not  strangu- 
lating the  tissues,  they  hold  the  abdomen 
very  firmly  and  no  fear  need  be  felt  of 
their  giving  way. 

Dr.  Hyde  was  kind  enough  to  mention 
the  Grad  ligature.  It  was  a  very  gratify- 
ing invention  of  mine  at  the  time  I -first 
drew  attention  to  it.  Now  that  catgut 
is  used,  however,  the  Grad  ligature  has 
no  use  because  it  is  applicable  only  to 
silk  ligatures.  As  to  drainage  Dr.  Hyde 
is  right,  drainage  is  not  used  today  as 
much  as  formerly,  but  when  it  is  neces- 
sary to  drain  I  believe  in  draining,  not 
only  from  below,  but  also  from  above. 
Under  ordinary  conditions  as  a  rule  the 
abdomen  is  closed  without  drainage.  In 
reference  to  the  round  ligaments  I  wish  to 
say  that  Dr.  Hyde  is  in  favor  of  the 
Webster  operation.  I  believe  it  is  a  good 
operation,  but  every  Gynecologist  thinks 
that  he  ought  to  do  something  with  the 
round  ligaments  and  I,  myself,  plead 
guilty  to  this.  I  have  adopted  a  little 
method  of  my  own  of  shortening  the 
round  ligaments.     The  first  step  in  my 


operation  in  shortening  the  round  liga- 
ment is  to  strip  the  peritoneum  off  the 
anterior  surface  of  the  ligament,  begin- 
ning about  one  inch  from  the  uterine  end. 
The  peritoneum  is  stripped  up  to  the  in- 
ternal abdominal  ring;  this  gives  a  de- 
nuded surface;  in  this  denuded  surface 
the  round  ligament  is  doubled  on  itself  by 
means  of  four  linen  sutures;  the  perito- 
neum is  then  covered  over  the  ligament 
so  as  to  leave  no  denuded  surface.  I 
have  done  this  operation  in  several  cases 
with  most  excellent  results  and  it  seems 
to  me  a  very  simple  operation.  It  utilizes 
the  ligament  in  its  strongest  part.  It 
leaves  no  surfaces  for  abdominal  organs 
to  become  adherent  to  and  does  not  bring 
about  false  peritoneal  bands. 

Dr.  Hart  said  that  at  the  Brooklyn 
Hospital,  when  a  patient  is  to  be  operated 
on,  she  is  first  sent  to  bed.  A  bath  is 
given  only  to  the  ward  patients.  The 
patients  are  not  starved.  Castor  oil  is 
given  to  empty  the  bowels  the  night  before 
and  again  the  morning  of  the  operation. 

Preparation  for  abdominal  operation. 
— The  abdomen  and  vulva  are  shaved 
with  safety  razors.  The  parts  are  scrub- 
bed with  green  soap  and  water  using 
gauze;  a  dry  dressing  is  put  on.  Iodine 
has  not  been  used  to  any  great  extent. 
It  has  been  used  in  a  few  cases  but  not 
in  enough  to  say  it  is  superior  to  other 
methods. 

The  patient  is  taken  to  the  operating 
room,  washed  with  green  soap  and  water 
and  then  Harrignton's  solution  is  lightly 
rubbed  over  the  field  of  operation.  The 
vagina  is  lightly  scrubbed  with  soap  and 
water  and  Thiersch's  Solution.  No 
douche  is  given.  Catheterization  con- 
cludes the  preparation  of  the  patient.  In 
one  instance  1  6  ounces  of  urine  was  taken 
from  the  bladder  which  had  accumulated 
between  the  ward  and  the  operating  room 
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In  reference  to  the  preparation  of  a 
nervous  patient.  If  such  a  person  has  a 
turgicai  lesion  which  does  not  require 
immediate  attention,  it  would  seem  best 
instead  of  using  four  to  five  weeks  prepa- 
ration in  a  hospital,  to  have  her  properly 
prepared  before  entering  the  hospital. 

Post-operative  backache  and  acute 
dilatation  of  the  stomach  have  given 
trouble  at  the  Brooklyn  Hospital.  Back- 
ache occurs  chiefly  in  heavy  patients  and 
those  who  are  kept  on  the  operating  table 
a  long  time.  In  cases  of  acute  dilatation 
of  the  stomach  which  have  occurred  in 
patients  who  have  had  previous  opera- 
tions, the  patient's  stomach  is  washed  out 
on  the  table  and  two  ounces  of  oil  is  left 
in  the  stomach. 

Fowler's  method  of  closing  the  abdo- 
men is  used.  The  ligature  is  brought 
through  the  fascia  on  either  side  making  a 
figure  eight  and  coming  out  on  each  side; 
rubber  tubing  is  used  instead  of  a  plate. 
The  binder  is  omitted.  When  the  pa- 
tient leaves  the  hospital,  a  printed  card  is 
given  her  stating  the  nature  of  the  opera- 
tion and  stating  something  about  the 
proper  behavior  after  leaving  the  hospital 
with  reference  to  corsets,  waist  bands, 
climbing  stairs,  etc. 

Dr.  Wm.  P.  POOL  said  the  most  im- 
pressive thing,  in  comparing  the  technic 
of  ten  or  fifteen  years  ago  with  that  of  to- 
day, is  the  simplicity  that  has  been  de- 
veloped. This  leads  to  brevity  in  prep- 
aration and  celerity  in  operating,  and 
makes  many  things  possible  now  that 
were  then  unknown. 

The  iodine  preparation  of  the  abdo- 
men is  quick  and  efficient,  and  gives  better 
results  than  the  more  complicated  methods 
of  formei  times.  He  would,  however, 
advise  against  the  application  of  iodine 
the  evening  before  operation,  because 
when   covered   closely   with    a  dressing 


much  burning  and  discomfort  may  be 
caused  at  a  time  when  the  patient  should 
be  sleeping.  A  single  coat  applied  when 
on  the  operating  table  answers  every  re- 
quirement. 

Dr.  Pool  agreed  with  Dr.  Hyde's 
treatment  of  the  lacerated  cervix  but 
stated  that  it  is  his  custom  to  go  still 
further.  He  has  discarded  trachelorrha- 
phy for  amputation  in  all  cases  in  which 
there  is  found  a  considerable  deposit  of 
scar  tissue,  with  eversion  and  erosion,  and 
with,  or  without  cystic  degeneration.  The 
removal  of  all  that  may  cause  chronic 
irritation,  together  with  that  portion  of  the 
cervix  where  the  glands  are  most  numer- 
ous and  in  which,  malignant  disease  is, 
most  likely  to  develop,  he  considers  de- 
sirable and  in  many  cases  imperative. 

Dr.  MacEvitT  said  that  the  various 
modes  of  preparation  of  the  patient  had 
for  their  object  the  same  purpose,  and  if 
carefully  performed  it  made  but  little  dif- 
ference which  one  was  selected.  Drain- 
age in  some  cases  is  necessary — when 
through  existing  circumstances  consider- 
able mutilation  of  the  parts  cannot  be 
avoided.  For  example,  in  cases  of 
double  pyosalpinx  with  organized  exuda- 
tion burying  the  pelvic  viscera,  in  a  pan- 
hysterectomy with  infiltrated  tissue  or 
when  venous  oozing  continues.  Regard- 
ing the  conservation  of  the  ovaries  if  not 
pathological,  one  should  be  permitted  to 
remain  or  at  least  some  portion  of  it  for 
its  secretion.  This  holds  particularly  true 
in  young  women.  Where  trachelorrha- 
phy is  necessary  and  cystic  degeneration 
exists.  Dr.  Hyde  advises  amputation  of 
the  cervix.  I  do  not  know  just  how  ra- 
dical the  doctor  is  in  carrying  out  this 
view,  he  would  necessarily  be  compelled 
to  take  into  consideration  the  age  of  the 
patient  and  the  desire  for  or  the 
possibility     of     maternity      One  finds 
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in  all  cases  of  cystic  degeneration 
considerable  hyperplasia,  in  performing 
the  trachelorrhaphy  this  degenerative  tissue 
can  be  removed,  at  least  such  was  pos- 
sible in  the  cases  which  have  come  under 
my  observation.  The  remaining  cystic 
disease  can  be  destroyed  by  the  point  of 
the  galvano-cantery.  A  woman  becom- 
ing pregnant  after  an  amputation  of  the 
cervix  will  abort  in  all  probability,  hence 
I  do  not  feel  that  I  can  sustain  the  views 
expressed  by  Dr.  Hyde  in  this  respect. 
I  am  always  concerned  about  the  perma- 
nency of  the  union  of  the  parts  in  a  pa- 
tient with  an  excessive  amount  of  ab- 
dominal fat,  as  in  the  cases  illustrated  by 
Dr.  Grad.  The  possibilities  of  local  in- 
fection are  greater  through  the  destruc- 
tion of  the  fat  cells  by  handling  or  pres- 
sure from  the  retractors.  The  fascia  in 
these  cases,  it  is  well  to  overlap  rathei 
than  coapt — Following  this  I  place  four 
or  five  strands  of  silk  worm  gut  over  the 
fascia  for  the  purpose  of  superficial  drain- 
age. The  fat  and  skin  layer  is  then 
united.  The  drain  is  removed  in  three  or 
four  days. 

Dr.  Carroll  Chase  said:  One  or 
two  points  very  briefly.  First  the  iodine 
method  of  sterilizing  the  skin  as  advocat- 
ed by  Dr.  Bovee  of  Washington,  D.  C. 
This  consists  of  lathering  and  shaving  the 
patient  and  after  the  skin  has  become 
entirely  dry,  painting  the  parts  thoroughly 
with  tincture  of  iodine.  Nothing  else  is 
done  except  to  apply  a  loose  light  sterile 
dressing.  This  should  be  performed  a 
few  hours  before  the  operation  and  no 
further  preparation  of  the  patient  is  made 
on  the  table.  Dr.  Chase  has  used  this  a 
number  of  times  successfully.  Dr.  Bovee 
has  had  sections  of  the  skin  made  after 
this  preparation  and  the  skin  has  proven 
as  nearly  sterile  as  by  the  other  ordinary 
methods. 


Dr.  Chase  agreed  with  Dr.  Hyde  in 
the  use  of  castor  oil.  He  also  stated  that 
nervous  patients  frequently  do  well  with 
a  dose  of  bromide  or  veronal  at  bed  time 
the  night  before  the  operation,  so  that  a 
good  night's  rest  may  be  obtained. 

A  CASE  OF  TUBAL  PREGNANCY. 

Dr.  H.  A.  Wade  reported  the  case 
of  a  woman  36  years  of  age  who  entered 
his  service  at  the  Jewish  Hospital  with 
the  following  history: 

In  the  early  part  of  July  there  was 
some  bleeding  from  the  uterus  lasting  a 
few  days;  with  this,  there  was  sharp  pain 
in  the  hypogastrium  on  the  right  side  of 
the  abdomen.  The  patient  then  began  to 
notice  some  abdominal  enlargement.  Her 
pain  on  the  right  side  continued.  Dur- 
ing the  latter  part  of  August  and  Septem- 
ber there  was  some  spotting  which  lasted 
only  one  day.  Two  weeks  before  enter- 
ing the  hospital,  the  pain  was  more  severe 
and  during  the  last  week  was  so  severe 
that  the  patient  was  compelled  to  go  to 
bed.  A  tumor  like  mass  was  appreciable. 
There  was  slight  uterine  hemorrhage, 
nausea  and  vomiting  with  painful  de- 
fecation and  urination;  urine  was  dark  in 
color  and  of  foul  odor.  She  had  sen- 
sations of  chilliness  but  no  hard  chill. 
Haemoglobin  75  per  cent,  Leucocytes 
15,200,  polymorphonuclear  84  per  cent. 

A  vaginal  examination  showed  a  soft, 
dark  colored  cervix  and  bimanual  ex- 
amination demonstrated  a  uterus  retro- 
verted  with  a  mass  on  the  right  side  of 
the  pelvis  and  a  smaller  mass  on  the  left 
side. 

The  patient  was  prepared  for  opera- 
tion and  a  median  incision  was  made  and 
the  right  fallopian  tube  was  removed. 
A  tubal  pregnancy  was  found.  There 
was  a  slight  rent  in  the  tube  and  through 
this  rent  the  head  of  the  fetus  appeared, 
the  remainder  of  the  fetus  being  inside 
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the  tube. 

He  removed  the  right  tube,  which  wai 
diseased.  The  uterine  vessels  were  Iigat- 
ed.  The  abdomen  was  closed  without 
drainage  and  the  patient  made  a  good 
recovery. 

In  these  tubal  pregnancies,  if  the  op- 
posite tube  is  examined,  it  is  very  often 
found  to  be  the  seat  of  chronic  inflamma- 
tion. Dr.  Wade  said  he  believed  it  is 
not  proper  to  allow  these  women  to  go  on 
with  these  chronically  inflamed  tubes  as 
another  tubal  pregnancy  might  possibly 
result. 

Discussion  of  Pyuria  in  Women. 
Dr.  Paul  PlLCHER  said  that  it  was 
almost  impossible  for  him  to  determine  the 
source  of  a  persistent  pyuria  without  the 
aid  of  a  cystoscopic  examination — the 
older  theories  that  pyuria  with  an  acid 
urine,  the  sediment  settling  rapidly  to  the 
bottom  of  the  container,  and  the  charac- 
ter of  the  groups  of  pus  cells,  are  all  mis- 
leading. 

Pyuria  following  some  insult  to  the 
bladder,  and  easily  controlled  by  local 
applications  to  the  bladder,  and  the  ad- 
ministrations of  urotropin,  etc.,  can  safely 
be  said  to  be  of  bladder  origin.  On  the 
other  hand,  however,  those  cases  which 
are  gradual  in  their  development,  without 
known  cause,  and  resistent  to  treatment, 
are  more  difficult  to  diagnose  and  usually 
call  for  cystoscopic  exploration  of  the 
bladder.  The  most  distressing  and  dan- 
gerous type  of  pyuria  is  that  due  to  tuber- 
culosis of  the  kidney.  Tubercular  pyuria 
is  due,  in  95  per  cent  of  all  cases,  to  renal 
tuberculosis.  The  only  known  cure  is  re- 
moval of  the  affected  kidney. 

Many  cases  of  slight  pyuria  in  women, 
with  frequency  of  urination,  are  transitory 
and  self  limiting.  The  female  bladder 
seems  to  be  more  easily  infected  than  the 
male,  and  it  also  reacts  more  quickly  to 


treatment. 

Dr.  Dudley  Roberts  said  he 
would  like  to  ask  one  or  two  questions. 
It  is  a  subject  with  which  he  is  not  very 
familiar.  Recently  in  the  literature  there 
appeared  a  study  of  the  relation  betwixt 
the  stasis  in  the  bowel  and  pyelitis,  show- 
ing the  direct  connection  between  the  pos- 
sibility of  bowel  stasis  resulting  in  infec- 
tion of  the  pelvis  of  the  kidney.  Dr. 
Roberts  said  he  happened  to  meet  with 
a  number  of  apparent  instances  of  that 
and  he  would  like  to  know  what  the 
gentlemen  who  are  more  familiar  with 
the  subject  thought  of  it.  In  one  case 
particularly  a  man  in  whom  there  was 
a  history  cf  previous  removal  of  the  left 
kidney,  consulted  him  for  right  sided 
pain;  the  right  kidney  was  twice  its  nor- 
mal size  and  readily  palpable.  There 
was  pyuria  and  preliminary  to  any  con- 
sultation with  surgeons,  Dr.  Roberts  re- 
ferred him  to  Dr.  Eastmond.  His  bowels 
were  regular  so  far  as  he  knew.  Dr. 
Eastmond  said  there  was  a  very  marked 
constipation,  and  examined  him  again  af- 
ter two  days  after  apparent  evacuation 
of  the  bowels  and  said  he  was  unable 
to  take  a  picture  because  of  the  evident 
filling  up  of  the  ascending  colon.  After 
still  further  evacuation  the  picture  was 
taken,  the  pain  and  discomfort  had 
looped  in  that  side,  the  right  side,  anr* 
the  urine  had  practically  cleared  up.  Dr. 
Eastmond  said  he  met  with  such  condi- 
tions very  frequently.  By  the  time  the 
bowel  was  clear,  which  sometimes  took 
very  long,  the  symptoms  were  entirely  re- 
lieved. Since  that  time  which  was  a 
year  ago,  Dr.  Roberts  has  found  that 
he  frequently  came  across  these  cases  of 
mild  pyelitis  and  he  has  been  rather  struck 
by  the  frequency  with  which  they  coexist 
with  that  particular  disturbance  of  the 
bowels.     One  wonders  whether  that  is  a 
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rather  common  condition  not  realized  be- 
cause the  constipation  is  overlooked. 

The  next  thing  Dr.  Roberts  wished  to 
know  from  those  gentlemen  who  have 
done  a  good  deal  of  work,  is  whether  any 
good  comes  from  the  use  of  vaccines  in 
these  cases  of  mild  pyelitis. 

Dr.  Furniss  in  closing  the  discussion 
said  he  did  not  want  anyone  to  think  that 
he  would  depend  upon  the  appearance  of 
the  urine  to  determine  its  source;  how- 
ever he  thought  that  the  solid  settling  of 
pus  in  the  bottom  of  the  glass  (like  sand), 
with  a  clear  or  slightly  turbid  supernatant 
urine,  indicated  an  extra-vesical  source. 
This  was  due  to  the  fact  that  there  was 
no  mucus,  as  in  cases  of  cystitis,  to  hold 
the  pus  cells  in  suspension. 

In  closing  Dr.  Furniss  spoke  of  the 
treatment  of  the  ureter  in  cases  of 
tuberculosis.  He  did  not  think  it  neces- 
sary to  dissect  it  out  down  to  the  bladder, 
but  thought  it  sufficient  to  inject  it  with 
20  or  30  minims  of  95  per  cent  carbolic 
acid  (after  the  mehtod  of  the  Mayos), 
and  to  have  the  cut  end  of  the -ureter 
brought  near  to  the  skin  opening,  so  that, 
should  infection  occur,  it  would  be  su- 
perficial. 

In  two  nephrectomies  for  suppurative 
pyelitis,  where  there  was  a  dilated  ureter, 
Dr.  Furniss  had  had  the  tied  end  of  the 
ureter  open  up,  and  a  leakage  of  urine 
from  the  bladder;  he  advised  that  in  sucli 
cases  (dilatation  of  the  ureter)  that  the 
cut  end  of  the  ureter  be  infolded  to  avoid 
the  possibility  of  a  ureteral  fistula. 

There  is  good  evidence  to  prove  that 
intestinal  infection  is  a  source  of  pyelitis. 
In  some  instances  of  intestinal  stasis, 
pressure  on  the  ureter  is  an  additional 
cause  contributing  to  infection.  Dr.  Fur- 
niss said  that  he  had  had  no  experience  in 
the  vaccine  treatment  of  these  cases; 
opinion  seems  to  be  that  better  results  are 


obtained  in  infections  involving  the  paren- 
chyma of  organs,  than  in  those  where  the 
lesions  are  of  the  mucous  membrane. 

ARTERIAL  LIGATION  IN  IRREMOVABLE 
CANCER  OF  PELVIC  ORGANS. 

Discussion  of  Dr.  Bainbridge's  Paper: 

Dr.  George  McNaughton  said  m 
discussion  of  Dr.  Bainbridge's  paper  that 
he  could  not  say  very  much  about  this  be- 
cause he  had  not  practiced  it  and  had  not 
seen  it  practiced,  but  he  was  wondering  if 
ligation  gave  better  results  than  ligation 
with  hysterectomy,  or  was  it  Dr.  Bain 
bridge's  intention  to  do  a  hysterectomy? 
If  a  hysterectomy  is  done,  certainly  ail 
the  blood  supply  to  the  uterus  is  cut  off 

Dr.  McNaughton  said  he  had  occasion 
a  few  times  to  ligate  the  uterine  arteries 
where  there  was  no  removal  and  for 
bleeding  from  the  uterus  that  he  did  not 
understand  and  in  each  of  these  cases, 
the  bleeding  has  been  controlled,  but  in 
order  to  shut  off  the  blood  from  the  uterus, 
it  is  absolutely  necessary  to  tie  every  ves- 
sel going  to  it,  the  arterial  supply  is  so 
rich  and  so  constant  that  e\ery  arterial 
supply  had  to  be  tied.  All  recognize  that. 

So  far  as  doing  this  operation  for  sup- 
posed inoperable  cases,  Dr.  McNaughton 
said  he  knew  nothing  about  it.  He  had 
the  experience  of  removing  the  uterus  and 
tying  those  vessels  some  years  ago  and 
scooping  out  the  glands  which  were  not 
scooped  out  without  bursting,  and  the 
patient  living  and  turned  up  in  another 
hospital  two  years  later.  It  seemed  as 
if  it  were  not  possible  for  her  to  live. 
Her  life  was  not  worth  living  and  Dr. 
McNaughton  doubted  if  she  was  able 
to  earn  her  own  living  during  the  few 
months  after  the  interference. 

Dr.  L.  G.  Baldwin  said  that  like 
Dr.  McNaughton,  he  had  had  no  ex- 
perience with  the  ligation  method  of  treat- 
ing these  cases. 
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Dr.  Bainbridge  has  done  what  all 
knew  when  his  name  was  announced 
would  be  done,  that  is,  has  given  an  en- 
thusiastic and  straightforward  paper  on 
the  subject  straight  from  the  shoulder  and 
without  any  equivocations  whatever. 

The  subject  is  one  on  which  each  has 
his  own  views  and  feels  he  is  doing  the 
best  for  his  patients. 

First  the  matter  of  hemorrhage.  '  The 
importance  of  hemorrhage  has  not  been 
such  a  bugbear  in  these  cases  to  Dr. 
Baldwin  as  it  is  ordinarily  considered  or 
as  the  essayist  would  lead  one  to  suppose 
it  has  been  to  him.  Dr.  Baldwin's  ex- 
perience in  these  cases  has  been  pretty 
large  for  a  number  of  years  and  he  did 
not  recall  one  which  has  ever  bled  to 
death.  Certainly  he  has  never  seen 
hemorrhage  which  could  not  be  controlled 
with  the  removal  of  the  necrotic  tissue 
and  certainly  he  has  never  seen  one  in 
which  the  necrotic  tissue  could  not  be 
removed. 

Dr.  Bainbridge  reported  the  case  which 
dropped  in  the  flower  garden  where  they 
curetted  her  or  attempted  to  and  had  to 
stop.  Well,  they  did  not  go  on,  that  was 
the  trouble  and  if  they  had  gone  on,  it 
would  have  stopped.  Possibly  there  was 
some  error  in  the  technic  but  they  did  not 
complete  the  operation.  So  much  for 
scooping  out  the  uterus  and  operation  on 
the  cervix. 

Dr.  Bainbridge  did  not  tell  what  the 
mortality  had  been  from  this  operation. 
He  claims  it  relieves  the  fetor.  His  ex- 
perience has  been  such  that  undoubtedly 
that  is  true.  Dr.  Baldwin  said  he  con- 
fessed that  he  could  not  see  how  the  cut- 
ting off  of  the  blood  supply  from  a  ne- 
crotic uterus  will  decrease  the  fetor. 

The  pain  has  not  been  due  to  the  blood 
pressure  itself.  The  pain  has  been  due  to 
the  pressure  on  the  nerve  trunks  rather 


than  the  pressure  of  the  blood. 

With  regard  to  the  woman  who  was 
taken  sick  in  May  1 909  and  lived  seven 
months  and  died  without  any  suflering 
whatever,  Dr.  Baldwin  assumed  that 
these  cases  must  die  of  starvation  the 
same  as  all  the  rest,  that  is,  progressive 
loss  of  flesh.  He  assumed  that  the  death 
must  be  the  same.  That  will  be  an  in- 
teresting point  to  be  elaborated  on.  The 
woman  had  no  symptoms  up  to  May  when 
first  taken  sick,  then  had  sudden  hemor- 
rhage, an  operation  was  done  and  she 
lived  seven  months.  The  case  it  seems 
to  Dr.  Baldwin  is  about  what  is  secured 
with  many  of  these  operations  even  with- 
out the  ligation. 

As  far  as  can  be  told,  to  get  at  the 
comparative  benefits  of  this  operation  over 
the  Byrne  operation  or  over  the  high  am- 
putation or  some  of  the  others,  if  the 
Doctor  could  tell  the  probable  length  of 
time  that  the  disease  had  existed  prior  to 
the  operation,  it  would  also  help  us  some- 
what. Then  too  in  deciding  what  opera- 
tion, is  to  be  done  in  these  cases,  personal- 
ly Dr.  Baldwin  favors  the  vaginal  hys- 
terectomy with  clamps  and  cutting  wide 
out  in  the  pelvis,  stripping  up  the  vaginal 
mucous  membrane  and  making  a  large 
cuff  and  going  out  to  the  pelvic  wall  and 
using  the  forceps  which  practically  de- 
stroys the  tissue  within  its  grasp.  If  the 
uterus  can  be  brought  down,  Dr.  Bald- 
win believes  a  vaginal  hysterectomy  is  the 
best  operation. 

DR.  C.  R.  HYDE  said  he  thought  all 
were  interested  in  what  Dr.  Bainbridge 
had  said.  Personally,  his  interest  has  been 
increased,  of  late,  because,  since  the  first 
of  January,  at  the  Long  Island  College 
Hospital,  in  three  months,  seven  cases  of 
inoperable  cancer  had  been  admitted. 
This  is  rather  interesting,  as  statistics  show 
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that  the  average  number  of  cancer  cases 
occurring  in  one  year  in  any  one  hospital 
service  is  from  10  to  12.  Kelly  in 
1906  ligated  the  internal  iliacs.  In  1908 
he  published  his  operation  for  carcinoma 
uteri  which  was  somewhat  on  the  plan  of 
the  Wertheim  operation,  a  very  radical 
operation,  taking  out  everything  in  the 
pelvis.  Now  if  Kelly  ligated  in  1906, 
and  in  1908  changed  his  operation,  there 
must  have  been  some  good  reason  for  a 
man  of  Kelly's  standing  to  have  made 
this  change.  It  was  a  matter  of  surprise 
to  Dr.  Hyde  that  he  never  heard  discussed 
this  question  of  ligation  as  it  has  been 
discussed  so  thoroughly  by  Dr.  Baine- 
bridge.  Why  have  not  the  members  of 
the  Society  heard  of  this  before.  Is  it 
as  common  as  Dr.  Bainbridge  has  said? 
There  is  still  the  cautery,  vaginal  hyster- 
ectomy, the  Freuhd  operation,  and  also 
Wertheim,  but  little  has  been  said  of 
ligation  by  other  operators. 

With  Dr.  Baldwin,  Dr.  Hyde  has 
never  had  severe  hemorrhage  following 
after  operation  on  a  cancerous  cervix.  He 
has  used  zinc  chloride  after  cauterization 
following  the  plan  of  Dr.  Bissell  of  the 
Womans'  Hospital.  He  has  been  using 
a  long  straight  soldering  iron  electrically 
operated,  for  cautery  work  on  the  cervix. 
And  also  a  cautery  knife  and  "dome." 

Still  another  point,  if  the  doctor  ligated 
the  internal  iliacs,  the  ovarians,  the  sacra 
media  and  takes  out  the  ovaries,  personal- 
ly Dr.  Hyde  does  not  see  much  use  of 
leaving  that  uterus.  Why  not  take  out 
the  uterus  and  then  go  below  and  cauter- 
ize the  cervix.  It  seems  to  Dr.  Hyde 
that  leaving  the  uterus,  is  useless. 

Dr.  Hyde  said  he  had  never  done  the 
operation  himself.  He  would  be  only  too 
happy  to  have  Dr  .Bainbridge,  and  he 
thought  Dr.  McNaughton  would  too, 
come  over  to  Brooklyn  and  demonstrate 


the  operation  at  the  hospital.  Dr.  Hyde 
said  he  would  furnish  two  cases. 

Dr.  Bainbridge,  in  closing  the  dis- 
cussion, expressed  his  appreciation  of  the 
frankness  with  which  the  members  of  the 
Society  had  discussed  his  paper  and  the 
procedure  therein  detailed,  and  said  he 
would  take  the  liberty  of  being  equally 
frank  in  reply. 

With  reference  to  Dr.  McNaughton's 
criticism,  that  if  a  ligation  operation  were 
proposed  an  hysterectomy  might  as  well 
be  performed,  Dr.  Bainbridge  called  at- 
tention again  to  the  fact,  brought  out  in 
the  paper,  that  the  ligation  operation  is 
not  intended  to  take  the  place  of  or  to 
supercede  hysterectomy.  Wherever  it  is 
practicable  to  do  a  hysterectomy,  if  pos- 
sible panhysterectomy  is  performed.  In 
the  majority  of  the  ligation  cases,  how- 
ever, the  cancer  is  irremovable,  and  so 
extensive  that  removal  of  the  uterus  is  out 
of  the  question. 

The  refeience  to  the  "dramatic  effect" 
of  the  operation  was  hardly  relevant.  Ir- 
removable and  otherwise  inoperable  can- 
cer of  the  pelvic  organs  is  certainly  dra- 
matic enough  under  all  circumstances  for 
the  patient,  and  certainly  under  no  cir- 
cumstances does  it  furnish  dramatic  set- 
tings for  the  surgeon,  who  knows  that  he 
is  dealing  with  a  hopeless  condition,  and 
that  each  case  will  sooner  or  later  swell 
his  mortality  records. 

Dr.  Baldwin  frankly  confessed  that  he 
has  no  sympathy  with  the  operation,  and 
dwelt  upon  the  question  of  hemorrhage, 
as  if  that  were  the  prime  object  of  the 
operation.  As  stated  in  the  paper,  hemor- 
rhage is  only  one  consideration,  and  per- 
haps not  the  most  important,  inasmuch  as 
only  a  limited  proportion  of  cases  have 
fatal  hemorrhage.  Even  so,  however,  this 
point  in  favor  of  the  operation  should  not 
be  ignored,  for  the  fact  remains  that  some 
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patients  do  die  from  hemorrhage.  Dr. 
Bainbridge  had  had  more  than  one  case 
from  Brooklyn  in  which  the  ligation  op- 
eration was  resorted  to  by  him  to  control 
hemorrhage  which  acetone,  the  cautery, 
and  other  measures  employed  by  his  es- 
teemed Biooklyn  colleagues,  had  failed 
to  control. 

Those  who  have  followed  the  work  of 
Dawbarn  in  ligating  the  external  carotid 
artery  in  the  treatment  of  malignant 
growths,  and  of  others  in  the  same  field, 
cannot  fail  to  admit  that  ligation  of  the 
external  carotid  arteries  has  been  effectual 
in  controlling  hemorrhage  and  checking 
the  malignant  process  in  a  certain  pro- 
portion of  cases  of  cancer  of  the  head  and 
neck.  If  the  procedure  is  applicable  in 
the  carotid  region,  why  not  in  the  pelvic 
region 'J 

The  fact  that  the  operation  was  em- 
ployed for  a  time  and  then  abandoned 
proves  nothing  for  or  against  the  method. 
Those  who  are  familiar  with  medical  his- 
tory know  that  many  theories  have  been 
advanced,  more  or  less  fully  demonstrated 
as  correct,  then  abandoned,  to  be  taken 
up  from  time  to  time,  modified  and  am- 
plified, by  successive  advocates.  The 
same  applies  to  surgical  procedure,  and 
the  history  of  ligation  is  no  exception  to 
the  rule.  If  the  doctor  who  made  this 
objection  to  the  method,  that  it  had  been 
abandoned  by  Kelly  and  others,  will  read 
the  paper  when  it  appears,  he  will  see 


that  while  some  operators  have  entirely 
abandoned  the  method,  others  have  em- 
ployed it,  and  that  it  is  still  being  utilized, 
as  recent  literature  shows. 

Dr.  Bainbridge's  chief  object  in  pre- 
senting the  paper  and  advocating  arterial 
ligation  in  advanced  pelvic  cancer  was  to 
emphasize  the  surgical  feasibility  and  the 
humanitarian  plausibility,  of  endeavoring 
to  do  something  for  a  class  of  cases  which 
would  otherwise  be  abandoned  to  the  so- 
called  palliative  treatment,  which  in  many 
cases  is  as  bad  as  or  worse  than  no  treat- 
ment at  all.  He  reiterated  the  fact  that 
he  claimed  nothing  essentially  new  for  the 
method,  but  that  the  procedure  as  prac-. 
tised  by  him  is  merely  an  adaption  and 
amplification  of  the  work  of  his  predecess- 
ors in  this  field.  Thus  modified  and  am- 
plified, it  is  applicable  to  a  larger  pro- 
portion of  cases,  and  for  this  reason  he 
believed  that  it  should  receive  more  at- 
tention and  be  given  a  wider  application 
than  has  hitherto  been  accorded  the  pro- 
cedure. 

In  closing  he  asked  Drs.  McNaughton, 
Hyde,  and  others  who  were  doubtful  as 
to  the  advisability  of  the  procedure,  to 
attend  some  of  his  clinics  at  the  New 
York  Skin  and  Cancer  Hospital,  where 
he  would  take  pleasure  in  showing  them 
the  technic  of  the  operation,  as  well  as 
some  of  the  patients  upon  whom  it  had 
previously  been  performed. 
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SEPTIC  ENDOCARDITIS. 
Discussion  of  Dr.  Stivers  Paper: 

Dr.  E.  E.  Cornwall  said: 
The  main  question   in  malignant  en- 
docarditis is  the  diagnosis,  for  the  treat- 


ment is  hopeless,  or  nearly  so,  unless 
serum  or  vaccine  therapy  prove  effica- 
cious, which  they  do  not  seem  to  have 
done  as  yet.  I  would  make  a  distinction 
between  malignant   and   septic  endocar- 
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ditis.  The  former  is  a  purely  clinical 
term  applicable  to  those  cases  in  which 
the  inflammatory  process  steadily  pro- 
gresses until  death  results;  in  the  same 
way  the  clinical  term  simple  endocarditis 
differentiates  those  cases  in  which  the  in- 
flammatory process  is  arrested  though  it 
may  be  with  permanent  deformity  of  the 
valves.  Septic  endocarditis,  on  the  other 
hand,  is  a  pathological  term  which  refers 
to  an  infection  of  the  endocardium  by 
some  pyogenic  micro-organism;  it  may 
be  malignant  if  recovery  does  not  take 
place,  but  if  the  lesion  heals,  it  is  simple. 
The  reason  why  the  terms  septic  and 
malignant  endocarditis  are  so  often  used 
synonymously  is  probably  because  en- 
docarditis caused  by  the  pyogenic  micro- 
organisms is  less  apt  to  eventuate  in  re- 
covery than  that  caused  by  other  bacteria 
which  commonly  cause  endocarditis. 

The  diagnosis  of  malignant  endocar- 
ditis, and  of  septic  endocarditis,  is  often 
difficult,  and  must  usually  be  made  by  the 
method  of  exclusion,  unless  septic  chills 
and  signs  of  embolism  have  ap'peared. 
The  cases  which  follow  the  typhoid  type 
may  be  differentiated  by  the  blood  count, 
perhaps,  and  by  the  course  of  the  fever, 
which  does  not  begin  to  abate  as  in  ty- 
phoid. The  afebrile  cases,  of  which  I 
have  reported  one,  are  the  most  difficult 
to  diagnosticate ;  usually  we  have  to  wait 
for  the  signs  of  septic  emboli. 

The  duration  is  variable;  I  have  seen 
a  case  which  lasted  four  months,  and 
have  read  of  one  which  lasted  over  a 
year. 

Dr.  HUSSEY  said:  It  seems  to  me 
that  the  trend  of  opinion  expressed  on  the 
mortality  of  septic  endocarditis  is  too 
radical.  It  is  commonly  understood  that 
malignant  endocarditis  is  fatal.  But  are 
malignant  and  septic  endocarditis  synony- 
mous.    Personally,  I  question  it;  but  I 


admit  that  I  do  not  know  as  much  about 
endocarditis  as  the  gentlemen  who  have 
already  spoken.  I,  however,  have  seen  a 
case  of  acute  endocarditis  with  all  the 
signs  of  sepsis,  where  bacteremia  was 
demonstrated  by  cultures  from  the  blood, 
and  in  which  the  diagnosis  of  septic  en- 
docarditis was  as  accurate  as  could  be 
made  without  an  autopsy;  and  yet  the 
patient  recovered.  Such  a  case  occurred 
at  the  Brooklyn  Hospital  within  the  past 
three  months. 

It  seems  to  me  that  the  weak  point  in 
the  previous  arguments  is  this;  they  have 
not  taken  cultures  in  all  cases  of  acute 
endocarditis.  Hence  they  may  have 
failed  to  recognize  the  milder  septic 
lesions,  for  there  must  be  all  grades  of 
septic  lesions  of  the  heart  as  well  as  of 
other  organs  of  the  body.  The  organism 
is  able  to  combat  successfully  septic  in- 
vasion of  other  parts,  and  so  it  seems  rea- 
sonable to  suppose  that  patients  with  sep- 
tic endocavditis  sometimes  recover. 

Dr.  Wm  LlNTZ  said:  It  is  not 
always  easy  to  differentiate  between 
simple  and  malignant  endocarditis.  If 
the  criterion  for  the  latter  condition  de- 
pends upon  the  presence  of  an  organism 
then  to  my  mind  rheumatic  endocarditis 
should  more  often  be  classed  as  malig- 
nant rather  than  simple  endocarditis.  On 
three  different  occasions  during  the  course 
of  typical  cases  of  acute  articular  rheu- 
matism with  cardiac  involvement,  I  have 
isolated  from  the  blood,  by  means  of 
blood  cultures,  the  diplococcus  or  the 
streptococcus  rheumaticus.  One  of  these 
strains  of  bacteria  I  inoculated  into  rab- 
bits and  into  a  dog,  the  latter  developing 
typical  arthritis  and  upon  autopsy  tSe  in- 
jected organism  was  recovered.  This 
precludes  any  accidental  contamination 
and  establishes  the  causitive  factor  of 
rheumatism  and  the  endocarditis. 
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Some  cases  of  malignant  endocarditis 
are  not  fatal.  Furthermore  I  believe  that 
most  cases  recover.  This  sounds  strange, 
nevertheless  it  is  true.  During  the  course 
of  a  good  many  of  the  infectious  diseases, 
the  endocardium  shares  in  the  general  in- 
volvement, but  the  condition  has  not  pro- 
gressed sufficiently  to  give  rise  to  local 
symptoms  and  is  therefore  not  recognized. 
Autopsies  corroborate  this  assertion. 
Mackenzie  states  that  during  the  course 
of  an  infectious  disease  where  you  have 
a  rise  of  more  than  ten  heart  beats  to 
every  increase  of  one  degree  of  tempera- 
ture you  nearly  always  have  an  infection 
of  the  endo,  myo  or  peri-cardium.  Yet 
most  of  these  cases  recover. 

Dr.  Stivers  has  justly  emphasized  the 
diagnostic  value  of  blood  culture  in  ma- 
lignant endocarditis.  Yet  quite  frequent- 
ly we  have  undisputed  evidences  of  ma- 
lignant endocarditis  and  the  blood  culture 
is  negative.  This  may  be  explained  as 
follows : 

(  1  )  The  bacteria  are  so  few  in  num- 
ber that  the  small  amount  of  blood  taken 
for  cultural  purposes  contains  no  bacteria. 

(2)  The  bacteria  are  only  occasional- 
ly swept  off  from  the  infected  endocar- 
dium into  the  circulation,  the  bactericidal 
power  of  the  blood  serum  rapidly  de- 
stroying them  or  else  they  (the  bacteria) 
are  rapidly  eliminated. 

(3)  Infected  emboli  and  not  individ- 
ual free  bacteria  circulate. 

The  points  I  wish  to  emphasize  then 
are:  First,  the  difficulty  in  differentiating 
between  simple  and  infectious  endocar- 
ditis; Second,  the  relative  frequency  of 
malignant  endocarditis;  Third,  that  rheu- 
matic endocarditis  is  more  often  infectious 
than  simple;  Fourth,  that  not  all  cases 
are  fatal;  and  Fifth,  that  a  negative 
blood  culture  may  mean  nothing. 

Dr.  BLATTEIS  said:    The  subject  is 


certainly  a  very  interesting  and  instructive 
one;  interesting  because  of  the  many 
varied  views  as  to  the  classification  and 
etiology,  and  instructive  because  of  the 
new  conception  modern  pathology  and 
bacteriology  have  given  the  subject.  I 
believe  it  is  being  generally  accepted  that 
the  terms  malignant,  septic,  and  ulcera- 
tive endocarditis  are  to  be  interpreted  as 
simply  descriptive  terms  of  some  definite 
disease,  such  as  Acute  Articular  Rheu- 
matism, Pneumonia,  Influenza,  Typhoid, 
etc.  These  and  many  other  diseases,  es- 
pecially those  associated  with  a  bacter- 
emia are  to  a  greater  or  less  degree  com- 
plicated with  lesions  involving  the  endo- 
cardium; and  while  the  resulting  endo- 
carditis, if  the  usual  result  is  taken  into 
account,  may  be  termed  malignant,  or 
septic  if  the  bacteriology  is  borne  in  mind, 
or  ulcerative  if  the  pathology  is  interpret- 
ed, the  disease  is  not  an  endocarditis  per 
se,  but  simply  a  complication.  There  is 
however,  a  condition  of  the  endocardium 
which  has  quite  recently  been  brought 
forward  and  which  is  considered  primari- 
ly a  disease  of  the  lining  membrane  of 
the  heart.  Osier  reports  in  detail  ten  such 
cases,  Billings  fourteen,  T.  J.  Horder 
one  hundred  and  fifty  and  Libman 
forty-three.  The  vast  majority  of  these 
cases  showed  an  organism  in  the  circu- 
lating blood;  this  organism  has  been  var- 
iously classified  by  the  writers  mentioned 
but  the  agreement  is  that  the  greatest 
number  of  these  organisms  resemble  in 
many  respects  the  streptococcus.  Rose- 
now  who  studied  Billing's  cases  calls  his 
the  pneumococcus  which  he  regards  iden- 
tical with  the  organism  of  pneumococcus 
Pneumonia;  Libman  finds  distinct  dif- 
ferences between  what  he  calls  the  endo- 
carditis cocci  and  the  streptococci  and 
pneumococci.  Horder  applies  to  most  of 
his    organisms    the    terms  Streptococcus 
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Fecalis  and  Streptococcus  Salivarius. 
The  question  is  being  carefully  and  ener- 
getically studied  and  more  definite  data 
will  soon  be  available.  We  are  accus- 
tomed at  the  Jewish  Hospital  to  take 
blood  cultures  in  nearly  all  cases  of  heart 
lesions  and  have  met  only  three  cases 
corresponding  to  the  type  as  outlined 
in  a  series  of  over  five  hundred  blood 
cultures.  Libman  states  that  some  cul- 
tures show  positive  results  only  after  five 
or  six  days  incubation.  Our  custom  to 
incubate  these  cultures  only  for  three  days 
as  a  rule,  undoubtedly  account  for  the 
small  number  of  positive  findings,  for  the 
the  same  media  are  used  as  employed  by 
other  investigators. 

These  cases  of  endocarditis  that  do 
not  complicate  any  other  disease  but  seem 
primarily  a  distinct  entity  are  classified 
as  endocarditis,  either  acute  subacute  or 
chronic,  depending  on  the  length  of  time 
before  their  termination.  Thus  far  the 
subacute  variety  predominates. 

As  to  the  final  outcome:  In  general 
it  may  be  stated  that  all  cases  coming 
under  the  classification  I  just  mentioned 
terminate  in  death.  In  Libman's  43 
cases  all  died.  In  Billing's  cases  all 
but  one  died,  and  that  one  hadn't  run 
long  enough  at  the  time  of  his  report. 
In  Horder's  1  50  cases  all  died  but  one, 
and  in  that  one  no  organism  was  recover- 
ed from  the  blood,  so  there  is  some  legi- 
timate doubt  as  to  the  diagnosis.  The 
duration  of  these  cases  varies  from  2  or 
3  months  to  a  year  and  a  half. 

I  wish  to  call  your  attention  to  one 
case,  that  of  a  young  man  about  24 
years  old  whose  heart  valves  had  been 
damaged  by  an  attack  of  Acute  Articu- 
lar Rheumatism  years  ago.  After  a 
very   insidious  onset  he   finally  had  to 


take  to  bed;  the  chief  finding  was  an  in- 
tensification of  his  old  heart  lesions.  A 
blood  culture  showed  a  streptococcus  of 
low  vitality;  an  autogenous  vaccine  was 
used  and  treatment  pursued  for  4  or  5 
months;  blood  cultures  at  three  different 
times  showed  the  same  organism;  there 
was  simply  a  variance  in  the  degree  of 
vitality,  none  growing  as  well  as  the  or- 
dinary streptococcus  pyogenes.  There 
was,  however,  no  improvement  though 
the  case  was  undoubtedly  prolonged  by 
its  use.  A  cerebral  embolus  finally  caus- 
ed death. 

It  seems  that  all  cases  of  heart  lesions 
ought  to  have  blood  cultures  made;  this 
I  am  sure  would  prevent  many  errors  in 
diagnosis. 

Dr.  STIVERS  said:  As  stated  in  the 
paper,  those  cases  that  follow  rheumatism 
are  called  simple,  rheumatic,  or  benign, 
while  the  cases  that  do  not  get  well  are 
called  malignant,  septic  or  ulcerative.  I 
am  inclined  to  believe  that  the  ulcerative 
form  is  still  a  separate  disease  from  the 
so-called  septic  form.  I  consider  that  it 
is  difficult  to  tell  in  the  beginning  whether 
we  have  the  simple  or  malignant  form. 
Osier  states  that  they  are  all  the  same, 
only  differing  in  degree, — some  mild  and 
some  severe.  That  seems  a  reasonable 
theory. 

In  diphtheria,  some  cases  are  so  mild 
that  they  do  not  go  to  bed.  In  scarlet 
/ever,  some  are  mild  and  others  so  severe 
that  they  die  in  48  hours.  Here  we  have 
the  same  disease  and  the  same  poison  but 
differing  in  degree.  In  one  case  the  tox- 
emia is  mild  and  in  the  other  profound. 
I  think  in  the  beginning  it  is  difficult  to 
say  whether  it  is  going  to  be  severe  or 
not. 
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Acahemy  and  Public  Health  Work. 

The  Academy  of  Medicine  has  appointed 
a  committee  on  Public  Health,  Hospitals 
and  Budget,  consisting  of  Drs.  Charles 
L.  Dana,  Lindsley  Williams,  W.  Oilman 
Thompson,  John  H.  Huddlestone,  Sigis- 
mund  S.  Goldwater,  L.  Emmett  Holt, 
Abraham  Jacobi,  James  A.  Miller  and 
Theodore  C.  Janeway.  The  duties  of 
the  committee  are  to  organize  a  bureau 
to  collect  facts  in  regard  to  public  health, 
sanitation  and  hygiene;  to  endeavor  to 
establish  active  co-operation  with  all 
public  health  activities  in  the  city;  to 
keep  the  medical  profession  advised  of 
current  public  health  institutions;  to  ren- 
der to  the  health,  school  and  other  pub- 
lic authorities  and  to  the  community  at 
large  an  authoritative  medical  opinion 
on  public  health  matters;  to  hold  frequent 
conferences  with  city  officials;  to  hold 
public  meetings,  and  to  give  adequate 
publicity  to  the  results  of  the  committee's 
researches.  The  committee  will  assist  in 
the  preparation  of  the  budgets  of  the 
various  departments  and  will  make  a 
close  and  constant  scrutiny  of  hospital 
conditions.  The  efforts  of  the  committee 
have  already  obtained  appropriations  for 
new  contagious  hospitals  in  the  Bronx 
and  in  Queens.  Mrs.  E.  H.  Harriman  has 
agreed  to  pay  the  expense  of  employing 
a  trained  statistician  to  assist  the  com- 
mittee. The  academy  has  also  adopted 
resolutions  urging  the  legislature  to  pass 
the  Clearwater  bill  providing  that  medical 
experts  be  paid  through  the  courts  and 
not  by  parties  in  whose  behalf  they  tes- 
tify. The  academy  asks  that  the  bill  be 
amended  so  that  physician  shall  not  be 
considered  a  medical,  surgical  or  special 
expert  unless  he  is  a  graduate  of  a  re- 
putable medical  college;  has  paid  special 
attention  for  at  least  six  years  to  the  par- 
ticular branch  as  to  which  he  claims  to 
be  an  expert;  has  had  opportunities  for 
laboratory  or  clinical  study  in  that  branch 
for  at  least  four  years,  and  is  a  member 
of  a  general  and  a  special  medical  society 
in  good  standing.  Another  resolution 
was  passed  declaring  that  the  acceptance 
of  a  fee  by  a  physician  contingent  on  the 
result  of  a  medicolegal  case  is  not  in 
accordance  with  sound  medical  ethics. 

Model  Tenement  Opened. — Tin-  Mast 
River  Homes,  made  possible  through  the 
generosity  of  Mrs.  VV.  K.  Vanderbilt, 
who  invested  $1,300,000  in  the  project, 
were  opened  on  December  5.  These 
model  apartment  buildings  are  located  on 
East  Seventy-Seventh  Street  and  along 
Easl  River.  They  occupy  eighteen  city 
lots  and  provide  383  apartments  of  from 


two  to  five  rooms.  225  of  which  have  al- 
ready been  rented.  They  were  built  in 
order  to  provide  homes  for  those  having 
incipient  tuberculosis  or  other  delicate 
persons  who  might  be  liable  to  the  di- 
sease, and  are  so  constructed  as  to  pro- 
vide practically  all  the  advantages  offered 
by  sanatoriums. 

Finances  of  Acaeemy  of  Medicine. 
The  annual  report  of  the  finance  com- 
mittee of  the  New  York  Academy  of 
Medicine,  shows  that  thus  far  $110,000 
has  been  raised  by  subscription  from 
about  one-fourth  of  the  membership  of 
the  academy  to  pay  for  the  real  estate 
purchased  as  a  site  for  the  proposed  en- 
larged building.  The  academy  hopes  to 
raise  as  much  again  and  to  pay  for  the 
site  in  full  before  appealing  to  the  pub- 
lic for  funds  with  which  to  complete  the 
building. 

New  York's  Record  Year. — The  year 
191 1  has  been  the  healthiest  in  the  history 
of  the  city.  There  were  40,000  fewer 
cases  of  illness  in  the  city  during  191 1 
than  during  1910.  The  death  rate  for  the 
year  1910  was  15.98  per  1,000  which  was 
brought  to  be  so  low  as  to  be  irreducible, 
but  that  for  191 1  was  15.13.  Fifteen  cases 
of  small-pox  occured  during  the  year, 
eleven  of  them  during  November  and 
December,  and  103,644  persons  were  vac- 
cinated, one-third  of  them  during  the 
month  of  December.  The  case  fatality 
in  diphtheria  has  been  reduced  from  10.3 
per  cent,  in  1910  to  9.5  in  191 1.  There 
has  been  a  decrease  in  the  infant  death- 
rate  of  10  per  cent,  over  that  of  1910. 
The  department  of  health  plans  extension 
work  for  the  coming  year  which  will 
consist  in  the  enforcement  of  pasturiza- 
tion  of  all  milk  not  certified  or  used  for 
cooking;  the  further  extension  of  hospi- 
tal facilities  for  infectious  disease;  the 
establishment  of  40  milk  stations  pro- 
vided for  in  the  budget  of  1912;  the  es- 
tablishment of  five  clinics  for  children; 
and  the  sanitary  control  of  veneral  di- 
seases. 

Prohibits  Sale  or  Use  of  Wood  Alcohol. 

At  the  meeting  of  the  Department  of 
Health  of  the  City  of  New  York,  Janu- 
ary 23.  a  new  section  in  the  sanitary  code 
was  adopted  whereby  the  sale  or  use  of 
wood  alcohol  in  any  food  or  drink,  or 
in  any  preparation  or  mixture  intended 
for  internal  or  external  use  by  man  is 
prohibited.  This  action  is  directed  not 
only  against  the  use  of  wood  alcohol  in 
food  and  drink,  but  also  against  its  use 
by  barbers  and  others  in  hair  tonics,  face 
lotions  and  other  external  preparations. 
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ECONOMIC  PROBLEMS  OF  INTEREST  TO  THE  MEDICAL 

PROFESSION. 

I. 

A  Foreword,  by  Dr.  Elias  H.  Bartley,  President  of  the  Medical 
Society  of  the  County  of  Kings. 

MEMBERS  of  the  medical  profession  are  awakening  to  the  fact 
that  there  are  other  things  to  be  considered  in  their  meetings 
than  the  scientific  questions  which  they  usually  discuss.  While 
scientific  medicine  is  their  chief  aim,  there  are  also  great  public  move- 
ments in  which  they  are  vitally  interested  and  long  neglected  business 
and  economic  problems  which  the  stress  of  modern  conditions  of  liv- 
ing is  forcing  them  to  consider. 

The  multiplicity  of  new  regulations  of  our  city  departments  and 
laws  under  which  our  people  are  groaning,  are  making  life  in  our 
large  cities  almost  intolerable.  The  time  was  when  a  man's  home  was 
his  castle — when  he  could  enter  it,  close  his  door  and  live  in  peace.  At 
the  present  time  he  no  sooner  seats  himself  than  an  inspector  of  the 
fire  department  wants  to  know  how  he  heats  his  house,  what  method 
he  uses  in  lighting  it.  how  he  lights  his  pipe,  and  a  variety  of  other 
things.  This  man  is  followed  by  an  inspector  of  the  water  depart- 
ment, who  walks  in  and  inspects  from  cellar  to  garret.  Then  the 
garbage  collector,  the  street  sweeper,  the  gas  and  electric  lighting 
man  and  the  emissary  of  the  health  department  wants  to  know  some 
more  about  his  private  business.  Then  a  letter  is  received  from  the 
school  which  his  children  attend,  stating  that  one  or  more  of  them  has 
some  serious  physical  ailment  of  whose  existence  there  has  been  no 
suspicion.  This  is  then  followed  up  by  frequent  visits  from  a  nurse. 
Finally  there  comes  a  letter  from  the  principal  of  the  school  stating 
that,  quoting  from  a  recent  sample  letter  of  this  kind,  "Our  teacher 
discovered  that  your  little  son  is  possibly  suffering  from  a  slight  lateral 
curvature  of  the  spine."  The  boy  in  question  is  as  perfect  a  specimen 
of  a  boy  of  his  age  as  can  be  found,  and  the  above  diagnosis  was 
made  without  any  examination.  This  meddlesome  interference  with 
the  private  life  of  the  people  is  becoming  almost  unbearable,  and  it 
is  time  a  united  voice  is  raised  to  check  it.  Incidentally  all  these  petty 
regulations  are  adding  thousands  of  persons  to  the  pay  rolls  and 
millions  to  the  budget  to  burden  the  people  with  taxes. 
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It  was  therefore  opportune  that  the  Medical  Society  of  the  County 
of  Kings,  at  its  stated  meeting  on  February  20th,  1912,  devoted  the 
evening  to  a  discussion  of  some  of  these  economic  problems. 

The  interest  of  the  medical  profession  was  shown  by  the  unusually 
large  number  of  members  present. 

We  present  to  our  readers  some  of  the  ideas  contained  in  the 
paper  presented  by  Dr.  Bristow  and  the  discussion  of  the  same,  with- 
out attempting  to  describe  the  enthusiasm  which  the  subject  aroused. 

II. 

The  General  Question  of  the  Economics  of  the  Profession. 

Dr.  A.  T.  Bristow  in  his  paper  expressed  very  forcibly  some  new 
aspects  of  the  general  problem  which  the  profession  has  to  face.  He 
stated  that  our  earning  capacity  has  been  diminished,  owing  to  the 
fact  that  the  State  has  legalized  One  Remedy  Systems,  such  as  Osteo- 
pathy and  Optometry,  which  action  has  brought  us,  in  the  care  of  the 
sick  from  the  standpoints  both  of  diagnosis  and  treatment,  into  com- 
petition with  men  who  are  really  not  fit  to  practice  medicine.  That 
branch  of  medical  work  which  they  have  taken  upon  themselves  has 
diminished  the  number  of  patients  coming  to  the  regular  practitioner. 

He  called  attention  to  the  fact  that  the  value  of  the  dollar  to-day 
is  not  more  than  sixty  per  cent,  of  what  it  was  ten  years  ago,  yet  at 
the  same  time  our  fees  have  remained  unchanged. 

In  connection  with  these  statements  Dr.  Bristow  gave  some  inter- 
esting statistics,  basing  his  statements  on  a  work  recently  published 
by  the  Macmillan  Company.  He  showed  that  ninety  per  cent,  of  the 
male  population  of  this  country  earned  on  an  average  S800  a  year. 
Professor  Chapin  states  that  the  normal  amount  on  which  a  man 
can  support  a  wife  and  three  children  in  Xew  York  is  $900  a  year, 
and  inasmuch  as  it  is  necessary  for  a  physician  to  live  in  better  style 
and  employ  more  assistants  than  the  average  person,  his  expenses 
must  be  relatively  greater.  At  the  same  time  it  is  also  true  that  the 
average  income  of  the  physician  is  not  greater  than  the  average 
income  of  the  non-professional  man.  It  is  on  this  account  that 
physicians  find  it  necessary  to  enter  into  contract  practice,  lodge 
practice  and  the  like,  and  on  the  other  hand,  it  is  the  relatively  small 
earning  capacity  of  the  people  in  general  which  drives  them  to  avail 
themselves  of  the  opportunities  afforded  by  contract  practice,  etc. 
Consequently,  lodge  and  contract  practice  is  in  the  nature  of  an  evolu- 
tion. It  is  a  serious  question  whether  physicians  should  not  recognize 
this  fact  in  dealing  with  their  own  economic  problems  and  whether 
we  should  not  ourselves  have  a  standard  in  order  to  meet  the  changing 
condition  which  confronts  us. 

III. 

The  Competition  of  Nurses  with  Physicians  in  the  Public  Service. 

The  Board  of  HEALTH  has  been  employing  nurses  on  business 
which  belongs  to  physicians,  and  it  is  well  known  throughout  the  city 
that  it  is  the  intention  of  the  Board  of  Health  to  displace  physicians 
and  replace  them  with  nurses.  For  instance : — there  were  twenty-seven 
medical  inspectors  in  the  Health  Department  of  Brooklyn.  Nine  medi- 
cal inspectors  and  nine  nurses  now  fulfil  the  duties  formerly  performed 
by  twenty-seven  medical  inspectors.     Thirty-five  physicians  whose 
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salaries  were  one  hundred  dollars  a  month,  were  displaced  on  the  plea 
of  economy.  They  were  replaced  by  one  hundred  and  thirty-eight 
nurses,  whose  salaries  were  seventy-five  dollars  a  month,  making  an 
additional  increase  in  the  expense  to  the  city  of  eighty-four  thousand 
dollars. 

It  must  be  recognized  that  these  nurses  are  practicing  medicine 
in  defiance  of  the  law  which  provides  that  nobody  shall  diagnose  or 
treat  medical  conditions  unless  they  are  properly  licensed  as  physi- 
cians. These  nurses  are  sent  to  examine  children,  diagnose  their  con- 
dition, report  upon  the  same,  limit  their  attendance  at  school,  allow 
them  to  resume  their  school  relations,  and  in  short,  replace  the  doctor 
in  all  but  the  more  serious  conditions. 

IV. 

The  Temptation  of  Physicians  and  Surgeons  in  the  Question  of  Fees. 

The  prevalence  of  fee  splitting  is  due  to  the  financial  distress 
which  confronts  the  profession  at  large,  since  the  average  income 
of  the  average  doctor  throughout  the  country  is  probably  less  than  one 
thousand  dollars. 

The  physicians  therefore  are  not  receiving  equitable  treatment 
when  they  surrender  a  patient  to  the  surgeon,  who  may  get  a  fee  for 
a  single  operation  which  may  amount  to  ten  per  cent,  of  the  physician's 
annual  income,  while  the  physician's  remuneration,  perhaps,  is  nine 
or  ten  dollars,  simply  the  regular  fee  for  a  few  visits,  and  which  is- 
all  he  gets  for  his  work.  Such  a  situation,  to  say  the  least,  is  full  of 
temptation  to  both  parties — to  the  physician  more  especially.  The 
cure  for  such  a  condition  does  not  lie  in  the  making  of  resolutions 
by  the  County  Society,  because  it  would  be  impossible  to  expel  two- 
men  for  fee  splitting  except  on  legal  evidence,  and,  as  the  only  witnesses 
to  the  transaction  are  the  culprits  themselves,  then  the  necessary  evi- 
dence would  not  be  forthcoming,  and  as  the  County  Society  is  a  cor- 
porate body,  owning  property,  the  courts  would  not  allow  an  expulsion 
except  on  legal  evidence. 

A  possible  solution  of  the"  difficulty  seems  to  be  in  the  recognition 
of  the  fact  that  the  general  practitioner  does  not  receive  fair  treatment 
at  present  in  the  relations  which  have  formerly  existed  between  the 
specialist  and  the  general  practitioner.  As  he  shares  the  responsi- 
bilit}'  of  the  operation  with  the  surgeon  it  seems  as  though  it  would 
be  equitable  that  his  share  of  the  fee  should  be  more  than  the  small 
amount  which  he  would  receive  from  two  or  three  visits  made  previous- 
to  calling  in  the  surgeon. 

Dr.  Bristow  suggested  that  an  equitable  arrangement,  equitable  to 
all  concerned — to  the  patient,  as  well  as  to  the  two  parties — wrould  be 
for  the  physician  and  the  surgeon  to  render  a  joint  bill  to  the  patient  in 
which  there  should  be  no  concealment  of  the  fact  that  a  part  of  the 
joint  fee  is  to  go  to  the  physician  in  compensation  for  his  responsi- 
bility, which  has  not  hitherto  been  sufficiently  recognized. 

V. 

The  Report  of  the  Board  of  Regents. 

In  discussing  the  economic  difficulties  which  confront  us,  Dr. 
Bristow  referred  to  a  recent  report  of  the  Board  of  Regents  in  which 
the  Commissioner  of  Education,  A.  S.  Draper,  reported  to  the  State: 
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Board  of  Regents  that  there  were  many  rotten  features  in  the  present 
conduct  of  the  medical  profession,  and  also  that  the  question  of  the 
standard  of  education  should  be  modified  so  that  those  practicing 
certain  limited  branches  of  medical  therapeutics  need  not  obtain  the 
same  degree  of  proficiency  in  diagnosis  and  general  education  as  those 
who  are  fully  licensed  to  practice  medicine. 

Dr.  Wendell  C.  Phillips,  President  of  the  Medical  Society  of  the 
State  of  New  York,  emphasized  the  importance  of  considering  seriously 
these  attacks  upon  the  standard  of  medical  education  and  drew  atten- 
tion especially  to  the  statement  of  Commissioner  Draper  which  reads 
as  follows : 

"It  seems  to  me  that  the  State  must  eventually  come  to  the  point  of  exact- 
ing differing  measures  of  education  from  those  who  practice  the  healing  art  in 
different  ways  or  by  means  of  different  instrumentalities.  .  .  .  The  training 
required  of  those  who  administer  drugs  is  bound  to  be  more  extensive  than 
that  required  of  those  who  do  not  and  the  training  required  of  surgeons  is 
bound  to  go  further  than  that  of  those  who  do  not  resort  to  the  use  of  instru- 
ments of  incision." 

And  this  from  the  head  of  the  Education  Department  of  the 
Empire  State! 

Dr.  Phillips  continued :  "We  must  not  forget  that  nearly  twenty- 
five  years  ago  the  medical  profession  of  this  State  conferred  a  boon 
in  protecting  the  public  health  by  insisting  upon  a  medical  law,  which 
insisted  upon  proper  preparation  for  those  men  who  are  to  be  en- 
trusted with  the  medical  and  surgical  care  of  our  people.  This  law 
still  exists  and  it  has  been  most  beneficent  in  its  effects.  We  have  a 
high  standard  of  medical  education,  and  it  ranks  well  with  that  of 
other  professions.  A  careful  reading  or  Draper's  report  shows  clearly 
an  attempt  to  befog  the  real  issue  in  the  case  by  emphasizing  the  evil 
of  'fee  splitting'  in  an  apparent,  effort  to  belittle  our  great  profession. 
It  is  our  duty  at  the  very  beginning  to  combat  this  attempt,  and  it 
seems  to  me  that  the  various  County  Societies  should  pass  resolutions 
demanding  that  the  high  standard  of  medical  education  should  not  be 
interfered  with.  From  the  County  Societies  it  should  come  to  the  State 
Society,  where  I  feel  that  I  can  pledge  you  the  support  of  this  great 
Society,  representing  7,000  physicians.  You  have  never  heard  of 
the  legal  profession  attempting  to  devise  a  grading  of  lawyers. 
Neither  should  there  be  a  process  of  grading  in  the  qualifications  for 
the  practitioners  of  the  healing  art. 

"Regarding  the  agitation  of  the  'fee  splitting'  evil  by  the  Erie 
County  Medical  Society,  I  feel  that  too  great  prominence  has  been 
given  to  this  matter.  It  is  an  evil  and  one  that  in  my  judgment  cannot 
be  regulated  by  law,  but  must  be  settled  by  a  sense  of  high  moral 
example  by  the  leaders  of  our  profession.  That  the  evil  is  general  I 
do  not  believe,  and  it  would  seem  to  me  that  any  of  our  Societies 
would  produce  a  splendid  result  by  expelling  any  members  who  could 
be  proven  guilty.  This  is  the  method  followed  by  the  Bar  Associa- 
tion in  dealing  with  lawyers  who  do  not  live  up  to  their  standards. 
The  more  we  elevate  the  standards  of  our  medical  profession,  the  less 
glaring  will  the  evils  become. 

"The  nursing  problem  is  serious.  If  I  am  correctly  informed,  the 
trained  nurses  themselves  are  at  least  partially  responsible  for  the 
State  law  of  registration,  in  which  a  standard  has  been  set  which  seems 
to  be  out  of  all  proportion  for  the  requirements  of  a  trained  nurse. 
The  training  in  the  nurses'  training  schools  should  fit  the  woman  for 
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her  vocation  of  nursing.  The  curriculum  in  most  of  the  schools  is  so 
long  and  so  severe  that  it  results  in  turning  out  women  who  are  half 
doctor  and  half  nurse.  It  is  unnecessary  to  make  doctors  out  of  nurses. 
We  want  competent  nurses  only  and  in  my  judgment  two  years  is 
sufficient  for  this  purpose.  We  should  not  make  doctors  out  of  nurses, 
but  we  should  make  nurses  out  of  them. 

'The  Health  Department  of  the  City  of  New  York  should  not  be 
permitted  to  infringe  upon  the  law.  If  they  are  employing  nurses  to 
do  work  for  which  only  registered  physicians  are  legally  qualified 
to  perform,  it  seems  to  me  that  the  evil  can  be  stopped  by  resorting 
to  the  enforcement  of  the  law,  and  this  should  be  done." 

VI. 

Have  the  People  Recognized  the  Public  Service  Rendered  by 

Physicians? 

Dr.  Egbert  Le  Fevre,  of  New  York,  took  up  the  discussion  of 
the  points  referred  to  in  Dr.  Bristow's  paper,  and  asked  several  perti- 
nent questions.    He  said  in  part : 

"I  think  that  those  of  us  who  have  been  in  the  practice  of  medi- 
cine for  the  last  twenty-five  or  thirty  years,  appreciate  the  fact  that 
since  our  graduation  many  new  medical  and  economic  problems  have 
arisen,  which  concern  very  closely  the  present  practice  of  medicine. 
In  the  last  three  decades  the  whole  system  of  medical  education  has 
been  changed  and  the  initiative  came  from  the  medical  profession  itself 
and  not  from  the  public.  The  standard  of  preliminary  education  for 
admission  to  the  study  of  medicine  has  been  definitely  established. 
The  length  of  the  medical  course  has  been  extended  from  two  years 
of  six  months  each  to  four  years  of  eight  months  each.  The  majority 
of  medical  graduates  now  voluntarily  take  post-graduate  courses,  serv- 
ing as  hospital  internes  for  one  or  more  years.  At  the  present  time, 
the  educational  capitalization  of  the  medical  practitioner  is  far  beyond 
that  of  any  other  profession.  The  question  thus  arises  very  naturally, 
'What  has  been  the  trend  of  this  capitalization?'  It  has  given  to  the 
public  a  much  better  educated  body  of  men  who  are  practicing  medi- 
cine and  who  are  giving  much  more  efficient  public  service.  But  how 
is  the  public  recognizing  this?  Has  it  given  to  the  medical  profession 
that  place  in  its  counsels  that  it  deserves?  Has  it  given  to  the  prac- 
ticing physician  that  voice  in  the  determination  of  the  problems  in 
sanitation  and  public  health  that  he  deserves?  I  think  that  there  can 
be  only  one  answer.  The  public  does  not  at  the  present  time  listen 
to  the  counsel  of  the  medical  profession  as  it  should,  and  it  is  to 
the  detriment  of  the  public.  This  increased  educational  capitalization 
has  had  its  influence  in  the  distribution  of  medical  men.  The  majority 
of  those  who  have  graduated  from  the  best  medical  schools  and  taken 
the  hospital  courses  have  felt  that  their  capitalization  was  such  that 
they  could  not  locate  in  the  country  and  practice  medicine  on  economic 
principles  any  more  than  a  man  with  a  capital  of  one  or  two  hundred 
thousand  dollars  would  think  of  opening  a  business  at  a  country  cross- 
roads. This  has  caused  congestion  of  medical  practitioners  in  the  large 
centers  of  population,  while  there  has  been  rather  a  decrease  in  the 
rural  districts.  It  is  for  this  reason  that  the  medical  practitioners  in 
the  cities  are  confronted  with  the  economic  problems  that  have  been 
presented  to-night." 
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VII. 

The  Abuse  of  Free  Medical  Service. 

Dr.  Le  Fevre  in  discussing  the  dispensary  question  said:  "The 
abuse  of  free  medical  service,  as  offered  in  dispensaries,  hospitals  and 
other  charitable  efforts,  is  one  that  has  grown  progressively  in  large 
cities.  I  think  that  we  have  got  to  face  this  problem  largely  from  our 
own  side.  Those  who  practice  in  the  small  centers  of  population  are 
acquainted  with  the  circumstances  of  all  the  people  and  treat  willingly, 
as  part  of  their  general  practice,  those  who  are  unable  to  pay.  They 
do  not  expect  to  receive  any  pay  for  their  services  to  these  people. 
They  carry  on  their  individual  charity  work  purely  as  a  matter  of 
public  duty.  In  large  cities,  such  intimate  acquaintance  with  the  cir- 
cumstances of  the  people  who  seek  medical  advice  cannot  be  expected 
of  the  general  practitioner  and  therefore  there  have  grown  up  dis- 
pensaries to  meet  the  needs  of  the  very  poor.  If  it  stopped  there,  there 
would  be  no  dispensary  abuse,  because  I  do  not  think  that  any  man 
in  the  medical  profession  begrudges  the  medical  service  given  to  the 
poor,  but  the  public  have  been  educated  to  the  fact  that  medical  service 
can  be  obtained  free,  and  therefore  they  have  taken  counsel  of  their 
prudence  and  sought  what  they  consider  efficient  medical  treatment 
in  the  dispensaries  and  hospitals.  The  managers  of  the  dispensaries 
and  hospitals  have  catered  to  this  feeling  and  by  charging  a  small 
amount,  as  ten  cents  for  a  prescription,  have  made  those  who  are 
fully  able  to  pay  their  physicians  feel  that  they  are  meeting  their 
financial  obligations  by  paying  this  small  amount.  This  is  absolutely 
wrong  and  I  do  not  think  that  the  dispensary  trustees  or  doctors  who 
are  practicing  in  the  dispensaries  are  using  their  best  efforts  to  weed 
out  the  unworthy.  But  who  are  the  unworthy?  That  is  a  most  dif- 
ficult question.  Frequently  those  who  come  to  the  dispensaries  well 
dressed  and  seemingly  in  good  circumstances  are  those  who  are  really 
in  the  greatest  need  of  free  medical  attendance.  Their  work  in  stores 
and  offices  demands  that  they  dress  decently.  The  large  increase  in 
the  cost  of  living  without  a  corresponding  increase  in  salary,  has  made 
the  problem  of  living  in  the  city  very  difficult,  and  whenever  sickness 
occurs,  it  is  a  calamity.  Many  of  those  whose  ailments  demand  pro- 
tracted treatment  are  advised  by  their  physicians  to  go  to  the  dispen- 
sary, because  they  feel  that  they  are  unable  to  give  the  special  kind 
of  treatment  demanded  and  they  know  that  the  patients  cannot  pay 
for  it  elsewhere.  Unfortunately,  not  only  are  these  patients  put  in 
the  way  of  free  medical  treatment,  but  they  spread  the  information 
broadcast  and  those  who  are  able  to  pay,  also  go  to  the  dispensaries. 
It  is  not  right  to  put  upon  the  physicians  practicing  in  the  dispensaries 
the  work  of  sorting  out  the  unworthy.  It  puts  them  in  a  false  posi- 
tion and  many  feel  that  they  would  rather  treat  nine  unworthy  cases 
than  add  to  the  hardships  of  one  deserving  applicant. 

"As  a  part  of  the  great  uplift  movement  that  is  worldwide,  there 
has  been  a  marked  increase  in  public  sanitation.  This  has  extended 
beyond  merely  protecting  the  public  against  infectious  and  pestilential 
diseases,  to  controlling  most  of  their  activities.  No  one  doubts  the 
necessity  or  value  of  protecting  the  public  from  itself  and  especially 
the  need  of  intelligent  medical  supervision  over  public  school  children 
so  that  there  can  be  early  correction  of  defects  which  would  render 
them  less  efficient  members  of  the  community  later  in  life,  but  many 
of  the  methods  of  the  Boards  of  Health  are  open  to  criticism.  They 
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have  no  right  to  have  medical  work  done  by  those  who  have  not  been 
educated  for  the  purpose.  The  training  of  nurses  does  not  qualify 
them  for  this  work  and  therefore  substituting  them  for  trained  physi- 
cians who  have  served  faithfully  on  the  Board  of  Health  and  there- 
fore received  an  additional  training  in  sanitation,  is  wrong.  The  pater- 
nalism of  the  Boards  of  Health  and  other  charitable  efforts,  as  well 
as  the  decrease  of  infectious  diseases,  has  limited  the  work  of  the 
medical  profession  and  made  the  struggle  for  existence  a  much  harder 
one.  To  meet  the  changed  economic  conditions,  numerous  remedies 
have  been  offered  and  much  advice  has  been  given.  One  is  that  the 
medical  men  should  conduct  their  work  on  the  lines  found  profitable 
in  business  rather  than  that  of  a  profession,  as  heretofore.  The  claim 
has  been  made  that  the  present  unsatisfactory  status  of  the  profession 
is  due  to  the  lack  of  business  acumen.  Undoubtedly  the  majority  of 
medical  men  are  poor  business  men  and  this  is  not  altogether  to  their 
discredit,  for  it  is  due  to  their  altruism  and  high  ideals." 

VIII. 

The  Loyalty  of  the  Medical  Profession  to  the  Public. 

In  considering  further  the  matter  of  the  economic  difficulty  which 
confronts  us,  which  was  presented  before  the  County  Society,  Dr.  James 
W.  Fleming  took  occasion  to  consider  the  question  of  what  the  medical 
profession  has  been  doing  for  the  public.    He  said: 

"During  the  past  twenty-five  years  the  medical  profession  has 
been  doing  a  work  for  the  people  such  as  no  other  body  of  men  has 
ever  done  before.  In  ten  years,  in  this  city,  the  death  rate  has  been 
reduced  from  twenty-two  to  fourteen  per  thousand  of  population.  The 
physicians  have  taught  the  people  in  various  ways,  through  a  system 
of  school  inspections,  public  health  lectures,  etc.,  etc.,  and  we  as  a  pro- 
fession are  feeling  the  economic  effects  of  it,  as  intimated  in  the  paper 
read  by  Dr.  Bristow. 

"While  the  profession  may  not  be  loyal  to  one  another,  they  cer- 
tainly are  loyal  to  the  public,  and  I  believe  that  the  public  owes  this 
profession  the  same  loyalty  that  we  give  to  the  public,  and  I  feel  cer- 
tain that  the  attempts  that  are  being  made  to  belittle  the  profession  in 
this  City,  in  this  State,  in  fact  all  over,  is  uncalled  for,  unjust  and 
unfair.  The  attempt  to  lower  the  standard,  as  suggested,  of  medical 
education  or  entrance  to  the  field  of  medicine,  is  absolutely  wrong  and 
should  merit  our  disapproval  publicly  and  earnestly.  The  action  of  the 
Health  Department  in  taking  away  the  salaries  from  thirty-five  men 
on  the  first  of  January,  who  were  practicing  medicine,  is  unjust,  un- 
called for  and  illegal,  and  should  merit  the  disapproval  of  not  only  this 
County  Society,  but  of  our  State  Society,  by  expressed  resolutions. 
I  want  to  say  that  I  stand  for  honesty  in  medicine  as  in  everything  else, 
and  I  believe  that  every  member  of  this  Society  stands  for  that  same 
honesty  and  that  same  high  degree  of  honor  which  we  all  merit,  not 
only  as  a  profession,  but  as  individuals." 

IX. 

Viewpoint  of  a  Medical  Optimist. 

Dr.  Henry  A.  Fairbairn,  in  discussing  Dr.  Bristow's  paper,  said: 

"It  is  not  well  to  look  too  long  on  the  dark  side  of  a  picture.  Dr. 
Bristow's  account  of  the  dark  side  is  true  but  then  there  is  another 
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viewpoint.  Bear  in  mind  that  the  profession  of  medicine  is  the 
nearest  of  all  to  the  people.  This  has  been  the  case  always  and  will 
ever  remain  such.  When  I  say  the  profession  of  medicine,  I  refer 
to  those  who  practice  the  science  of  medicine ;  not  to  those  who  segre- 
gate themselves  by  mere  assumptions  and  implied  denial  of  the  former's 
work.  There  is  an  ultimate  bond  of  union  between  every  person  and 
his  profession  from  birth  until  death,  a  dependence,  and  the  majority 
will  always  recognize  this  and  in  the  end  they  will  not  see  you  dis- 
counted, because  their  personal  interests  will  forbid  it. 

"The  reader  of  the  paper  mentions  the  public  and  their  relation  tp 
the  medical  profession.  By  the  public  he  plainly  refers  to  those  who 
make  the  laws  which  regulate  the  practice  of  the  medical  profession. 
Please  bear  in  mind  that  you  are  part  of  the  public  in  this  classification 
and  a  very  important  and  influential  part  of  the  public.  And  this 
fact  you  forget  and  too  often  you  remain  at  home  and  allow  the  other 
people  to  transact  business  that  they  know  nothing  about ;  consequently 
the  adventurers  step  in,  these  influenced  merely  by  commercial  reasons 
and  then  you  are  the  sufferers  and  the  others,  the  better  part  of  the 
community,  suffer  for  your  neglect  by  having  all  manner  of  senseless 
procedures  foisted  upon  them  under  the  false  name  medical.  Your 
votes  and  those  of  your  friends,  if  you  will  interest  them,  will  far 
outnumber  the  opposition.  These  votes  appoint  public  servants,  legis- 
lators, and  if  they  fail  in  their  duty  you  have  a  remedy  to  remove  them. 
They  appoint  a  Board  of  Regents — again  your  public  servants — and  if 
they  fail  in  their  duty,  public  sentiment  will  very  soon  make  them  aware 
of  the  fact,  if  you  see  to  it.  If  they  attempt  that  impossible  demonstra- 
tion that  a  part  is  equal  to  the  whole,  if  they  uphold  errors  which  on 
their  very  face  are  such,  you  can  laugh  them  out  of  court. 

"The  same  may  be  said  of  your  other  public  servants  who  con- 
stitute boards  of  health,  managers  of  hospitals  and  dispensaries. 
Call  them  to  account  and  the  public  will  be  with  you  for  their  interests 
demand  it.  There  is  another  matter  for  you  to  see  to  in  your  own 
ranks.  There  is  a  standard  of  measure  for  every  medical  procedure, 
like  there  is  a  standard  of  measure  in  finance.  Medical  precedures 
must  be  founded  on  demonstrated  fact  and  must  be  tested  by  experi- 
ence, ripe  experience.  There  are  schools,  sects,  divisions  of  practi- 
tioners which  to-day  are  denying  the  efficacy  of  vaccination,  anti- 
toxines  of  various  kinds,  the  use  of  antiseptics,  the  use  of  drugs  of 
any  kind.  This  they  do  in  the  face  of  positive  demonstrations.  It  is 
high  time  that  you  dealt  with  such  in  public  and  in  your  own  house. 
Freed  from  this  incubus  you  will  not  give  the  politicians  the  oppor- 
tunity to  point  the  finger  of  scorn  at  you. 

"You,  as  the  German  physicians,  would  do  well  to  enter  the  legis- 
lature and  state  your  case  there  personally  and  through  representatives. 
Thus  effectually  could  you  drive  the  commercial  crowd  to  cover  and 
protect  the  interests  of  the  people  and  the  medical  profession.  Sickness 
must  come  to  you,  your  families  and  friends  sooner  or  later.  See 
to  it  that  you  safeguard  their  interests  by  vigorous  measures." 
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ARE  THERE  TOO  MANY  DOCTORS?* 
By  James  P.  Warbasse,  M.D., 

of  Brooklyn,  N.  Y. 

IT  seems  to  be  the  conventional  thing  to  assume  that  there  are  too 
many  doctors.    The  medical  as  well  as  the  lay  press  harbors  this 
notion.   Sociologic  reports  claim  to  corroborate  it.   It  has  become 
a  veritable  hue  and  cry. 

There  are  two  conditions  in  medicine  which  are  contradictory  and 
unreconcilable.  They  are  the  following: — (i)  The  power  of  medical 
science  to  cope  with  the  problems  of  disease  has  attained  to  a  high 
state  of  development.  (2)  Comparatively  seldom  does  a  patient  have 
bestowed  upon  him  the  time  and  attention  which  would  give  to  him  the 
full  benefit  of  the  medical  knowledge  which  it  would  be  possible  to 
apply  to  his  case. 

In  this  discrepancy  lies  the  negative  answer  to  the  question. 
Why  does  not  the  physician  take  the  time  and  pains  to  give  the 
patient  the  advantages  which  it  would  be  possible  for  his  patient  to 
enjoy?  First,  because  he  must  be  off  to  another  patient;  and,  second, 
because  the  patient  can  not  pay  him  for  his  pains.  Why  must  he  be 
off  to  another  patient?  Because  his  livelihood  requires  it.  Why  can 
not  the  patient  pay  him  for  the  pains  and  time  necessary  to  secure  the 
best  that  medical  science  can  give  him?  Because  the  patient  cannot 
afford  it. 

In  this  deplorable  situation,  in  which  the  physician  with  his  poten- 
tiality for  scientific  work  is  reduced  to  the  exigencies  of  the  struggle 
for  existence,  it  is  easy  enough  for  the  student  who  grasps  the  social 
problems  to  read  the  answer.  There  are  not  too  many  doctors. 
There  is  too  little  ability  on  the  part  of  the  people  to  pay  their 
doctors. 

The  patient  does  not  receive  the  best  that  medical  science  has  to 
offer  for  the  reason  that  he  cannot  afford  to  pay  for  it.  Why  does  not 
the  physician  give  it  to  him  even  though  compensation  is  not  to  be 
expected?  To  the  credit  of  the  great  army  of  medical  practitioners 
it  truly  can  be  said  that  they  would  were  it  not  for  the  fact  that  they 
cannot  afford  to  do  so.  This  is  one  of  the  great  disappointments  which 
the  well  equipped  young  man  is  destined  to  experience  when  he  leaves 
the  hospital  and  goes  into  the  practice  of  medicine  as  a  means  of  liveli- 
hood. This  disillusionment  he  never  recovers  from.  He  always  feels 
the  sting  of  the  economic  necessity  which  deprives  him  more  and  more 
of  using  the  microscope  and  the  other  scientific  methods  which  once, 
in  his  student  days,  filled  him  with  an  exalted  zeal  for  his  work. 

Were  the  average  doctor  to  tarry  with  the  first  case  that  he  sees 
in  the  course  of  the  day,  and  bestow  upon  it  the  attention  which  it 


*  In  the  March,  1912,  issue  of  Pearson's  Magazine  there  appears  an 
article  on  the  subject,  "Are  There  Too  Many  Doctors?"  The  premises  set  forth 
in  this  juvenile  attack  upon  the  profession  are  so  false  and  the  conclusions 
drawn  are  so  absurd  that  they  need  not  be  quoted  here.  However,  the  Editor 
believes  the  subject  is  a  timely  one  and  he  has  asked  Dr.  Warbasse  to  open  a 
discussion  upon  this  question. — Ed. 
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should  receive,  if  the  best  that  medical  science  could  offer  were  to  be 
given,  his  grocer  would  go  unpaid,  his  children  unshod,  and  the 
mortgage  on  his  house  would  soon  be  foreclosed. 

It  is  decidedly  true  that  the  physician  is  influenced  in  his  practice 
by  the  economic  necessities.  He  is  ground  betwixt  his  ideals  of  pro- 
fessional philanthropy  and  the  struggle  for  existence.  But  it  is  a 
false  explanation  to  say  that  this  is  due  to  the  fact  that  there  are  too 
many  doctors.  An  equally  sophistic  explanation  would  be  to  contend 
that  there  are  too  many  coal  miners,  as  a  reason  for  the  struggle  for 
life  among  this  class  of  artisans.  It  is  true  that,  if  the  men  who  are 
willing  to  go  down  into  the  earth  and  dig  coal  should  become  fewer, 
those  who  do  this  work  might  receive  better  pay.  But  that  is  not  an 
explanation  for  the  economic  stress  among  coal  miners.  All  the  men 
today  engaged  in  that  work  are  needed  at  it.  There  are  not  too  many. 
The  reason  that  they  are  beset  by  industrial  pressure  and  live  in 
wretchedness  is  because  they  are  not  adequately  compensated  for  the 
services  which  they  render;  or,  what  amounts  to  the  same  thing,  the 
cost  of  living  is  disproportionately  high  for  the  wages  they  receive ; 
and  the  reason  they  are  not  adequately  compensated  is  because  four- 
fifths  of  the  wealth  they  produce  is  consumed  in  profits  and  dividends 
for  the  non-producer,  who  is  in  no  sense  necessary  in  the  mining  of 
coal  and  whose  relation  to  the  industry  is  wholly  parasitical.  It  is 
this  burden  upon  the  backs  of  the  workers  which  creates  the  economic 
unbalance. 

If  there  were  fewer  men  in  either  of  these  occupations — doctors 
and  miners — it  would  not  mean  that  the  one  would  have  more  time 
to  give  to  his  patients  or  that  the  other  could  meet  the  demands  of 
commerce  any  better  than  they  now  are  met.  There  would  only  be  a 
financial  advantage  to  that  class,  such  as  accrues  as  monopoly  is  ap- 
proached or  supply  is  diminished,  but  society  would  be  none  the  better 
for  it.   The  problem  lies  back  of  this. 

Let  it  be  understood  that  the  physician  belongs  to  the  exploited 
class,  inasmuch  as  he  feels  the  effects  of  exploitation  upon  the  great 
mass  of  the  public,  whose  servant  he  is  and  to  whose  physical  efficiency 
it  is  his  business  to  administer. 

In  the  United  States  there  is  one  doctor  to  every  700  of  the  popu- 
lation. In  a  well  administered  government  this  would  be,  perhaps,  a 
sufficient  number ;  but  in  this  country  at  present  the  people  are  by 
no  means  receiving  adequate  medical  attention.  They  are  swindled 
out  of  millions  of  dollars  annually  by  quackery,  which  the  government 
fosters  because  quackery  is  business,  and  the  laws  are  so  constructed 
as  to  protect  business  and  property  on  every  side.  These  are  the  ex- 
alted things.   The  human  animal  must  bend  his  neck  to  them. 

The  people  are  inadequately  protected.  Paternalism  among  an 
enlightened  people  is  unnecessary,  but  in  a  population  which  is  steeped 
in  ignorance  because  it  has  been  denied  education,  paternalism  is  a 
governmental  duty. 

Not  only  are  quacks  and  all  sorts  of  incompetents  treating  cases 
which  should  be  under  the  care  of  physicians,  but  nurses  and  midwives 
are  rendering  services  which,  were  the  people  educated  sufficiently  and 
were  they  financially  solvent,  would  be  receiving  medical  care.  The 
patronage  bestowed  upon  patent  medicines,  quackery  and  incompetent 
midwives  is  partly  because  of  ignorance  and  partly  because  of  eco- 
nomic expediency.   The  number  of  physicians  has  nothing  to  do  with  it. 
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If  we  had  a  National  Department  of  Health,  if  the  government 
were  doing  what  it  might  to  prevent  the  10,000,000  cases  of  unneces- 
sary and  preventable  sickness  which  occur  annually,  we  should  need 
fewer  doctors ;  but  what  is  the  actual  situation  ? 

There  are  constantly  and  seriously  sick  in  the  United  States  2,- 
000,000  people.  That  means  that  on  an  average  each  doctor  con- 
stantly has  fifteen  sick  people  under  his  care.  But  let  us  look  at  the 
grave  character  of  some  of  these  cases.  There  are  among  them  1,- 
700,000  deaths  annually.  Of  these  deaths,  160,000  are  from  tubercu- 
losis;  70.000  are  from  cancer;  120,000  are  from  diseases  of  the  heart; 
125,000  are  from  pneumonia;  110,000  are  from  enteric  infections; 
90,000  are  from  nephritis.  More  than  25  per  cent,  of  our  children  die 
before  they  reach  five  years  of  age.  This  gives  some  idea  as  to  what 
is  going  on. 

This  mortality  represents  but  a  small  part  of  the  morbidity.  Ty- 
phoid fever  alone  is  represented  by  40.000  deaths  annually  but  there 
are  400,000  cases  of  typhoid  a  year.  While  accidents  and  violence 
cause  90,000  deaths  annually,  there  are  1,000,000  cases  of  injury  which 
require  surgical  attention.  Our  130,000  doctors  would  not  be  enough 
if  every  one  of  these  patients  could  have  the  medical  attention  which 
his  case  deserves. 

But  this  is  far  short  of  the  field  of  the  physician.  His  most  im- 
portant function  should  be  to  keep  people  well.  As  yet  this  function 
is  largely  neglected.    Some  day  it  will  be  his  chief  field  of  activity. 

Were  the  doctors  servants  of  the  State,  as  is  the  case  in  the 
Public  Health  and  Marine  Hospital  Service,  they  would  not  be 
engaged  in  commercial  competition  for  a  livelihood.  They  would 
be  more  independent  and  more  efficient ;  scientific  competition 
instead  of  commercial  competition  would  be  stimulated ;  and  the 
pro  rata  of  physicians  now  in  practice  would  be  none  too  great. 

At  present  there  is  abundant  wealth  produced  in  this  country  to 
guarantee  edacation  and  competence  for  every  one  to  have  the  best 
that  medical  science  has  to  offer,  even  to  the  prevention  of  disease, 
and  the  adequate  education  of  the  physician.  The  fact  that  this  enorm- 
ous wealth  gravitates  to  the  few,  and  leaves  the  producers  of  it  in 
penury,  has  given  rise  to  the  far  cry  that  there  are  too  many  doctors. 

There  are  fundamental  economic  problems  involved  here.  Tied 
up  with  them  are  the  reasons  for  poor  medical  education,  diploma 
mills,  incompetent  doctors,  the  commercialization  of  medicine,  the  so- 
called  abuses  of  charity,  the  split  fee,  lodge  practice,  contract  doctors, 
corporation  doctors,  and  the  host  of  products  of  modern  social  evolu- 
tion— all  of  which  are  much  and  superficially  discussed.  Competitive 
commercialism,  or  the  making  of  profits,  is  the  casual  factor  which 
society  fosters. 

When  that  four-fifths  of  the  wealth  which  industry  creates,  and 
which  now  finds  its  way  to  the  pocket  of  the  parasite,  shall  remain 
with  the  worker  who  produced  it  ;  when  the  social  necessities  shall 
belong  to  the  people,  and  shall  be  placed  beyond  the  reach  of  exploita- 
tion ;  when  the  democratization  of  society  shall  be  attained — then  this 
present  era,  in  which  too  many  doctors  are  said  to  exist,  will  be  looked 
back  upon  as  that  benighted  period  in  which  man  in  his  blindness  with- 
held his  hand  from  plucking  the  fruits  of  science  which  bloomed  even 
then  in  resplendent  abundance. 


PRACTICAL  SUGGESTIONS  IN  THE  TREATMENT  OF 
LOBAR  PNEUMONIA.* 

By  Edward  E.  Cornwall,  M.D., 

of  Brooklyn,  N.  Y. 

ALWAYS  give  plenty  of  fresh  air,  during  the  febrile  period, 
cold  fresh  air;  but  after  defervescence,  and  in  old  patients 
and  those  with  little  or  no  fever,  shut  some  of  the  windows 
and  see  that  the  patient  is  kept  warm. 

Regulate  the  diet  with  particular  care.  From  the  beginning 
of  the  disease  until  several  days  after  defervescence  give  a  diet 
which  is  fluid  and  antiputrefactive.  That  the  diet  should  be  anti- 
putrefactive is  of  the  first  importance  in  this  disease,  in  which 
passive  congestion  of  the  abdominal  viscera  secondary  to  obstruc- 
tion in  the  pulmonary  circulation  is  a  complication  to  be  expected, 
and  in  which  gastrointestinal  disturbances  are  particularly  danger- 
ous on  account  of  the  unstable  conditions  so  often  existing  in  the 
heart.  My  antiputrefactive  diet  for  this  disease  consists  of  milk 
variously  modified  by  dilution,  peptonization  or  lactic  acid  fer- 
mentation, of  cereal  gruels  and  of  fresh  fruit  juices.  The  quantity 
is  regulated  by  the  patient's  general  condition  and  digestive  capa- 
city and  never  exceeds  the  minimum  health  ration  and  usually 
comes  considerably  under  it.  With  such  a  diet  I  have  found  gas- 
tric and  intestinal  disturbances  exceedingly  rare. 

Cathartics  I  use  with  moderation.  In  the  beginning  of  the  dis- 
ease, if  the  case  is  seen  so  early,  I  give  a  good  dose  of  castor  oil 
(warm,  immediately  preceded  and  followed  by  a  peppermint 
lozenge)  or  compound  jalap  powder,  rarely  a  saline;  and  sometimes, 
though  not  regularly,  I  precede  the  cathartic  with  a  small  dose 
of  calomel.  The  necessity  for  much  purgation  is  obviated  by  the 
antiputrefactive  diet.  If  laxatives  are  called  for  during  the  course 
of  the  disease  I  employ  simple  or  soapsuds  enemas,  or  castor  oil, 
never  salines.  Near  the  time  of  the  crisis  I  am  very  careful  about 
disturbing  the  bowels. 

I  know  of  no  specific  drug  for  pneumonia,  nor  of  any  effective 
serum  or  vaccine,  though  I  cherish  perennial  hopes  regarding  the 
latter.  I  put  the  patient  in  the  most  favorable  condition  to  get 
well,  and  treat  symptoms  as  they  arise. 

A  very  important  symptom  and  one  which  seems  to  be  regu- 
larly present,  is  calcium  starvation.  There  appears  to  be  an  in- 
creased demand  for  calcium  in  pneumonia,  and  unless  that  demand 
is  satisfied  we  have  good  reasons  to  believe  that  the  patient  is 
handicapped  in  his  struggle  with  the  disease.  To  supply  this  defi- 
ciency of  calcium  I  give  calcium  chloride  in  ten  grain  doses  every 
four  hours  until  three  days  after  defervescence.  I  do  not  give  it 
as  a  drug  to  modify  physiological  processes  or  to  increase  the 
coagulability  of  the  blood  over  the  normal;  I  give  it  to  bring  the 
coagulability  of  the  blood  which  is  subnormal,  back  to  the  normal, 
to  supply  to  the  tissues,  especially  those  of  the  heart,  this  necessary 
food  element,  and  to  supply  to  the  leucocytes  the  regular  ration 
of  calcium  which  they  require  to  be  actively  phagocytic.  That 


*  Part  of  a  discussion  before  the  Brooklyn  Society  of  Internal  Medicine, 
February  23,  1912. 


112 


TREATMENT  OF  LOBAR  PNEUMONIA. 


113 


patients  with  pneumonia  who  get  calcium  chloride  in  the  doses 
mentioned  do  better  than  those  who  do  not  get  it,  is  the  clinical 
impression  which  observation  of  a  considerable  number  of  cases 
has  made  on  me. 

Pain  in  the  chest  is  a  symptom  which  often  calls  for  treatment. 
Sometimes  I  apply  hot  poultices;  early  in  the  disease  I  may  use 
dry  cups;  but  if  the  pain  is  severe,  and  especially  if  it  is  depriving 
the  patient  of  sleep,  which  is  vitally  necessary  in  this  disease,  I 
give  morphine.  For  restlessness  alone  I  may  give  sodium  bromide 
or  codeine.  I  do  not  give  the  coal  tar  analgesics  or  hypnotics 
under  any  circumstances. 

For  the  cough,  if  it  prevents  sleep,  I  give  morphine  or  codeine, 
otherwise  I  let  it  alone.    I  never  give  expectorants  in  pneumonia. 

Failure  of  the  right  heart  is  a  common  symptom  and  one  which 
calls  for  very  special  treatment.  The  regular  picture  is  of  an 
overworked  right  heart  and  an  apparently  normal  acting  left  heart. 
The  left  heart  may  perform  its  functions  well  while  the  right  heart 
shows  signs  of  iminent  breakdown.  This  fact  takes  away  most  of 
the  practical  applicability  of  Gibson's  so-called  law,  that  when 
the  radial  blood  pressure  expressed  in  millimeters  falls  below  the 
pulse  rate  the  prognosis  is  bad.  The  systemic  blood  pressure,  ex- 
cept in  the  comparatively  rare  cases  of  early  vasomotor  paralysis 
exhibits  no  characteristic  changes  in  pneumonia  so  far  as  I  have 
been  able  to  observe;  it  may  fall  in  acute  myocarditis,  and  it  falls 
regularly  after  the  right  ventricle  has  so  far  failed  that  an  insuffi- 
cient supply  of  blood  comes  to  the  left  heart. 

While  I  try  to  give  the  minimum  amount  of  stimulation  re- 
quired by  the  laboring  heart,  I  also  try  to  anticipate  failure  of  the 
right  ventricle.  Many  cases  of  pneumonia  will  go  through  the  dis- 
ease without  needing  any  heart  stimulation,  but  a  large  proportion 
require  that  some  stimulation  be  given.  I  usually  give  a  small  dose 
of  strychnine  (one-sixtieth  of  a  grain  three  times  a  day,  or  every 
four  hours)  as  early  as  the  third  day  of  the  disease  even  if  no  signs 
of  cardiac  failure  have  appeared,  and  earlier  if  such  are  present. 
If  the  case  progresses  favorably  I  give  no  further  heart  stimula- 
tion, but  if  more  stimulation  is  needed  I  add  tincture  of  strophan- 
tus in  doses  of  one  and  a  half  to  three  minims,  never  more  than 
three  minims  every  four  hours.  If  still  more  stimulation  is  needed 
I  increase  the  strychnine  to  one-thirtieth  of  a  grain  every  four 
hours,  and,  if  occasion  requires,  I  add  caffeine  citrate  in  doses  of 
two  or  three  grains  every  four  hours,  aromatic  spirits  of  ammonia 
in  doses  of  half  a  dram  or  a  dram  every  one  or  two  hours,  or  digi- 
talin  in  doses  of  one  one-hundredth  or  one-fiftieth  of  a  grain  hypo- 
dermatically  every  four  hours,  or  all  of  them.  I  have  in  times  past 
used  other  heart  stimulants  to  support  the  failing  right  ventricle, 
but  those  which  I  have  mentioned,  in  the  order  and  doses  given, 
I  have  found  the  most  reliable  and  effective.  If  the  patient  is  old 
or  an  alcoholic  subject  I  give  whiskey  in  small  or  moderate  doses, 
but  otherwise  I  do  not  give  alcohol  in  this  disease,  believing  that 
it  disturbs  the  digestive  tract,  liver  and  nervous  system,  without 
possessing  a  compensating  value  as  a  heart  stimulant. 

The  most  reliable  guide  for  giving  cardiac  stimulation  is,  in 
most  cases,  the  amount  of  dilatation  of  the  right  heart  measured 
by  the  extension  to  the  right  of  the  area  of  deep  cardiac  dulness,  and 
the  character  as  regards  intensity  of  the  pulmonary  second  sound. 
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The  degree  of  cyanosis  also  possesses  diagnostic  significance.  The 
character  of  the  radial  pulse  is  usually  of  little  importance  in  this 
connection  except  in  those  cases  in  which  vasomotor  paralysis 
occurs  before  there  has  been  failure  of  the  right  ventricle  and  in 
those  in  which  myocarditis  is  prominently  present.  That  vasomotor 
paralysis  often  occurs  synchronously  with  failure  of  the  right  ven- 
tricle seems  to  me  highly  probable:  at  least  the  radial  pulse  may 
become  feeble  and  rapid  at  such  time  with  evident  congestion  of 
the  abdominal  viscera;  but,  undoubtedly,  it  also  may  occur,  inde- 
pendently of  the  condition  of  the  venous  circulation,  sometimes 
early  in  the  disease,  and  in  those  cases,  with  very  feeble  pulse  the 
face  shows  not  cyanosis  but  pallor.  Impending  vasomotor  paraly- 
sis calls  for  most  energetic  cardiac  stimulation  and  also  for  vaso- 
constrictors and  for  more  fluid  in  the  vessels.  Digitalin,  strophan- 
thin  and  adrenalin  hypodermatically,  colonic  irrigations  and  hypo- 
dermoclysis  are  all  in  order. 

Most  of  the  cases  of  pneumonia  which  I  have  seen  die  appar- 
ently died  from  failure  of  the  right  ventricle,  and  only  a  compara- 
tively small  proportion  of  them  died  apparently  from  vasomotor 
paralysis  without  previous  dilatation  of  the  right  ventricle. 

In  cases  of  impending  right  heart  failure  with  marked  cyanosis 
I  believe  that  venesection  may  be  sometimes  a  life  saving  procedure. 
I  have  bled  one  such  case  with  success. 

In  conclusion  I  will  mention  a  few  things  commonly  used  in 
the  treatment  of  pneumonia  which  I  do  not  favor:  The  pneumonia 
jacket,  external  application  of  cold  water  to  reduce  the  fever,  anti- 
pyretic drugs,  excepting  possibly  aconite  in  very  small  doses  in 
the  congestive  stage,  coal  tar  analgesics  and  hypnotics,  the  nitrites, 
digitalis,  except  as  one  of  the  heart  stimulants  of  last  resort  when 
the  blood  pressure  is  low,  ammonium  carbonate,  creosotal,  and 
the  more  recently  fashionable  urotropin. 


BRIEF  CLINICAL  NOTES:  (i)  HYPERTHYROIDISM.— (2) 
HYPOTHYROIDISM.  —  (3)    ANEURISM    OF  DE- 
SCENDING   AORTA.— (4)  MEDIASTINAL 
SARCOMA.— (5)  ANGINA  PECTORIS* 

By  Glentworth  Reeve  Butler,  M.D., 

of  Brooklyn,  N.  Y. 

RETROSPECTS  are  not  always  consoling  to  one's  self-love,  but 
for  plain  utilitarian  purposes  they  may  be  extremely  valuable. 
I  do  not  know  of  a  more  practical  and  useful  way  of  spending  a 
little  time  than  in  reviewing  some  of  the  sins  of  omission  or  commis- 
sion which  must  occur  in  the  work  of  every  clinician. 

For  the  purpose  of  preparing  this  paper  I  have  gone  over  a  num- 
ber of  case-records  with  the  object  of  selecting  certain  diseases  or 
conditions,  the  existence  or  nature  of  which  had  at  the  beginning  been 
overlooked.  They  have  occurred  partly  in  my  own  work,  partly  in 
the  work  of  colleagues  which  has  come  under  observation.  The 


*  Read  before  the  Associated  Physicians  of  Long  Island,  Brooklyn,  N,  Y., 
January  27,  191 2. 
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reasons  for  the  lack  of  immediate  recognition  vary,  but  may  be  reduced 
to  three :  comparative  rarity  of  the  disease ;  symptoms  poorly  defined  or 
developed;  and  lastly,  a  misleading  resemblance  of  a  symptom-group 
of  one  disease  to  that  of  another.  Out  of  these  diseases  the  following 
have  been  selected  for  purposes  of  discussion:  Hyper-  and  hypo- 
thyroidism, thoracic  aneurism  and  new-growth,  and  angina  pectoris. 

1.  Hyperthyroidism. 

Quite  frequently  a  patient,  usually  a  woman  between  20  and  40 
years  of  age,  will  complain  of  a  variety  of  symptoms.  She  tires 
easily  and  is  inclined  to  get  out  of  breath  on  exertion.  She  is  apt 
to  be  a  poor  or  restless  sleeper.  If  anything  out  of  the  ordinary  occurs 
to  excite  her,  or  sometimes  without  appreciable  cause,  the  heart  pal- 
pitates more  or  less  violently.  The  face  flushes  and  pales  quickly. 
Slight  perspirations  may  take  place,  and  occasionally  urticarial  rashes 
may  present  themselves.  There  may  be  moderately  severe  attacks 
of  vertigo,  or  a  mild  almost  constant  vertiginous  state.  On  this,  or 
other  accounts,  phobias  may  develop,  the  most  common  of  which  is  a 
fear  of  going  out  alone.  Mental  fatigue  comes  on  after  a  short  period 
of  application  to  any  task  requiring  sustained  attention.  The  appetite 
may  be  poor,  moderate  digestive  disturbances  may  be  present,  and 
a  certain  loss  of  weight  is  apt  to  have  occurred.  Not  uncommonly 
there  is  a  history  of  neuralgias,  or  disorders  of  sensation.  The  pa- 
tient may  or  may  not  have  been  subject  to  tonsilitis,  either  follicular 
or  phlegmonous.  Possibly  a  sudden  shock  or  the  loss  of  a  relative 
may  have  preceded,  and  apparently  initiated,  the  present  train  of 
symptoms. 

Now  in  such  cases  an  ordinary  physical  examination  will  reveal 
no  evidence  of  organic  disease  in  heart,  lungs,  or  abdominal  organs. 
The  heart  action  is  more  rapid  than  normal,  and  the  first  sound  may  be 
weak,  but  this  is  all.  Without  examining  further  the  group  of  symp- 
toms may,  with  great  plausibility,  be  classed  as  a  simple  neurasthenia 
or  a  neurasthenia  with  psychasthenic  tendencies.  In  spite  of  the  fact 
that  the  day  of  neurasthenia  as  a  disease  entity  seems  to  be  passing, 
there  are  still  found  persons  who  can  scarcely  be  classed  under  any 
other  category.  But  in  those  patients  under  consideration  a  con- 
tinued and  more  minute  investigation  will  reveal  certain  signs, 
not  well  marked  to  be  sure,  but  yet  of  unmistakable  significance. 
Thus  the  pulse  runs  in  the  neighborhood  of  100.  The  extended 
and  separated  fingers  of  outstretched  hands,  show  a  fine  but  indu- 
bitable tremor.  The  skin  of  the  chest  reddens  quickly  under  a 
stroke  of  the  nail.  The  eyes,  though  not  in  the  least  protuberant, 
do  not  close  as  completely  as  they  should  when  the  patient  looks 
downward  to  the  floor,  the  upper  eyelids  not  descending  to  the 
proper  extent.  So  also  in  following  with  the  eye  the  examiner's 
finger,  from  above  downward,  the  descent  of  the  upper  lid  will  be 
interrupted  by  a  spasmodic  twitch.  Finally  by  palpation  and  in- 
spection, aided  by  the  movement  of  swallowing,  a  slight  but  defi- 
nite enlargement  of  the  thyroid  gland  will  be  found.  There  may 
or  may  not  be  a  slight  systolic  bruit  over  the  gland.  If  present  it 
clinches  the  diagnosis  of  a  mild  or  incipient  Grave's  disease  or 
hyperthyroidea. 

I  am  perfectly  willing  to  admit  that  for  a  long  time  I  over- 
looked these  mild  cases  of  hyperthyroidism.    Fortunately  the  same 


n6 


GLEN T WORTH  REEVE  BUTLER. 


treatment  which  is  advised  for  a  neurasthenic  is  appropriate  for 
these  inchoate  exophthalmic  goitres,  e.  g.,  rest,  fresh  air,  freedom 
from  excitement,  and  the  like.  A  certain  proportion  of  the  mild 
hyperthyroid  cases,  especially  those  which  occur  in  girls  at  puberty, 
and  in  young  women  as  the  result  of  over-fatigue,  worry,  or  mental 
shock,  will  yield  to  the  ordinary  hygienic  treatment.  Nevertheless, 
it  is  important  to  recognize  the  thyroid  element  of  this  status  in 
order  to  prevent,  so  far  as  possible,  its  development  into  a  full- 
fledged  Grave's  disease,  by  the  use  of  bromides,  quinine  hydro- 
bromate,  ergot,  and,  perhaps,  the  Rogers-Beebe  serum.  The  prac- 
tical lesson  to  be  learned  from  these  cases  is  that  all  patients  pre- 
senting a  persistently  rapid  pulse  should  be  carefully  examined 
for  thyroid  enlargement,  tremor  of  fingers  and  hands,  ocular  symp- 
toms, and  dermatographism. 

2.  Hypothyroidism. 

If  the  practitioner  has  a  mental  picture  of  myxcedema  among 
his  resources,  a  typical  or  well-marked  case  can  be  recognized 
almost  at  first  glance.  Yet  the  disease  is  comparatively  rare,  and 
the  first  personal  case  was  diagnosed  simply  because  a  few  days 
previously  a  number  of  photographs  of  persons,  who  were  subjects 
of  the  disease,  had  been  carefully  examined  for  a  special  purpose. 
This  particular  patient,  a  woman,  had  the  coarse,  thick  face,  the 
broad  spatulate  hands,  the  scanty  hair  and  eyebrows  which  are 
the  signals  of  this  disease.  Further  examination  disclosed  the 
universal  firm  oedema  of  the  general  surface  of  the  body  and  the 
thick  pads  of  tissue  over  the  clavicles  and  elsewhere.  This  woman 
had  been  treated  for  three  years  for  chronic  rheumatism  and 
Bright's  disease.  The  administration  of  thyroid  extract  took  nearly 
40  pounds  from  her  weight  in  six  weeks.  The  coarse  features  be- 
came clean  cut  as  if  a  skilful  sculptor  had  chiseled  off  the  redundant 
material. 

It  is  probably  true,  however,  that  we  not  seldom  overlook 
the  slighter  grades  of  myxcedema.  These  are  by  no  means  easy 
of  recognition.  As  the  disease  usually  occurs  in  women  nearing 
or  during  the  menopause,  the  symptoms  are  usually  attributed  to 
this  as  a  cause.  No  one  of  the  symptoms  can  be  considered  as 
characteristic.  A  subicteroid  hue  of  the  skin  is  common,  and  the 
skin  is  dry,  and  perhaps  scaly,  the  patient  perspiring  little  or  none, 
even  in  hot  weather.  The  body  as  a  whole  tends  to  become  heavier, 
and  there  may  be  fat  pads  above  the  clavicles,  over  the  sternum, 
and  on  the  dorsal  vertebrae.  Occasional  transient  swellings  on 
the  face,  shoulders  and  ankles,  may  occur.  The  hair  and  eyebrows 
are  somewhat  thinned.  There  is  often  a  history  of  muscular  aches, 
and  pains  in  the  knees  and  ankles.  A  curious  symptom,  which  is 
not  uncommon,  is  a  sudden  giving  way  of  the  knees.  Neuralgias 
are  troublesome,  and  paresthesias  frequently  present.  These  per- 
sons are  very  sensitive  to  cold,  they  are  easily  chilled,  and  are  apt 
to  wear  an  abnormal  amount  of  clothing.  The  temperature  of 
the  body  is  now  and  then  subnormal.  They  are  easily  fatigued, 
lack  vigor,  and  possess  low  immunizing  powers,  so  that  they  easily 
fall  victims  to  infections  of  any  kind.  The  mind  becomes  sluggish, 
the  individual  lacks  initiative,  and  there  is  a  certain  slowness  of 
speech  hitherto,  perhaps,  unknown.    The  voice  may  be  slightly 
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husky.  Quite  often  there  is  complaint  of  dyspnoea,  sometimes 
severe,  but  on  examination  of  the  heart  nothing  but  a  weak  first 
sound  and  a  moderate  dilatation  is  discovered. 

It  is  quite  likely  that  at  the  first  sight  of  such  a  case  we 
suspect  the  existence  of  a  chronic  nephritis  because  of  the  puffy 
eyelids,  or  cardiac  disease  because  of  the  dyspnoea.  But  if  on  further 
examination  we  do  not  obtain  evidence  of  renal  or  heart  lesions, 
in  other  words,  if  the  symptoms  pointing  to  such  lesions  are 
utterly  disproportioned  to  the  actual  findings,  it  is  well  to  suspect 
the  existence  of  an  incipient  or  incomplete  myxoedema.  The 
therapeutic  test  will,  in  such  cases,  decide  the  diagnosis.  The  ex- 
hibition of  thyroid  extract,  in  moderate  doses,  for  a  month,  will 
either  confirm  or  disprove  the  existence  of  hypothyroidism  by  the 
relief,  or  non-relief,  which  ensues.  The  practical  lesson  is  to  suspect 
deficient  thyroid  secretion  in  women  near  the  climacteric,  who  have 
increased  in  weight,  show  a  yellowed  skin  and  puffy  face,  complain 
of  coldness,  rheumatic  pains,  dyspnoea,  and  are  dull  and  sluggish. 

3.    Aneurism  of  Descending  Aorta. 

A  middle-aged  spinster  complained  of  a  more  or  less  constant 
pain  in  the  left  inter-scapular  region,  covering  a  period  of  several 
weeks.  It  was  of  no  great  severity,  but  of  an  extremely  persistent 
and  annoying  character,  with  occasional  radiation  downward  and 
forward  to  the  corresponding  side  of  the  chest.  The  pain  was 
somewhat  aggravated  by  movement,  fatigue,  and  depressing  in- 
fluences. Examination  of  the  heart  showed  a  very  slight  hyper- 
trophy; of  the  arteries  a  very  moderate  grade  of  sclerosis.  Exami- 
nation of  the  lungs  was  negative.  There  was  no  dullness,  or  so 
slight  as  to  be  dubious,  at  the  site  of  the  pain  in  the  left  inter- 
scapular region.  Examination  of  the  vertebral  column,  and  of 
the  ribs  and  soft  tissues  at  the  point  of  pain,  was  barren  of  results. 
This  patient  had  been  treated  for  some  time  under  the  natural 
supposition  that  the  condition  was  of  a  rheumatic  nature,  but  the 
persistent  and  monotonous  acJie  did  not  yield  to  a  varied  thera- 
peusis.  Finally  the  conclusion  was  reached  that  there  was  some- 
thing inside  the  chest  which  was  pressing  or  encroaching  on  the 
ribs  and  vertebral  column,  and  that  the  diagnosis  lay  between  a 
new  growth  and  an  aneurism.  The  X-ray  was  called  upon,  and 
the  resulting  plate  showed  a  sacculated  aneurism  of  the  descending 
aorta.  In  this  case  the  sole  symptom  was  the  pain,  and  it  was 
only  by  a  process  of  exclusion  that  a  tentative  alternate  diagnosis 
could  be  made. 

In  another  instance  a  laboring  man  of  forty  years  of  age  had 
been  troubled  for  some  months  by  an  annoying  cough  with  some  expec- 
toration. He  had  lost  both  flesh  and  strength,  ran  a  slight  evening 
temperature,  and  had  once  or  twice  spat  blood.  Consequently,  and 
naturally,  although  no  tubercle  bacilli  had  been  found  in  the 
sputum,  he  had  been  treated  by  several  physicians  for  laryngeal 
or  pulmonary  tuberculosis.  However,  his  last  medical  attendant 
doubted  this  diagnosis,  and  the  patient  entered  the  hospital  for 
more  careful  observation.  As  the  patient,  stripped  to  the  waist 
for  his  first  physical  examination  sat  upon  a  stool,  it  so  happened 
that  the  light  from  a  window  fell  across  his  chest  very  obliquely. 
It  also  happened  that  the  angle  of  obliquity  was  exacty  right  to 
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reveal  a  slight  but  distinct  pulsation  in  the  second  interspace  to 
the  right  of  the  sternum.  On  facing  him  toward  the  source  of 
light  the  pulsation  was  not  visible  to  the  two  internes  or  myself. 
It  was  a  most  beautiful  demonstration  of  the  value  of  oblique  illu- 
mination in  showing  abnormal  pulsations.  The  pulsation  could, 
however,  be  felt  with  certainty  by  firm  bimanual  palpation.  The 
cough  was  stridulous  and  brassy,  and  a  laryngoscopic  examination 
showed  a  vocal  cord  paralysis.  It  was  indubitably  an  aneurism 
of  the  ascending  and  transverse  arch  of  the  aorta,  and  the  pseudo- 
tuberculous symptoms  were  doubtless  due  to  pressure  on  a  bron- 
chus with  resulting  inflammatory  changes  therein. 

4.    Mediastinal  Sarcoma. 

A  robust  man,  fifty  years  of  age,  was  sent  for  examination 
because  of  a  chronic  hoarseness,  which  had  lasted  for  some  months. 
He  was  referred  by  an  accomplished  largyngological  friend  who 
failed  to  find  any  abnormal  condition  of  the  larynx  to  account  for 
the  huskiness.  There  was  no  loss  of  weight  or  strength,  and  no 
cough.  Syphilis  was  denied.  Examination  of  the  lungs  was  nega- 
tive;  so  also  of  the  heart  and  arteries,  except  for  a  pulse  of  no 
and  a  slight  degree  of  arteriosclerosis.  Both  lobes  of  the  thyroid, 
but  not  its  isthmus,  were  enlarged,  so  that  there  was  no  pressure 
upon  the  trachea  from  the  gland.  There  was  a  moderate  tremor 
of  the  hands  and  the  skin  was  dermatographic.  If  it  were  not 
for  the  chronic  hoarseness,  which  could  not  be  attributed  to  thyroid 
pressure,  the  patient  would  readily  have  passed  as  a  case  of  hyper- 
thyroidism. But  it  happened  that  not  long  before  a  patient  had 
been  seen  who  had  an  enormous  mediastinal  sarcoma  which  had 
invaded  the  thyroid,  giving  rise  to  all  the  symptoms  of  exophthal- 
mic goitre.  The  case  under  consideration  bore  a  somewhat  sug- 
gestive resemblance  to  the  prior  instance  just  related,  so  a  tentative 
diagnosis  of  mediastinal  tumor  was  ventured.  This  was  promptly 
confirmed  by  the  radiographer  who  reported  the  presence  of  a  new 
growth  in  the  posterior  mediastinum,  triangular  in  shape,  with 
base  upward,  extending  from  the  first  to  the  fifth  rib,  probably  a 
sarcoma.  This  man  was  treated  with  Coley's  mixed  toxins  for 
months,  with  a  gradual  disintegration  of  the  growth  so  that,  nearly 
two  years  later,  the  X-ray  showed  but  a  faint  shadow  of  its  former 
self.  This  patient  was  under  observation  nearly  three  years,  his 
general  condition  remained  good,  and  the  thyroid  enlargement  dis- 
appeared, but  while  the  hoarseness  improved  it  did  not  altogether 
vanish.  Owing  to  a  change  of  residence  he  was  lost  sight  of  over 
one  year  ago,  so  that  nothing  is  known  of  his  present  status. 

5.    Angina  Pectoris. 

Unquestionably  one  overlooks  at  times  the  existence  of  angina 
pectoris  because  of  the  unusual  location  of  the  pain  in  isolated 
instances.  A  recent  patient  complained  of  pain  at  the  lower  angle 
of  the  left  scapula,  and  running  forward  along  the  ribs,  like  an 
intercostal  neuralgia.  He  denied  any  pain,  tingling,  or  numbness 
in  either  arm  or  hand,  and  described  the  pain  in  such  a  quiet  and 
unemphatic  manner  that  I  proceeded  to  go  over  his  chest  largely 
as  a  matter  of  routine  in  a  person  not  seen  before.    Finding  a 
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somewhat  enlarged  heart,  with  a  harsh,  clicking  aortic  closure, 
moderate  general  arteriosclerosis  and  a  maximum  blood  pressure 
of  195  mm.,  some  beats  coming  through  at  215  mm.,  I  cross-questioned 
him  further.  Asking  in  regard  to  the  circumstances  in  which  the 
pain  occurred  he  finally  said:  "I  am  walking  along  the  street  and 
suddenly  I  feel  as  if  two  great  hands  had  grasped  my  chest  and 
shoulders  as  if  with  a  vise.  I  must  stand  still  until  it  passes  off." 
It  is  hard  to  conceive  of  a  more  simple  and  yet  more  graphic 
description  of  the  pain  of  angina  pectoris. 

In  another  man  the  pain  is  felt  in  the  epigastrium,  going 
through  to  the  back,  and  so  far  has  occurred  only  after  meals.  In 
this  instance  the  blood-pressure  was  190  mm.,  some  beats  going 
through  at  210  mm.,  and  the  aortic  closure,  though  not  loudly 
accented,  was  extremely  harsh.  Owing  to  the  site  of  the  pain,  and 
its  occurrence  only  after  meals,  he  was  persuaded  that  it  was 
entirely  a  digestive  disorder.  But  on  closer  questioning  it  appeared 
that  the  pain  came  only  if  he  walked  about  or  exercised  immediately 
after  eating — which  was  his  habit — and  that  not  infrequently  there 
was  tingling  and  numbness  in  two  fingers  of  his  right  hand.  Since 
then  he  has  followed  instructions,  and  rested  quietly  after  his 
meals,  and  the  pain  has  so  far  recurred  but  once  or  twice  when 
he  broke  the  rules. 

In  the  diagnosis  of  angina  pectoris,  and  particularly  its  differ- 
entiation from  the  so-called  pseudo-angina,  I  should  like  to  empha- 
size the  importance  of  a  physical  sign  just  mentioned.  Reference 
is  here  made  to  the  harsh,  or  clicking,  closure-sound  of  the  aortic  valve. 
Once  acquainted  with  this  apparently  slight  sign  it  is  easily  recog- 
nized. It  indicates  sclerotic  changes  in  the  valve,  with  highly 
probable  similar  changes  at  the  openings  of  the  coronary  arteries, 
the  most  common  cause  of  true  angina.  It  is,  I  believe,  almost 
invariably  present  in  such  cases,  and  it  is  an  especially  serviceable 
sign  when  general  or  diffuse  arteriosclerosis  is  absent. 

Such  diagnostic  morals  as  may  be  drawn  from  this  recital  of 
clinical  experiences  are : 

1.  To  examine  the  thyroid  gland  and  its  functions  in  every 
case  of  rapid  pulse. 

2.  To  suspect  a  possible  incomplete  myxcedema  in  stout, 
subicteroid  women,  with  a  renal  facies. 

3.  To  use  the  X-ray  freely  in  suspected  aneurism  or  new- 
growth  of  the  thorax. 

4.  To  remember  that  the  pain  of  angina  pectoris  does  not 
always  occur  typically  in  the  sternum,  left  shoulder,  arm  and  hand. 

I  greatly  fear  that  I  have  been  more  interested  in  preparing 
this  paper  than  you  can  possibly  be  in  hearing  it.  Therefore,  some- 
what apologetically,  I  desire  to  thank  you  for  the  privilege  of  pre- 
senting it. 

DISCUSSION. 

Dr.  Onuf  said  that  he  was  very  much  interested  in  the  paper  just  read, 
and  especially  that  part  of  it  wherein  he  spoke  of  hpyo-  and  hyperthyroidism. 
He  had  had  occasion  to  study  such  cases  both  from  a  physical  and  mental 
aspect.  In  his  work  on  Ellis  Island  they  met  with  different  types  of  immigrants. 
Some  of  them  at  once  caught  their  interest  by  inspection  which  they  relied  upon 
in  picking  out  the  cases  to  be  injected.    Among  certain  nationalities  the  hypo- 
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thyroidism  cases  were  those  especially  found.  There  were  three  races  or  nation- 
alities which  were  particularly  affected,  the  Roumanians,  the  Ruthenians,  and 
the  Hebrews,  especially  the  first  two.  They  were  short  in  stature  and  coarse 
featured,  and  showed  very  marked  mental  dullness  and  slowness  of  thought. 

What  Dr.  Onuf  especially  wished  to  speak  about,  however,  was  in  reference 
to  the  so-called  hypo-thyroid  temper  which  was  chiefly  pointed  out  by  the  French. 
Dr.  Butler  had  interestingly  pointed  out  some  abortive  forms  of  hypo-thyroid- 
ism,  but  Dr.  Onuf  spoke  more  of  the  forms  which  did  not  constitute  an  acute 
disease  but  which  remained  in  a  permanent  state.  These  were  the  types  of 
people  which  did  not  clearly  show  all  the  physical  signs  of  cretinism,  but  only 
some  of  them.  They  showed  mental  manifestations  which  must  be  referred  to 
deficient  function  of  the  thyroid.  These  people  were  usually  of  slow  tempera- 
ment. They  were  not  easily  aroused ;  they  were  very  slow  in  action  and  slow  in 
decision.  They  were  usually  of  the  depressed  type.  They  were  very  sad,  and 
lacked  will  power.  Opposed  to  this  type  was  the  hyper-thryroidism  patients, 
and  this  type  was  characterized  by  a  rapidity  of  action  and  a  restless  spirit; 
they  were  constantly  on  the  go.  They  were  very  assertive  and  pushed  them- 
selves to  the  front.  They  were  inclined  to  sweat  easily  and  were  usually  of 
slender  stature.  They  had  definite  characteristic  features  and  this  in  a  way 
characterized  the  two  types.  In  one  type  of  people  there  was  presented  that 
which  conformed  closely  to  the  type  described  as  the  hypo-thyroid  type.  They 
were  very  active,  constantly  on  the  go,  with  an  optimistic  temperament,  full  of 
action.  Such  patients  were  apt  to  develop  maniacal  insanity.  It  was  very 
interesting  to  note  what  the  thyroid  therapy  did  in  these  cases.  In  the  depres- 
sive insanity  cases  there  was  one  form  which  was  characterized  by  mania ;  in 
another  form  depression  was  marked.  Where  the  depression  was  marked  it 
was  an  indication  to  try  thyroid  therapy.  He  had  found  that  large  doses,  as 
large  as  the  patient  could  stand,  gave  the  best  results;  he  had  given  as  much 
as  40  grains  of  the  fresh  gland  substance  three  times  a  day  and  the  patients 
showed  but  very  rarely  slight  physical  effects  and  no  general  effects.  After 
these  large  doses  the  patients  brightened  up  and  wondered  why  they  had  had  so 
much  depression  before  receiving  this  remedy. 

Clinically  there  were  two  points  of  interest :  one  was  in  regard  to  the 
pulse,  the  rapid  pulse.  In  a  large  proportion  of  the  cases  they  had  a  high  blood 
pressure  and  the  relief  of  this  was  surprising  when  the  thyroid  therapy  was 
employed.  The  second  point  referred  to  hyperthyroidism,  with  symptoms  which 
were  technically  known  as  astasia,  and  this  was  often  observed  in  children.  In 
the  adult,  hysteria  was  common.  This  form  did  not  always  occur  in  children 
but  it  did  occur  in  many  of  them. 


REPORT  OF  A  CASE  OF  INFANTILE  MYXOEDEMA. 


By  William  H.  Ross,  M.D., 

of  Brentwood,  N.  Y. 

CASES  of  myxoedema  are  sufficiently  rare  to  justify  recording 
every  one  as  a  contribution  to  the  study  of  the  disease.  In  the 
following  reported  case,  the  child,  born  August  21,  1910,  was  a 
normal  baby,  weighing  at  birth,  7^  pounds.  The  parents  were  both 
healthy  excepting  that  the  mother  had  had  a  slight  thyroid  enlarge- 
ment and  slight  exophthalmus  for  eighteen  years ;  she  has,  however, 
never  been  ill  from  it. 

The  child's  development  was  apparently  normal  for  three  months. 
The  weight  at  that  time  was  9^  pounds.  Thereafter,  neither  phys- 
ically nor  mentally  was  there  any  further  progress. 

The  physical  examination  recorded,  when  I  first  saw  the  child  at 
the  age  of  one  year,  was  as  follows : 

Weight,  13  pounds;  rather  fat;  face,  round;  tongue,  large;  nose; 
flattened ;  complexion,  sallow ;  expression,  dull ;  hands  and  feet,  spade- 
like ;  abdomen,  protuberant ;  muscles,  weak — in  fact,  the  child  was  ap- 
parently unable  to  use  them  at  all.  When  held  up,  the  head  would 
fall  over  in  whatever  direction  there  was  the  least  resistance.  The 
hair  was  thin  and  brittle ;  the  skin  dry  and  scaly.  The  rectal  tempera- 
ture was  sub-normal ;  pulse  was  slow.  The  child  was  either  apathetic 
or  would  cry  without  cause,  often  holding  its  breath  until  it  became 
black  in  the  face.  There  were  no  teeth.  The  child  had  no  appetite; 
tongue  coated;  bowels  constipated. 

To  test  the  diagnosis  the  food  was  changed,  fats  and  orange  juice 
were  given,  and  the  bowels  cleaned  out.  There  being  no  improvement, 
one  week  later.  1}%  grains  of  thyroid  extract  was  given  three  times 
a  day ;  two  weeks  later,  the  improvement  was  very  striking.  There 
was  a  distinct  change  in  muscular  tone,  the  skin  became  soft  and  less 
scaly  and  the  child  for  the  first  time  began  to  notice  objects.  The 
appetite  came  and  the  bowels  began  to  work  normally. 

After  one  month  of  continuous  improvement  the  thyroid  extract 
was  then  reduced  to  1^  grains  once  a  day  and  has  been  continued 
until  the  present  time  except  for  occasional  intermissions  of  one  week. 

At  the  age  of  18  months:  The  child  has  two  teeth,  weighs  17 
pounds,  has  a  good  physical  development,  and  mentally  is  like  other 
healthy  children  of  like  age. 

The  cause  of  the  disease  in  this  case  must,  of  course,  be  due  to 
the  absence  of  the  thyroid  or  to  the  suppression  of  its  function.  There 
is  no  history  of  other  cases  of  myxoedema  in  the  family  or  in  the 
previous  generation.  The  question  arises  for  speculation — what  re- 
lationship, if  any,  is  there  in  the  slight  hypertrophy  of  the  thyroid  of 
the  mother  and  the  apparent  absence  or  suppression  of  function  of 
the  thyroid  in  the  child? 

The  diagnosis  is  exceedingly  simple  and  certain  in  plain  cases; 
it  can  only  be  confounded  with  rickets — but  sweating  of  the  head,  rest- 
lessness at  night,  and  special  deformities  will  characterize  rickets  suf- 
ficiently, and  are  not  present  in  myxoedema.  There  is  hardly  a  chance 
for  error  when  one  considers  the  appearance  of  the  face  and  skin  and 
the  restoration  of  physical  and  mental  development. 
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A  REMINISCENCE  OF  LISTER. 


By  Lewis  Stephen  Pilcher,  M.D.,  LL.D., 

of  Brooklyn,  N.  Y. 

HE  death  of  Sir  Joseph  Lister  on  February  n,  1912,  at  the  age 


of  eighty-five  years  has  awakened  anew  the  interest  in  everything 


pertaining  to  this  remarkable  man.  For  a  number  of  years  he 
has  lived  in  such  retirement  that  the  announcement  of  his  death  at 
this  time  will  occasion  surprise  in  the  minds  of  many  who  had  thought 
him  already  numbered  among  the  dead. 

A  personal  note  as  to  the  impression  made  by  an  afternoon  spent 
with  Lister,  when  at  the  height  of  his  professional  activity,  may  not 
be  without  interest  at  this  time.  Upon  the  occasion  of  the  writer's 
first  visit  to  England,  in  1878,  he  was  specially  animated  by  the  hope 
of  seeing  Lister  at  work.  In  visits  which  he  had  previously  made  to 
French  and  German  clinics  he  had  found  the  highest  interest  being 
taken  in  the  Listerian  methods  of  wound  treatment.  Everywhere  the 
carbolic  spray  was  in  evidence,  as  the  development  of  antiseptic 
knowledge  had  not  yet  reached  the  point  where  that  incumbrance  could 
be  cast  aside.  After  a  brief  stay  in  London  he  proceeded  to  Edinburgh, 
with  the  special  expectation  of  finding  Mr.  Lister  at  work  in  the  In- 
firmary of  that  city.  Imagine  his  disappointment  when  he  found  that 
he  had  overlooked  the  fact,  which  he  should  have  known,  that  but  a 
short  time  before  Mr.  Lister  had  been  called  to  London  and  had  taken 
up  his  work  at  Kings  College  Hospital  in  that  city.  It  was  impractic- 
able for  the  young  surgeon  to  retrace  his  steps  at  that  time,  for  the 
day  of  his  sailing  from  Glasgow,  for  which  he  had  already  been  booked, 
was  close  at  hand  and  he  was  compelled  to  postpone  the  opportunity 
of  paying  homage  to  Lister  until  another  time. 

During  his  stay  at  Edinburgh  at  this  time  he  was  privileged  to 
see  at  work  Annandale  and  Spence,  and  to  make  an  acquaintance,  which 
has  been  maintained  to  this  day,  with  the  then  young  surgeon  and 
pupil  of  Lister — John  Chiene. 

Six  years  later,  in  1884,  the  writer  was  finally  privileged  to  gratify 
his  desire  to  see  Mr.  Lister  and  to  spend  an  afternoon  with  him  both 
watching  his  work  in  the  operating  theatre  and  in  his  visits  to  his 
wards.  There  was  nothing  spectacular  about  Mr.  Lister.  An  air  of 
quiet  assurance  and  mastery  of  his  work  attended  him.  That  which 
especially  struck  the  casual  onlooker,  was  his  great  attention  to  details 
and  his  personal  watchfulness  over  everything  which  had  to  do  with 
the  welfare  of  his  patient.  This  care  was  no  doubt  due  in  some 
measure  to  the  handicap  which  he  had  to  contend  with,  as  did  most 
English  surgeons  at  that  time,  arising  from  the  transient  relations  of 
clinical  clerks  and  assistants  to  their  chief,  which  their  presence  as 
medical  students  in  their  wards  necessitated.  Every  surgeon  was  a 
teacher,  and  was  continually  occupied  in  imparting  rudimentary  in- 
struction in  technical  details,  at  least,  to  his  assistants. 

That  day  I  was  in  the  operating  room  some  time  before  the  arrival 
of  Mr.  Lister  and  had  ample  opportunity  to  look  about  the  mise  en 
scene  which  was  an  operating  theatre  of  the  old  style  which  Mr.  Lister 
had  inherited  from  his  predecessors  of  the  ancien  regime.  Noticeable 
upon  its  walls  were  bas  reliefs  of  noted  English  surgeons.  There  were 
Sydenham  and  Pott,  Cheselden  and  Astley  Cooper,  Matthew  Bailey 
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and  Charles  Bell,  Jenner  and  John  Hunter,  Harvey,  Wiseman  and 
Lister's  immediate  predecessor  in  that  room,  Sir  William  Ferguson. 

Presently  Lister  came  in.  One  could  not  realize  easily  that  he 
was  in  the  presence  of  a  man  whose  name  was  to  shine  through  coming 
years  with  far  greater  splendor  than  any  of  those  whose  busts  adorned 
the  surrounding  walls,  for  in  matters  of  mere  manual  dexterity  as  he 
proceeded  with  his  work  "he  displayed  no  special  pre-eminence.  There 
were  some  fifteen  or  twenty  persons  present  as  spectators.  The  first 
case  was  one  of  old  fracture  of  the  patella,  with  an  inch  long  fibrous 
band  interposing  between  the  fragments.  The  spray  was  kept  playing 
upon  the  field  of  operation  during  the  whole  time,  and  the  full  Listerian 
dressing  was  applied  at  the  conclusion  of  the  operation,  namely,  a  bit 
of  oil  silk  protective  over  the  suture  line,  covered  by  a  layer  of  gauze 
wet  in  a  carbolic  acid  solution.  Over  this,  a  quantity  of  crumpled 
gauze  and  the  whole  surrounded  by  an  envelope,  eight  layers  thick, 
of  gauze  and  mackintosh. 

Perhaps  no  more  characteristic  example  of  the  Listerian  surgery, 
as  practiced  by  Lister  himself,  could  have  been  desired  than  this  case. 
Here  was  a  procedure  which  had  been  introduced  by  Lister  himself, 
and  had  been  considered  as  possible  only  in  consequence  of  the  demon- 
stration of  the  resources  of  the  antiseptic  methods  devised  by  him. 

The  patella  was  exposed  by  a  longitudinal  incision.  The  fibrous 
band  was  dissected  out.  The  edges  of  the  fragments  were  refreshed 
by  bone  forceps.  A  thick  silver  wire  was  passed  through  the  fragments 
and  twisted  so  as  to  hold  them  in  apposition,  forming  a  single  point  of 
suture.  The  ends  were  hammered  down  and  a  drainage  tube  was 
inserted  on  each  side  through  counter  openings  made  for  the  purpose. 
The  superficial  incision  was  closed  by  silver  sutures,  another  drain 
being  inserted  under  this  line  of  sutures  down  upon  the  patella. 

A  number  of  other  cases  were  operated  upon  during  the  afternoon. 
These,  however,  need  not  be  specially  mentioned  at  the  present  moment. 
I  found  Mr.  Lister  to  be  a  man  slow  of  speech  and  uninteresting  in 
manner,  quite  devoid  of  anything  magnetic  in  his  ways.  Mr.  Lister 
kept  on  his  ordinary  coat  while  operating,  merely  buttoning  it  up  and 
turning  back  the  cuffs,  exposing  a  pair  of  soiled  wrist  bands,  that 
were  not  even  pushed  up.  Half  a  dozen  young  students  were  his  as- 
sistants, all  alike  clad  in  their  usual  garments,  and  evidently  unskilled 
and  careless. 

I  have  remembered  to  this  day  a  remark  of  Mr.  Lister  to  one  of 
the  young  men  upon  whom  he  had  called  to  assist  him  in  the  course 
of  a  breast  operation  which  followed  the  patella  operation — Mr.  Lister 
calling  out  to  the  young  man  to  be  sure  to  dip  his  fingers  into  the 
carbolic  solution  before  he  touched  the  patient! 

Mr.  Lister  after  coming  to  London  did  not  secure  such  a  personal 
following  among  the  profession  and  such  expansion  of  his  clinical 
work  as  might  have  been  expected  from  the  fame  which  he  had  already 
attained,  as  the  result  of  the  work  done  by  him  in  Glasgow  and  Edin- 
burgh. This  was  due  in  part  to  his  personal  peculiarities,  which  I 
have  already  mentioned,  and  also  to  the  fact  that  in  London  he  found 
himself  surrounded  by  many  other  surgeons  of  eminence,  and  that 
many  of  the  metropolitan  hospitals  had  their  own  schools,  which  were 
the  centers  of  special  surgical  influence,  that  in  each  instance  centered 
about  their  own  surgeons. 

To  Mr.  Lister  must  ever  be  attached  the  glory  of  having  seized 
in  a  peculiar  way  the  idea  of  the  relation  of  micro-organisms  to  the 
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disturbances  of  wound  healing.  The  chief  elements  in  the  success  of 
his  personal  work  as  a  surgeon  were  evidently  the  local  bedewing  of 
the  wound  surfaces  with  the  carbolic  acid  spray,  the  careful  and  ex- 
tensive provision  for  drainage  and  the  covering  of  the  wound  by 
abundant  antiseptic  absorbent  material.  Building  upon  this  came  the 
extraordinary  results  obtained  by  the  German  surgeons,  who  put  into 
practice  the  necessary  means  for  the  prevention  of  microbe  infection 
with  a  thoroughness  that  finally  has  developed  into  the  aseptic  technic 
of  to-day. 

A  morning  or  two  after  these  hours  with  Mr.  Lister,  I  was  privi- 
leged to  spend  some  time  with  Mr.  Timothy  Holmes,  the  widely  known 
author  and  surgeon  of  St.  George's  Hospital.  I  found  him  to  be  a 
typical,  conservative  Englishman  of  the  best  class,  who  was  well  satis- 
fied, surgically,  with  the  conditions  in  which  he  himself  had  been 
trained.  He  spoke  slightingly  of  pavilion  hospitals,  and  praised  the 
ease  of  management  of  the  hospitals  that  had  been  built  in  the  old 
style.  He  had  nothing  good  to  say  of  antiseptic  surgery,  and  mentioned, 
as  with  pride,  that  in  St.  George's  they  never  isolated  their  cases  of 
erysipelas.  He  admitted  that  occasionally  they  had  cases  of  pyemia 
and  not  infrequently  erysipelas,  and  related  to  me  a  case  of  septicemia 
which  had  supervened  upon  the  ligature  of  a  varicose  vein. 

At  that  time  this  was  practically  the  attitude  of  the  leading  senior 
London  surgeons  with  whom  Mr.  Lister  was  in  competition.  It  was 
among  the  younger  surgeons  that  his  teachings  first  gained  any  con- 
siderable vogue.  But  most  of  all  was  the  acceptance  of  the  Listerian 
doctrine  due  to  the  magnificent  demonstration  of  its  practical  value 
that  was  made  in  the  continental  clinics,  and  which,  more  tardily,  was 
accepted  by  English  surgeons  themselves,  so  that  while  Mr.  Lister  at 
first  was  in  some  degree  an  exemplification  of  the  truth  that  "A  prophet 
is  not  without  honor  save  in  his  own  country,"  he  lived  long  enough 
to  see  the  full  demonstration  of  the  value  and  truth  of  his  doctrine, 
and  to  receive  from  his  own  countrymen  and  all  the  world  beside,  the 
honor  which  is  due  him. 


FACTS  AND  VALUES.* 


By  Rev.  Louis  Harold  Johnston, 

of  Patchogue,  N.  Y. 

TWO  states  of  consciousness  possess  every  mind;  one  a  state  of 
fact,  the  other  a  state  of  the  value  or  appreciation  of  that  fact. 
The  able  physician  must  always  combine  fact  and  value,  and 
so  must  every  interpreter  of  life.  Observe  a  world  of  fact.  Here  is 
a  book.  That  is  a  fact.  What  is  its  value?  Here  is  a  flower.  That 
is  a  fact.  What  is  its  value?  Here  is  a  company  of  people.  What 
are  their  values?  We  discover  facts  through  observation  and  scientific 
research.  We  discover  values  through  intellectual  and  moral  interpre- 
tation of  these  facts.  Throughout  the  whole  life  of  man  there  is  a 
constant  adjustment  of  fact  and  value.  Nowhere  is  this  better  ob- 
served than  in  medical  science,  for  this  science  deals  in  man's  life  with 
the  basic  principle  upon  which  he  must  live,  and  with  all  the  facts 
which  he  touches.  A  man,  as  Herbert  Spencer  has  said,  must  be  a 
good  animal  before  he  can  be  a  first-class  man.  And  medical  science 
must  show  the  value  of  all  the  things  and  objects,  both  food  and  other- 
wise, that  play  upon  man's  body  and  enter  his  organism  as  a  value 
or  not  a  value  to  that  body.  What  set  of  men,  then,  should  be  keener 
in  discernment  and  finer  in  intellectual  interpretation?  To  discover  a 
fact  is  not  science  at  its  best,  but  the  discovery  of  fact  plus  the  value 
and  utility  of  that  fact  is  true  science. 

The  evolution  of  life  increases  the  values  of  the  facts  of  life, 
because  the  evolution  of  life  brings  diversity  and  complexity  of  life  as 
the  life  of  man  becomes  wider  in  its  range  and  finer  in  its  structure. 
The  very  foods  which  sustain  his  physical  life  are  given  a  new  value, 
and  he  no  longer  adapts  himself  in  the  same  way  and  measure  to  the 
facts  of  food  and  their  contribution  to  him  as  he  did  when  in  the  lower 
stages  of  development.  It  therefore  appears  that  all  evolution  is 
bringing  a  greater  and  greater  value  to  the  facts  and  materials  through 
which  evolution  is  working.  , 

Ability  in  man  is  the  power  to  get  the  value  out  of  a  fact  which 
he  has  discovered  or  observed.  The  ability  of  a  chemist  to  see  the 
medicinal  value  in  a  flower,  the  healing  power  in  a  weed,  the  curing 
agency  in  the  bark  of  a  tree  is  greater  than  the  capacity  to  merely 
appreciate  the  beauty  of  the  flower  or  the  commercial  value  of  the 
tree.  The  ability,  again,  to  take  a  piece  of  crude  iron  ore,  upon  which 
one  may  stumble  on  the  hillside,  and  transmute  that  into  the  spring 
of  a  steel  watch  is  the  genius  in  seeing  the  value  of  that  ore.  Pasteur's 
ability  to  give  value  to  his  observed  and  discovered  fact  of  the  right 
and  left  polarization  of  light  in  tartaric  acid  led  to  enormous  physical 
results  and  commercial  values  to  the  race. 

We  observe  this  principle  at  work  in  medical  science,  when  some 
scientific  observer  discovering  how  an  acid  or  an  alkali  works  upon 
the  physical  organism  interprets  this  fact  as  a  value,  not  merely  for 
the  preservation  of  the  organization  of  the  body,  but  for  the  joy  of 
health,  which  is  the  real  value  that  results.  And  out  of  health  springs 
the  value  of  mental  ability  and  moral  power  which  creats  new  social 
values  and  greater  works  of  philosophy  and  art.    We  observe,  there- 


*  An  address  delivered  at  the  Annual  Dinner  of  the  Associated  Physician* 
of  Long  Island,  held  at  the  Hamilton  Club,  Brooklyn,  N.  Y.,  Jan.  27,  ipi? 
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fore,  how  that  the  physician's  work  is  finally  that  of  preserving  the 
finer  values  of  humanity.  Because  of  the  fact  that  progress  is  due 
to  man's  power  to  interpret  facts  in  their  highest  value,  imagination 
is  indispensable  to  every  physician.  That  is,  imagination  creates  the 
sense  of  value  of  observed  facts.  Has  not  every  great  discoverer  in 
medicine  been  preceeded  by  some  imaginative  and  dreaming  thinker 
in  medical  science?  Who,  then,  proceeds  to  find  the  facts  that  would 
sustain  his  hope  and  principle?  We  need  but  to  think  of  Simpson 
and  the  use  of  chloroform;  of  Ehrlich  and  his  principle  of  chemical 
surgery;  of  Lister  and  asepsis.  And  others  imagined  that  certain 
things  should  exist,  and  they  at  once  proceeded  to  produce  the  facts 
that  should  give  permanent  value  to  their  principle,  as  Pasteur  who 
was  led  to  believe  in  the  bacterial  origin  of  disease  before  his  experi- 
ments in  fermentation  verified  his  theory.  Did  not  Charles  Darwin 
dream  a  dream  of  the  origin  of  species,  and  this  took  well  nigh  fifty 
years  to  prove  the  principle  that  he  dared  dream  to  be  true  in  the 
development  of  life.  This  imagination  which  the  physician  must  have 
is  the  "value"  interpretation  of  facts,  and  this  value  is  the  wonder  of 
life.  We  can  discover  no  other  purpose  in  the  observation  of  all  of 
our  facts,  but  that  they  are  intended  to  produce  life. 

The  object  of  scientific  medicine  is  to  make  life  abundant  and 
livable.  The  whole  purpose  of  our  existence  is  none  other  than  just 
to  live  and  enjoy  the  powers  and  the  forces  which  are  at  our  dis- 
posal by  the  Infinite  Creator.  Physical  properties,  health,  education, 
knowledge,  even  religion  are  simply  contributory  facts  to  this  one 
great  undeniable  and  unchangeable  truth,  that  we  are  here  to  live  and 
enjoy  our  living.  We  observe  this,  that  medicine  is  not  merely  a  study 
of  facts,  but  an  effort  to  bend,  to  change,  and  to  re-enforce  these  facts, 
so  as  to  make  the  life  of  man  happier  and  more  livable. 

You,  therefore,  gentlemen,  are  in  a  great  work.  Your  task,  when 
met,  is  as  great  as  any  that  the  professions  represent.  Your  work 
underlies  all  progress.  Your  whole  task  is  to  produce  good  living 
and  sound  living;  but  how  can  the  physician  do  this  unless  he  un- 
ceasingly emphasizes  the  necessity  of  a  clean  mind,  of  a  moral  purpose, 
or  a  clear  conscience ;  for  people  have  been  known  to  fade  and  shrivel 
up  and  even  die  from  a  weakened  organism  easily  attacked  by  disease 
because  of  a  guilty  conscience,  of  an  immoral  life,  of  a  diseased  will. 
Therefore,  gentlemen,  you  are  not  merely  the  builders  of  the  body, 
but  you  are  also  builders  of  the  soul.  There  is  no  profession  more 
generous  and  so  full  of  skillful  service  that  is  unpaid  for  than  thac 
of  medicine.  A  great  discovery  in  medicine  is  not  patented,  but  freely 
given  to  the  profession  and  the  public. 

President  Jordan  Lloyd,  of  the  British  Medical  Association,  in 
his  address  last  summer  to  that  association,  said  that  in  Great  Britain 
alone  last  year  there  were  over  600,000  cases  of  philanthropic  surgery 
and  attention.  If  this  were  paid  for  at  normal  rates  it  would  mean  to 
the  profession  millions  of  dollars.  The  value  of  physicians  in  pre- 
venting diseases,  in  sanitation,  and  health,  and  in  all  that  value  that 
follows  in  the  train  of  cleanliness  and  purity  is  well  known,  and  points 
directly  to  the  efforts  unpaid  for  and  often  unrecognized  of  able  and 
skillful  men  of  scientific  learning  in  medicine.  The  few  blemishes  in 
this  profession  are  lost  in  the  glory  of  the  light  of  its  greater  service. 
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THE  LONG  ISLAND  MEDICAL  JOURNAL. 

EXPERIENCE  is  a  great  teacher,  and  our  experience  in  publish- 
ing the  Long  Island  Medical  Journal  during  the  past  year  has 
taught  the  Publication  Committee  many  things.  It  decided  them 
in  recommending  to  the  Board  of  Directors  that  the  Association  should 
undertake  the  publication  of  its  own  Journal.  Secondly,  that  the 
Editorial  Board  should  be  enlarged  so  that  all  of  the  various  interests 
of  the  community  should  be  represented. 

The  present  number  is  the  result  of  these  changes  and  recommend- 
ations. We  are  going  to  make  the  Long  Island  Medical  Journal 
a  live  issue  in  this  part  of  the  country.  An  entirely  new  policy  has  been 
outlined  and  will  be  strictly  adhered  to.  We  wish  to  publish  all  of  the 
important  communications  emanating  from  this  section  of  the  country, 
but  at  the  same  time  we  feel  that  our  pages  must  not  be  overcrowded 
with  lengthy  dissertations  upon  special  subjects.  Our  object  will  be  to 
publish  short  and  interesting  essays  on  the  various  topics  of  the  day, 
and  to  publish  the  transactions  of  the  more  important  medical  societies 
of  Long  Island — in  short,  to  present  a  publication  which  will  reflect 
the  medical  thought  of  the  progressive  practitioners  of  this  section  of 
the  country. 

We  desire  to  make  grateful  acknowledgment  of  the  counsel  of 
Mr.  Albert  T.  Huntington  in  planning  the  general  scope  of  the  Jour- 
nal and  every  detail  of  its  new  typographical  dress. 

P.  M.  P. 


CANCER  MILE-POSTS. 

THE  intensive  quest  for  an  etiological  factor  and  a  remedial  agent 
for  cancer  seems  recently  to  have  borne  fruit,  which  is  at  least 
suggestive  of  the  possible  solution  in  the  near  future  of  these  two 
problems. 

One  cannot  but  catch  his  breath  at  the  announcement  of  Peyton 
Rous1  that  he  had  succeeded  in  inducing  a  neoplasm  in  the  breast  of 
a  chicken — histologically  a  spindle-celled  sarcoma  with  early  metatases 
— by  injecting  into  it  a  cell-free  filtrate  from  a  similar  tumor  removed 
from  the  same  species  of  chicken  (the  Plymouth  Rock).  It  reminds 
one  of  the  work  on  yellow  fever,  which  resulted  in  the  conclusion  that 
this  disease  was  produced  by  an  ultra-microscopic  parasite,  and  of 
similar  work  by  Dr.  Simon  Flexner  on  anterior  poliomyelitis  with 
similar  conclusion,  *.  e.,  ultra-micropasitismus. 

^ous.    Transmission  of  a  new  growth  by  means  of  a  cell-free  filtrate. 
Stud.  fr.  Rockefeller  Inst.,  191 1,  xiii. 
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Equally  startling  is  the  recent  report  of  v.  Wassermann,  v.  Hanse- 
mann,  Keysser  and  M.  Wassermann2,  detailing  the  results  of  experi- 
ments with  eosinated  selenium  solutions,  introduced  into  the  tail  veins 
of  mice  suffering  with  sarcoma,  with  subsequent  disappearance  of 
the  tumor.  The  principle  of  this  procedure  is  based  upon  two  facts: 
first,  the  known  toxic  effect  of  the  element  selenium  upon  the  tumor 
cells;  second,  the  great  affinity  of  the  fluorescein  or  triphenylmethan 
coloring  matters  for  the  cells.  After  succeeding  in  obtaining  a  reliable 
chemical  binding  of  these  two  substances,  Wassermann  and  his  col- 
leagues found  that  usually  after  the  sixth  inoculation,  with  24-hour 
intervals  between  the  injections,  the  tumor  had  become  dissolved.  In 
other  words,  the  eosin  with  its  cytotrochinic  action  had  driven  the 
selenium  into  the  tumor  cells,  which  were  thus  destroyed.  The  path- 
ological report  of  v.  Hansemann  declares  that  selenium  and  eosin  were 
present  in  the  tumor  cells  and  could  be  demonstrated  both  macro- 
scopically  and  microscopically,  thus  proving  the  correctness  of  Was- 
sermann's  ingenious  and  very  brilliant  conception.  Two  mile-posts 
in  the  cancer  quest. 

Joshua  M.  Van  Cott. 


FEE-SPLITTING  AND  SOME  LOGICAL  CONNOTATIONS. 

ALTHOUGH  Dr.  Wendell  C.  Phillips,  in  his  discussion  of  Dr. 
Bristow's  thought-inspiring  address  "The  Public  and  the 
Medical  Profession,"  delivered,  February  29,  19 12,  before 
the  Medical  Society  of  the  County  of  Kings,  failed  to  particularize, 
yet  he  hit  the  nail  quite  squarely  on  the  head  when  he  said  that  "the 
more  we  elevate  the  standards  of  our  medical  profession,  the  less 
glaring  will  the  evils  become."  Fee-splitting,  he  further  said,  cannot 
be  regulated  by  law,  but  must  be  settled  by  a  sense  of  high  moral 
example  by  the  leaders  of  our  profession. 

Dr.  Egbert  LeFevre  went  further  and  got  down  to  particulariza- 
tion  when  he  declared  that  "the  consultant  should  honestly  meet  the 
financial  condition  of  the  patient  by  making  his  fee  such  that  the 
patient  can  pay  not  only  the  consultant  his  fee,  but  also  feel  under 
obligations  to  pay  his  family  physician  for  his  attendance." 
Dr.  Bristow  himself  suggested  a  joint  bill. 

To  the  present  writer  the  whole  matter  resolves  itself  into  the 
question  of  what  is  feasible  in  the  way  of  making  it  possible  for  the 
general  practitioner  to  realize  the  higher  standards  that  are  academ- 
ically set  for  him  and  to  make  his  dignity  relatively  greater  than  it  is  at 
present.  Most  of  the  discussions  of  this  fee-splitting  question  to  date 
seem  to  take  the  general  practitioner  into  consideration  merely  as  one 
who  lies  beneath  the  operating  table  begging  for  financial  spiculae.  And 
so  they  must,  so  long  as  his  dignity  is  not  wholly  real  and  the  high 
standards  set  for  him  not  possible  of  full  realization. 

It  is  not  an  edifying  spectacle  to  observe  our  leaders  bestowing 
kindness  upon  general  practitioners  in  just  the  same  way  and  through 
the  same  psychological  motives  that  they  show  kindness  to  animals. 
They  are  professional  Silurian  mollusks,  who  cannot  lift  themselves 
up  into  a  Devonian  age  of  larger  progress  and  higher  standards. 
They  denote  a  sickly  culture,  grafted  upon  leukemic  character. 


"  Berl.  klin.  Wchnschr.,  1911,  xlix,  4-10. 
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Where  is  the  practical  difficulty?  To  the  writer  it  seems  to  lie 
in  the  fact  that  when  a  surgical  patient  is  removed  to  the  hospital, 
he  for  the  time  being,  as  Dr.  Bristow  said  in  his  address,  passes  out 
of  the  sphere  of  influence  of  the  family  practitioner  and  ceases  for 
that  time  to  be  a  source  of  income  to  him,  which  emolument  is  in  fact 
transferred  to  the  surgeon. 

Why  should  the  patient,  necessarily,  ever  pass  out  of  the  in- 
fluence of  his  family  physician  and  cease  to  be  a  source  of  income 
to  the  latter?  Why  should  the  source  of  income  be  transferred  wholly 
to  the  surgeon  during  the  period  of  hospital  residence?  Why  should 
a  joint  bill  be  proposed?  Why  cannot  the  physician  transact  his  own 
business  independently  and  in  a  dignified  manner  instead  of  being 
"itemized?"  Why  should  he  be  exploited,  more  or  less  outrageously, 
at  all,  and  then  treated  like  an  object  of  charity  by  professional  snobs? 
He  is  really  not  a  poor  devil  at  all,  you  know,  but  a  gentleman  of 
worth  and  character. 

What  do  these  much  talked  about  standards  and  this  sense  of 
high  moral  example  amount  to  so  long  as  reputable  physicians  are 
not  "permitted''  to  participate  in  the  medical  care  of  post-operative 
cases?  Our  fraternity  is  largely  theoretic — to  say  the  least  and  say  it 
in  parliamentary  phrase. 

This  failure  to  take  into  account  the  dignity,  skill  and  basal  pro- 
fessional rights  of  the  practitioner  completely  suspends,  for  the  time 
being,  ethics,  standards  and  the  hypothetic  sense  of  high  moral  ex- 
ample. 

True  professional  democracy,  fraternity  and  ethics  demand  that 
the  physician  be  "permitted"  to  render  actual  service  to  his  patient 
throughout  his  illness  and  that  he  be  not  relegated  to  a  manger  during 
his  patient's  stay  in  hospital.  Can  it  be  claimed  that  an  intelligent 
patient  bids  his  loved  and  trusted  physician  good-bye  without  regret 
and  a  sense  of  wrong? 

That  a  square  deal  to  the  physician  is  feasible  can  be  denied  only 
on  unenlightened  and  selfish,  and  not  on  scientific  or  ethical,  grounds. 

Fundamentally,  the  cure  of  fee-splitting  is  a  question  not  purely 
of  conventional  ethics,  or  of  finance,  but  of  justice — justice  to  the 
professional  canine,  euphemistically  known  as  general  practitioner, 
and  justice  to  the  patient. 

The  whole  subject  is  rooted  deep  in  the  professional  sins  of  our 
leaders,  whose  scalpels  have  known  no  brothers.  Let  protestations  of 
fraternity  fall  on  unhearing  ears,  so  long  as  they  are  merely  smug 
phonographic  wheezings  and  not  the  voice  of  justice  merited  and  be- 
stowed, issuing  from  lips  whose  owners  are  square  dealers  in  fact  not 
less  than  in  theory. 

The  exclusion  of  reputable  and  skilful  practitioners  from  the  bed- 
sides and  partial  care  of  their  patients,  whether  surgical  or  medical, 
countenanced  and  enforced  by  visiting  staffs  and  hospital  boards,  can 
only  be  justified  on  specious,  Xietzschean,  pseudo-scientific  and  monop- 
olistic pretexts,  alike  snobbish,  dishonorable  and  basely  commercial, 
and  is  subversive  of  professional  solidarity  and  dignity,  as  well  as  of 
morality. 

Were  we  really  ''white  men*'  there  would  be  no  occasion  for  dis- 
cussions anent  fee-splitting. 

There  is  something  fundamentally  rotten  in  medical  Denmark — 
and  there's  a  reason! 
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The  reason  is  that  our  souls  have  not  escaped  the  contamination 
of  the  sordid  spirit  of  modern  American  commercial  life.  We  are 
weak  creatures  deeply  affected  by  base  environmental  influences. 

Let  the  truth  be  declared  with  no  hypocritical  reservations;  and 
let  the  soiled  face  of  Minerva  Medica  be  washed  forthwith,  lest  the 
days  grow  even  more  evil  and  our  disgrace  be  yet  more  complete. 
Upon  the  sacrifices  involved  in  such  a  cleansing  process  the  gods  of 
medical  decency  would  themselves  throw  incense. 

Arthur  C.  Jacobson 


THE  RAPID  SPREAD  OF  THE  CLINICAL  MEETING. 

WHEN  several  associations  with  like  purposes  spring  up,  full 
armed  at  the  same  time  and  in  places  far  apart,  the  need 
would  seem  to  be  general  and  the  feeling  strong.  This  feeling 
is  discontent  with  meetings  that  are  all  talk.  To  go  and  see  things  done 
is  nothing  new  for  individuals,  but  to  go  to  study  clinics  and  climates 
collectively  and  systematically  is  the  development  of  a  few  years. 
The  thorough-going  Germans  seem  to  have  begun  it  with  Studien 
Reise  in  large  bodies.  Their  medical  men,  for  instance,  not  only 
visited  a  certain  group  of  "cures"  last  year,  but  took  notes  and  pub- 
lished them.  This  year,  perhaps  three  hundred  strong,  they  come  to 
the  United  States,  led  by  men  of  famous  names,  and  accompanied  by 
their  ladies.  Landing  at  New  York,  September  15th,  they  look  about 
for  three  days;  then  visit  Philadelphia;  then  the  Congress  of  Hygiene 
and  Demology  at  Washington ;  next,  Chicago ;  thence  back  to  New 
York  to  sail  October  4th.  Dr.  Jacobi  is  the  chairman  of  the  New 
York  reception  committee,  Dr.  Kast  the  secretary. 

A  group  of  about  forty  surgeons  from  the  East  and  Middle  West 
have  been  visiting  hospitals  and  colleges  for  some  six  years  on  the 
basis  of  a  very  simple  organization.  Of  this  society  (the  Clinical 
Surgeons)  over  thirty  circled  the  English  clinics  with  keen  enthusiasm 
in  1910,  and  will  travel  about  Germany  in  June  of  this  year.  England 
plans  a  like  society  of  its  own. 

The  medical  Inter-Urban  Clinical  Club,  started  by  Osier  and 
Richard  Cabot  about  five  years  ago,  is  as  hearty  in  its  expression  of 
satisfaction  as  the  surgeons.  Its  membership  is  twenty-five,  originally 
all  teachers.  Like  the  surgeons,  they  hold  two-day  meetings  twice  a 
year,  but,  unlike  the  surgeons  who  travel  widely  in  this  country,  they 
oscillate  between  New  York,  Philadelphia,  Boston  and  Baltimore.  A 
group  of  younger  medical  men,  organized  for  the  same  purpose,  is 
called  the  Cosmopolitan  Club. 

The  American  Gynecological  Club  is  in  its  second  year.  Its  thirty 
members  range  from  the  East  to  the  Middle  West,  from  Canada  to 
Kentucky.  Twenty-five  will  tour  the  German  clinics  in  July,  with  a 
Brooklyn  surgeon  as  consultant  and  a  London  gynecologist  as  guest. 
They  will  endeavor,  as  the  surgeons  will  also,  to  organize  a  return 
visit  on  the  part  of  the  German  surgeons  and  gynecologists.  In  Febru- 
ary this  club  saw  some  of  the  twelve  new  hospitals  of  Pittsburgh 
which  have  been  built  in  the  last  seven  years,  and  it  will  look  at  the 
pelvic  work  in  Montreal  in  1913. 

It  is  not  a  novelty  for  certain  local  societies  to  hold  meetings  that 
are  largely  clinical,  as  happens  among  the  laryngologists.    In  Brooklyn 


EDITORIALS. 


131 


the  Society  for  Clinical  Surgery  has  just  been  organized.  The  New 
York  Obstetrical  Society  visited  two  Brooklyn  hospitals  recently,  and 
last  year  the  members  saw  at  work  almost  all  the  noted  Philadelphia 
operators  in  gynecology  and  obstetrics.  In  like  manner  the  American 
Gynecological  Society  will  devote  its  second  day  to  clinics  at  its  May 
meeting  in  Baltimore. 

The  most  multitudinous  expression  of  appreciation  of  object  teach- 
ing is  the  Clinical  Congress  of  Surgeons  of  North  America.  Its  very 
first  meeting  drew  to  Chicago  over  1,200  men,  at  the  invitation  of 
Surgery,  Gynecology  and  Obstetrics.  Its  editor,  Dr.  Franklin  Martin, 
had  been  stimulated  by  the  Mayo  clinics.  The  second  meeting  in  Phila- 
delphia was  larger  still.  It  started  under  a  good  deal  of  local  question- 
ing only  to  gather  tremendous  impetus  and  bring  the  great  group  of 
teachers  and  clinical  workers  of  that  city,  and  all  its  lesser  surgeons, 
shoulder  to  shoulder  in  a  splendid  exhibit  of  all  varieties  of  surgical 
art.  The  third  meeting  is  to  fill  the  week  of  November  nth  to  16th  in 
New  York  City.  Each  college,  and  every  hospital  of  importance  is 
represented  on  the  committee.  All  the  surgical  specialties  are  care- 
fully grouped,  and  also  subjects  like  pathological  and  X-ray  demon- 
strations. In  Brooklyn  twenty  hospitals  were  represented  on  the 
Borough  Committee  at  the  first  meeting.  A  complete  tentative 
schedule,  naming  operator  and  subject  and  hour,  is  ready  for  publi- 
cation in  the  Chicago  journal.  This  is  to  be  amended  and  issued 
each  month  until  November.  Then  at  five  o'clock  each  day  there  will 
be  listed,  at  the  big  meeting  room  at  the  Waldorf-Astoria,  the  actual 
operations  for  the  following  day — each  hospital  having  equal  promi- 
nence with  every  other  hospital  in  the  greater  city. 

Impossible  multiplicity  of  meetings  has  aroused  much  protest.  It 
would  seem  safe  to  predict  that  it  will  not  be  the  clinical  meeting  that 
will  suffer  resection  or  extirpation. 

Robert  L.  Dickinson. 


A  VISIT  TO  QUARANTINE. 

ON  SATURDAY,  March  16,  1912,  the  newly  appointed  Health 
Officer  of  the  Port  of  New  York,  Joseph  J.  O'Connell,  M.D.,  of 
Brooklyn,  entertained  many  of  the  prominent  physicians  of  New 
York  and  Brooklyn  at  luncheon  at  the  Bay  Ridge  house  of  the  Crescent 
Club  in  Brooklyn.  After  luncheon  a  tour  of  inspection  was  made  of 
the  Quarantine  Station.  First,  the  offices  and  laboratory  equipment 
were  visited,  then  a  trip  was  made  to  Hoffman's  Island  and  finally  an 
inspection  of  the  hospital  facilities  at  Swinbourne  Island.  This  is  the 
first  time  in  recent  years  that  the  Health  Officer  of  the  Port  has  pro- 
vided for  an  inspection  of  the  Islands  under  his  care  by  the  general 
medical  profession.  It  was  the  unanimous  opinion  of  those  who  made 
the  trip  that  immediate  steps  should  be  taken  for  the  improvement  of 
the  quarantine  service,  not  only  for  the  detection  of  contagious  and 
infectious  diseases,  but  also  for  the  proper  care  of  those  who  enter 
our  port  already  stricken. 

Dr.  Joseph  J.  O'Connell,  the  present  Health  Officer  of  the  Port, 
has  an  extremely  difficult  proposition  ahead  of  him.  We  congratulate 
his  predecessor  on  being  able  to  prevent  the  entrance  of  many  infectious 
diseases  into  this  port  under  such  trying  circumstances  as  those  present- 
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ed  at  Quarantine.  We  congratulate  the  present  Health  Officer  of  the 
Port  upon  the  first  steps  which  he  has  taken  for  the  betterment  of 
Quarantine.  He  has  chosen  for  his  Advisory  Board  men  of  inter- 
national reputation.  He  has  invited  those  who  will  be  his  critics  to 
inspect  Quarantine  for  themselves  so  that  they  may  know  the  tools 
with  which  he  has  to  work. 

We  hope  that  Governor  Dix  will  do  all  in  his  power  to  secure  the 
appropriation  which  Dr.  O'Connell  asks,  for  in  its  present  condition 
the  Quarantine  Station  is  not  only  a  menace  to  the  health  of  the  entire 
nation,  but  it  is  a  blot  upon  the  escutcheon  of  the  State. 

Paul  M.  Pilcher. 
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DEPARTMENT  UNDER  THE  CHARGE  OF  WILLIAM  SCHROEDER,  M.D. 

FREDERICK  H.  COLTON,  M.D. 

Again  we  are  called  upon  to  record  the  death  of  one  who  was 
looked  upon  as  a  member  of  the  old  school  of  practitioners.  Dr. 
Colton  was  born  at  Long  Meadow,  Mass.,  April  24,  1839,  and  died  in 
Brooklyn,  March  16,  1912.  His  parents  were  Jacob  Colton  and 
Clarinde  Robinson,  both  of  Massachusetts.  He  was  educated  at  Phil- 
lips Academy  and  Yale  University,  receiving  the  degrees  of  A.B.  in 
1856  and  A.M.  in  i860.  His  medical  education  was  under  the  direc- 
tion of  Chauncey  L.  Mitchell,  M.D.,  and  the  degree  of  M.D.  was  con- 
ferred upon  him  at  the  Long  Island  College  Hospital,  in  1864. 

Dr.  Colton  was  married,  on  October  25,  1865,  to  Miss  Alice  Gray, 
daughter  of  Prof.  Alonzo  Gray,  founder  and  principal  of  the  Brook- 
lyn Heights  Seminary  for  Girls.  Mrs.  Colton  was  the  sister  of  the 
wife  of  the  Rev.  Dr.  R.  S.  Storrs  and  a  niece  of  Wendell  Phillips. 
She  died  in  1890.  Dr.  Colton  leaves  seven  children.  They  are  Mrs. 
Arthur  Gillette,  of  Hartford,  Conn. ;  Frederick  Gray  Colton,  an  archi- 
tect, of  [Manhattan ;  Mrs.  Robert  Truslow,  who,  with  her  husband  was 
living  with  Dr.  Colton  at  his  death;  Richard  Storrs  Colton,  lawyer; 
Wendell  P.  Colton,  Mrs.  Alexander  Birnie,  of  Virginia,  and  Mrs. 
Frank  Jenks. 

That  he  was  active  in  the  practice  of  medicine  the  following  would 
indicate:  Before  his  graduation  in  1862-63,  he  was  acting  House- 
Surgeon  at  the  Long  Island  College  Hospital ;  from  1863  to  1865, 
Acting  Assistant  Surgeon,  U.  S.  Army;  Sanitary  Ispector,  Depart- 
ment of  Health,  1 866-1 873  ;' Demonstrator  of  Anatomy,  Long  Island 
College  Hospital,  1870- 1880;  and  for  the  greater  part  of  his  profes- 
sional life  was  physician  to  the  Long  Island  College  Hospital,  St. 
John'?  Hospital,  Brooklyn  Home  for  Aged  Men,  and  a  director  of  the 
Brooklyn  Eye  and  Ear  Hospital  of  which  he  was  president  at  the 
time  of  his  death. 

He  was  a  member  of  the  Medical  Society  of  Kings  County  from 
1866;  of  the  Associated  Physicians  of  Long  Island  from  1906;  of  the 
Alumni  Association  of  the  Long  Island  College  Hospital ;  of  the  Prac- 
titioners' Club ;  a  charter  member  of  the  Hamilton  Club ;  a  member  of 
the  Xew  England  Society,  Long  Island  Historical  Society,  Brooklyn 
Institute  of  Arts  and  Sciences,  and  a  deacon  in  the  Church  of  the 
Pilgrims. 

The  compiler  takes  the  liberty  of  quoting  the  following  tribute 
from  the  Brooklyn  Daily  Eagle  of  March  17,  1912:  "Into  the  lives 
of  thousands  of  Brooklynites  he  brought  comfort,  reassurance,  or 
consolation,  which  were  the  outcome  of  a  rare  character,  an  uplifting 
education,  a  fine  descent  and  sympathetic  nature.    To  the  cause  of 
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education  in  medicine  and  in  surgery,  whether  through  City,  County 
or  State  or  National  channels,  his  devotion  to  study  and  experience 
made  his  whole  life  a  valued  contribution." 

William  Schroeder,  Sr. 


CHARLES  H.  TERRY,  M.D. 

One  of  the  older  members  of  our  profession  has  been  called  from 
labor  to  rest.  Dr.  Terry  was  born  in  Pike,  Wyoming  County,  N.  Y., 
June  15,  1844,  and  died  in  Brooklyn,  N.  Y.,  January  18,  1912.  He 
was  educated  at  Wyoming  Academy  and  received  his  medical  degree 
from  the  Albany  Medical  College,  in  1864.  During  the  War  of  the 
Rebellion  he  was  Assistant  Surgeon  in  the  Ninth  New  York  Cavalry. 
At  the  close  of  the  war  he  entered  upon  the  practice  of  medicine  in 
this  city. 

He  held  the  position  of  Police  Surgeon  for  thirty  years ;  was 
Visiting  Surgeon  to  St.  Mary's  Hospital;  a  member  of  the  Medical 
Society,  County  of  Kings,  from  1869;  a  member  of  the  Brooklyn 
Surgical  Society  and  its  president  in  1894-5 ;  a  member  of  the  Phi 
Gamma  Delta  Society ;  of  the  New  York  State  Society  of  Mayflower 
Descendants,  and  of  the  U.  S.  Grant  Post  No.  327,  G.  A.  R.  He  leaves 
a  widow  and  three  daughters. 

William  Schroeder,  Sr. 


IN  MEMORIAM— CHARLES  H.  TERRY,  M.D. 

The  Brooklyn  Surgical  Society  records  its  sorrow  upon  the 
death  of  their  colleague,  Charles  H.  Terry,  M.D.  As  one  of  the  senior 
members  of  this  society  and  as  an  ex-President  of  it,  Dr.  Terry  was 
looked  up  to  by  his  fellows  as  a  man  of  rare  personal  qualities  and  high 
professional  attainments.  He  was  one  of  the  Attending  Surgeons  of  St. 
Mary's  Hospital  from  the  beginning  of  the  work  of  that  institution,  and 
continued  to  render  care  to  the  patients  of  its  wards  for  more  than 
twenty-eight  years,  until  the  increasing  disabilities  of  his  final  illness 
rendered  it  no  longer  possible.  He  was  one  of  the  surgeons  of  the 
Police  Department  for  over  thirty  years.  Immediately  after  graduating 
in  medicine,  in  1864,  he  was  commissioned  as  a  medical  officer  in  the 
U.  S.  Volunteer  Service,  and  as  such  served  until  the  close  of  the  Civil 
War.  In  all  of  his  many  duties  he  invariably  displayed  the  qualities  of 
a  cool  and  comprehensive  judgment,  wide  professional  knowledge  and 
surgical  skill,  added  to  a  courtesy  of  manner,  a  sympathy  of  heart  and  a 
faithfulness  and  assiduity  in  the  after  care  of  his  patients  that  won  for 
him  their  confidence  and  affection,  and  for  them  the  best  results  pos- 
sible. He  had  a  singularly  winning  character.  During  his  long  and 
painful  illness  he  bore  its  sufferings  with  an  equanimity  and  patience 
that  was  pathetic,  especially  as  from  the  beginning  he  appreciated  its 
inevitable  end.  His  career,  long  and  fruitful,  is  full  of  valuable  les- 
sons and  of  encouragement  to  his  colleagues  as  it  was  of  the  highest 
value  to  the  community. 

It  is  with  the  deepest  regret  that  we,  his  colleagues,  accept  his 
departure  from  among  us.  To  his  wife  and  family  we  tender  our 
heartfelt  sympathy. 
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RALPH  MELVILLE  MEAD,  M.D. 

Ralph  Melville  Mead,  M.D.,  was  born  in  New  York  City, 
August  20,  1857,  and  died  in  Brooklyn,  February  16,  1912.  He  re- 
ceived his  early  education  in  the  public  schools  of  New  York  and 
graduated  in  medicine  from  the  Long  Island  College  Hospital  in  1882. 
In  the  same  year  he  joined  the  Medical  Society  of  the  County  of  Kings. 
He  was  Attending  Physician  to  the  Methodist  Episcopal  Hospital,  and 
to  St.  Joseph's  Institute  for  Deaf  Mutes.  He  was  also  a  member  of  the 
Brooklyn  Pathological  Society  and  of  the  Associated  Physicians  of 
Long  Island.  Dr.  Mead  was  unmarried.  He  was  the  son  of  Melville 
Emery  Mead  and  Elizabeth  Burr  Hyde.  His  practice  was  devoted  to 
Brooklyn.  William  Schroeder,  Sr. 


JOHN  HENRY  BAKER  DENTON,  M.D. 

Dr.  Denton  was  born  in  185 1  and  died  at  St.  Petersburg,  Fla., 
on  February  26,  191 2.  He  was  in  practice  at  Freeport,  L.  L,  and  a 
graduate  from  the  New  York  University  in  1871.  He  was  a  member 
of  Queens-Nassau  County  Medical  Society  and  of  the  Associated 
Physicians  of  Long  Island,  from  1899,  and  at  one  time  was  president 
of  the  School  Board  of  Freeport.  L.  I. 

He  was  married  on  November  31,  1872,  to  Emma  Elizabeth  Car- 
man, who  died  December  3,  191 1.  Three  children  survive  him:  Mrs. 
Valentine  F.  Smith,  Nettie  N.  Wallace  and  John  S.  Denton. 

William  Schroeder,  Sr. 


WILLIAM  VINCENT  DEE,  M.D. 

Dr.  Dee  was  born  in  Yonkers,  N.  Y.,  in  1866.  His  preliminary 
education  "was  received  in  schools  of  that  city  and  he  later  was  grad- 
uated from  the  New  York  College  of  Pharmacy.  He  received  the 
degree  of  M.D.  from  the  Long  Island  College  Hospital,  in  1893.  He 
was  in  practice  in  this  city  during  his  entire  professional  life.  In  1895 
he  became  a  member  of  the  Medical  Society  of  the  County  of  Kings 
and  was  in  active  membership  at  the  time  of  his  death  which  occurred 
in  this  city  on  March  18,  1912.  He  was  elected  to  membership  in 
the  Associated  Physicians  of  Long  Island,  January,  1912.  Dr.  Dee 
was  unmarried.  William  Schroeder,  Sr. 


LEON  MILLARD  FLEMING,  M.D. 

Dr.  Fleming  was  born  in  Brooklyn,  N.  Y.,  October  17,  1861,  and 
died  in  Chicago,  111.,  February  23,  19 12.  He  was  the  son  of  George 
Lyall  Fleming  and  Jessie  Grant  Watt,  both  of  Scotland. 

He  was  educated  at  the  Trinity  Schools  in  New  York  and  re- 
ceived the  degree  of  M.D.  from  the  Long  Island  College  Hospital  in 
the  class  of  1887.  This  was  followed  by  the  positions  of  interne  at 
the  Long  Island  College  Hospital,  Physician  at  the  Home  for  Consump- 
tives, U.  S.  Pension  Examiner,  and  Inspector  of  the  Department  of 
Health.  He  was  a  member  of  the  Medical  Society  of  the  County  of 
Kings  from  1889- 1906  and  of  the  Hospital  Graduates  Club.  He  was 
married  in  Brooklyn,  on  January  14,  1892.  to  Harriett  Swain  Fountain. 
One  child  was  born  of  this  union,  Eugene  Millard  Fleming. 

William  Schroeder,  Sr. 


TRANSACTIONS  OF  THE  BROOKLYN  GYNECOLOGICAL 

SOCIETY. 

Regular  Meeting,  December  i,  191 1. 
The  President,  Albert  M.  Judd,  M.D.,  in  the  chair. 


Dr.  A.  M.  Judd  reported  a  case  of  uterine  fibroid  complicated  by  cystic 
degeneration  of  the  omentum.  When  the  abdomen  was  opened  the  omentum 
presented  the  appearance  such  as  is  seen  when  one  looks  into  a  basket  of  white 
grapes  on  a  fruit  stand.  The  cysts  varied  in  size,  the  largest  having  a  diameter 
of  at  least  two  and  a  half  inches.  After  the  omentum  which  contained  the 
cysts  had  been  removed  and  sent  to  the  laboratory,  the  cysts  themselves  entirely 
disappeared,  suggesting  that  it  was  possibly  a  case  of  edema  of  the  omentum. 

Dr.  Judd  had  occasionally  seen  single  large  cysts  of  the  omentum  but  never 
multiple  cysts. 

Dr.  J.  O.  Polak  who  had  seen  the  case  at  operation  confirmed  Dr.  Judd's 
description  of  the  case  and  said  that  in  his  opinion  the  cysts  had  originated 
through  some  interference  in  the  circulation  to  the  omentum. 


Dr.  A.  Ross  Matheson  reported  the  following  case.  The  patient,  a  woman 
42  years  of  age,  consulted  Dr.  Matheson  for  severe  pain  in  the  lower  abdomen 
brought  on  by  spells  of  coughing.  There  had  been  no  previous  menstrual  irregu- 
larity. Examination  revealed  an  enlarged  tumor  involving  the  uterus,  which 
evidently  was  bound  down  by  adhesions.  An  operation  was  done  and  a  pedun- 
culated portion  of  the  uterine  fibroid  was  found  to  be  twisted  and  surrounded 
by  evidences  of  local  inflammation,  involving  the  intestine,  mesentary,  bladder 
and  omentum.  The  operation  was  successfully  accomplished  and  the  patient 
made  a  good  recovery. 

A  point  of  special  interest  in  the  case  is  the  absence  of  any  history  of 
uterine  disturbance. 


A  paper  with  the  above  title  was  read  by  Dr.  A.  M.  Judd,  and  was  pub- 
lished in  the  Journal  on  page  9  of  the  current  volume. 

Dr.  J.  Ives  Edgerton,  in  discussing  this  subject,  quoted  the  statistics  of 
Kelly  and  Noble,  which  showed  the  occurence  of  this  condition  once  in  every 
128  of  their  abdominal  operations.  Dr.  Edgerton  thought  that  these  statistics 
showed  a  much  greater  average  occurence  than  actually  existed. 

The  covering  in  of  all  raw  surfaces  during  the  operation  and  early  catharsis 
after  operation,  both  help  in  preventing  this  condition.  He  advised  early  oper- 
ative interference  in  cases  where  the  diagnosis  was  beyond  question. 

Dr.  John  O.  Polak  said  that  he  had  had  seven  cases  of  post-operative 
intestinal  obstruction  which  were  confirmed  either  by  operation  or  at  autopsy. 
Five  of  the  calamities  occurred  in  perfectly  clean  cases,  and  two  in  cases  of 
appendicitis.  There  were  four  deaths  among  the  seven  cases.  Four  of  the 
cases  were  re-operated,  two  of  the  latter  recovering.  He  would  consider  the 
subject  under  the  headings  of  prevention,  diagnosis  and  treatment. 

The  fact  that  five  cases  were  uninfected  makes  it  difficult  to  tell  how  the 
formation  of  adhesions  can  be  prevented.  Dr.  Polak  had  been  surprised  upon 
opening  the  abdomen  twenty-four  hours  after  operation  to  find  how  many 
adhesions  had  already  taken  place.    He  believes  that  many  adhesions  take  place 


A  Case  of  Cystic  Degeneration  of  the  Omentum. 


A  Case  of  Large  Uterine  Fibroid. 


Post-operative  Mechanical  Obstruction  of  the  Bowel. 
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and  are  afterwards  reabsorbed.  Where  a  large  surface  is  necessarily  left  un- 
covered by  peritoneum,  it  is  well  to  keep  the  intestines  out  of  the  pelvis  as  far 
as  possible  after  the  operation.  This  is  best  accomplished  by  filling  the  colon 
with  saline  solution  with  the  patient  in  the  Trendelenburg  position.  In  this  way 
the  large  intestine  is  lifted  out  of  the  pelvis  for  a  few  hours  and  gives  the  raw 
surfaces  a  chance  to  heal  over. 

Dr.  Polak  does  not  believe  that  early  catharsis  is  good  in  the  majority  of 
cases  and  has  avoided  this  until  the  fourth  or  fifth  day,  using  enemata  and 
colonic  irrigation  to  move  the  bowel. 

In  all  of  the  seven  cases  referred  to  above,  the  obstruction  did  not  occur 
until  a  number  of  days  after  the  operation,  the  longest  period  being  six  days, 
and  the  shortest  period  three  days,  before  evidences  of  obstruction  occurred. 
The  first  symptom  in  all  of  them  was  vomiting,  without  increased  temperature 
but  with  an  increased  rapidity  of  the  pulse.  There  was  general  distention  in  four 
of  the  cases,  and  some  of  the  cases  showed  localized  pain  and  tenderness,  while 
others  did  not.  Acute  gastric  dilatation  can  be  excluded  by  lavage  and  the 
use  of  enemata.  If  distention  still  continues  after  the  use  of  these,  it  is  unneces- 
sary to  wait  for  fecal  vomiting,  and  the  abdomen  should  be  opened  early. 

Dr.  John  C.  MacEvitt  said  that  it  was  difficult  to  make  a  diagnosis  between 
dilatation  of  the  stomach  and  obstruction  of  the  bowel,  but  at  the  same  time  it 
was  possible.  One  must  determine  first  whether  the  distention  of  the  abdomen 
began  in  the  upper  portion  of  the  abdomen,  as  occurs  in  dilatation  of  the 
stomach,  or  in  the  lower  zone  of  the  abdomen,  which  occurs  in  obstruction  of 
the  bowel.  In  stomach  cases  the  patients  usually  vomit  large  amounts  of  fluid 
and  the  vomiting  diminishes  the  distention.  In  obstruction  of  the  bowel  the 
distention  of  the  abdomen  is  uniform  and  vomiting  soon  becomes  fecal  in 
character. 

Another  point  of  interest  is  that  nourishment  can  be  given  to  patients  with 
acute  dilatation  of  the  stomach,  and  they  will  seemingly  retain  it,  while  in  the 
cases  of  obstruction  of  the  intestine,  the  food  is  almost  immediately  ejected. 
In  the  stomach  cases,  however,  food  is  often  retained  for  a  long  time  before  it 
is  vomited.  Lavage  of  the  stomach  benefits  the  patients  by  relieving  the  kinking 
of  the  duodenum  and  in  so  doing  removes  one  source  of  mechanical  obstruction. 

Dr.  Paul  M.  Pilcher  spoke  of  the  rapidity  with  which  adhesions  form 
after  operation  and  cited  a  case  in  which  he  did  an  entero-enterostomy  in  a  case 
of  mesenteric  thrombosis  in  which,  fourteen  hours  after  the  operation,  the  joint 
was  examined  and  the  plastic  material  had  formed  to  such  an  extent  that  the 
line  of  union  -could  hardly  be  seen.  The  introduction  into  the  large  bowel  of 
hot  saline  with  the  patient  in  the  Trendelenburg  position  is  one  of  the  most 
important  ways  of  preventing  adhesions  between  the  large  intestine  and  the 
pelvic  organs. 

Dr.  George  'McNaughton  said  that  he  would  infer  from  what  the  various 
members  had  said  that  the  position  of  the  patient  did  not  make  very  much 
difference  in  the  prevention  of  adhesions,  inasmuch  as  good  men  used  both  the 
elevated  head  and  elevated  foot -positions.  Dr.  McNaughton  personally  pre- 
ierred  the  elevated  head  position.  He  personally  did  not  think  it  made  much 
difference  in  cases  where  there  were  large  areas  of  raw  surface.  Practically  all 
of  his  cases  receive  morphine  after  operation,  and  he  does  not  feel  that  it  is 
harmful  to  them.  Great  care  should  be  taken  in  the  toilet  of  the  peritoneum 
and  all  raw  surfaces  should  be  covered  over  before  closing  the  abdomen. 

Dr.  Russell  S.  Fowler  said  that  the  tendency  seems  to  be  to  use  the 
elevated  head  and  trunk  position  following  all  laparotomies  and  that  complica- 
tions have  been  blamed  upon  the  posture,  some  blaming  the  elevated  head  and 
trunk  position,  some  the  Trendelenburg  or  Clark  position.  The  Fowler  position 
is  secured  by  raising  the  head  of  the  bed  from  one  to  two  feet.  This  method 
of  securing  the  position  is  better  than  by  sitting  the  patients  up  in  bed  as  the 
position  is  maintained  more  easily  without  strain  on  the  part  of  the  patient. 
In  pelvic  infections,  however,  or  in  any  case  in  which  the  patient  prefers  to  sit 
up  for  a  certain  number  of  hours  a  day  the  bed  may  be  leveled  during  the  time 
when  the  patient  sits  up,  and  can  be  raised  when  the  patient  resumes  the  reclin- 
ing position.  The  indications  for  the  use  of  the  position  are  primarily  abdominal 
infections.  The  position  does  relieve  diaphragmatic  pressure;  it  favors  peri- 
stalsis, and  what  is  most  important,  it  lessens  the  normal  intra-abdominal  wave 
from  the  pelvis  to  the  diaphragm.  It  does  not  check  that  wave  entirely  and  it  is 
doubtful  whether  any  measure  can  accomplish  that,  but  it  lessens  it  and  there- 
fore slows  the  absorption  of  the  infection  and  tends  to  its  localization. 

In  regard  to  dilatation  of  the  stomach,  Dr.  Fowler  thought  the  cause  was 
usually  mechanical. 
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As  to  obstruction  occurring  following  the  elevated  head  and  trunk  posi- 
tion, this  much  is  to  be  said ;  that  acute  post-operative  intestinal  obstruction  is 
more  rarely  seen  now  than  formerly.  This  is  due  in  part  to  better  operative 
technic.  It  will  always,  however,  be  one  of  the  complications  to  be  dreaded 
after  laparotomy.  Many  measures  have  been  used  to  prevent  intestinal  obstruc- 
tion in  those  cases  in  which  it  might  reasonably  be  expected,  such  as  bismuth, 
gauze  packing  and  olive  oil.  Dr.  Fowler  has  used  olive  oil  with  good  results, 
although,  of  course,  it  is  impossible  to  say  that  these  cases  would  have  devel- 
oped obstruction  without  its  use. 

To  Dr.  Fowler's  mind  the  principal  method  of  avoiding  post-operative 
obstruction  is  to  get  the  patient  up  and  around  as  quickly  as  possible  and  under 
normal  conditions.  Since  1906,  his  laparotomy  treatment  has  been  rest  to  the 
wound  by  means  of  adhesive  plaster  scultetus  (Boldt)  ;  activity  of  the  other 
muscles  by  getting  the  patient  up  in  bed  in  the  first  twenty-four  or  forty-eight 
hours ;  and  out  of  bed  on  the  third  to  sixth  day  according  to  the  patient's 
strength ;  saline  by  rectum ;  stomach  rest  until  the  effect  of  anesthesia  has 
passed  off ;  bowels  moved  by  enemata.  Of  course  this  treatment  necessitates 
the  proper  incising  and  suturing  of  the  abdominal  wall.  The  incision  most 
frequently  used  is  through  the  body  of  the  rectus. 

Dr.  Fowler  has  had  no  acute  post-operative  obstruction  in  clean  cases  in 
the  last  thousand  laparotomies  done  at  the  German  Hospital.  There  was  one 
case  of  post-operative  obstruction  caused  by  kinking  and  adhesion  to  an  inflam- 
matory deposit.  In  some  of  the  diffuse  septic  peritonitis  cases  there  was  intes- 
tinal paresis  ending  in  death.  There  was  one  death  caused  by  mesenteric  throm- 
bosis. There  was  one  adhesion  of  the  mesentery  of  the  jejunum  resulting  in 
torsion  of  the  jejunum  occurring  some  weeks  after  an  operation  for  acute 
appendicitis.  There  were  some  fifteen  obstructions  occurring  very  late,  several 
months  or  several  years,  after  operation  by  other  surgeons.  Dr.  Fowler  remem- 
bers a  patient  similar  to  the  one  reported  by  Dr.  Judd  in  which  two  fibromata 
were  removed  from  the  posterior  uterine  wall.  This  operation  was  performed  by 
Dr.  George  R.  Fowler  at  the  Brooklyn  Hospital.  Twenty-four  hours  later  a  sec- 
ond operation  was  necessary  because  of  acute  obstruction.  The  intestine  had 
become  adherent  to  the  incision  in  the  posterior  uterine  wall.  The  elevated  head 
and  trunk  position  had  not  been  employed  in  this  case. 

Dr.  A.  M.  Judd,  in  closing  the  discussion,  emphasized  the  importance  of 
keeping  the  intestines  out  of  the  pelvis  and  away  from  any  raw  area  which 
might  exist  there,  and  he  did  not  see  how  the  elevated  head  position  would  aid 
this.    He  much  prefers  to  have  the  head  of  the  bed  lowered. 

Direct  Blood  Transfusion  in  a  Case  of  Ruptured  Ectopic  Gestation. 

Dr.  John  O.  Polak  reported  the  case  of  a  woman,  26  years  of  age,  whose 
first  symptoms  referable  to  ectopic  gestation  occurred  on  September  6th,  191 1. 
On  October  2nd,  and  again  on  October  13th,  there  were  symptoms  of  possible 
ruptured  ectopic  gestation.  On  November  6th  on  account  of  localized  pain  in 
the  right  lower  quadrant  of  the  abdomen  she  was  operated  upon  by  Dr.  Polak 
and  a  large  hematocele  was  revealed  and  evacuated.  A  three  months'  fetus  was 
found  floating  free  among  the  intestines  in  the  right  renal  region.  The  placenta 
was  attached  in  the  right  tube.  After  securing  the  points  of  hemorrhage  the 
abdomen  was  closed.  About  eight  hours  after  the  operation  there  were  symp- 
toms of  secondary  hemorrhage  and  the  abdomen  was  reopened  but  no  bleeding 
point  was  found.  The  abdominal  cavity  was  filled  with  free  serum.  While  the 
incision  was  being  closed  Dr.  Brinsmade  exposed  the  right  saphenous  vein,  and 
Dr.  Bristow  inserted  the  right  radial  artery  of  her  husband  into  the  vein,  com- 
pleting an  anastamosis.  The  transfusion  of  blood  thus  made  possible  was 
continued  for  one  hour.  The  effect  was  magical;  the  pulse  slowed  and  became 
fuller,  the  lips  became  rosy,  and  the  hemoglobin  index  rapidly  increased.  The 
operation  was  followed  by  a  perfect  recovery. 

The  points  of  interest  illustrated  in  the  case  are  first,  that  hydremic 
patients  stand  shock  badly  and  are  made  worse  by  the  intravenous  use  of  saline 
solution.  Second,  that  it  is  difficult  to  differentiate  shock  from  hemorrhage  in 
patients  with  low  red  cell  resistance.  Third,  the  marked  benefit  of  direct  blood 
transfusion. 

In  answering  a  question  by  Dr.  Judd,  Dr.  Polak  said  that  the  best  way  to 
use  saline  in  these  cases  is  to  introduce  a  quart  of  it  into  the  colon  with  the 
patient  in  the  Trendelenburg  position  or  by  use  of  the  Murphy  drip. 
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Regular  Meeting,  June  1.  191 1. 
The  President.  AYalter  A.  Sherwood,  M.D.,  in  the  chair. 

A  Case  of  Angioneurotic  Edema. 

Dr.  John  D.  Sullivan  reported  the  case  of  a  patient  eight  years  of  age 
who  had  enjoyed  good  health  for  the  last  year  or  so.  On  November  19th,  1910. 
about  8  P.  M.,  he  was  taken  suddenly  ill  with  severe  pain  in  the  stomach.  It 
was  then  learned  that  his  bowels  had  not  moved  for  two  or  three  days,  and 
his  trouble  was  attributed  to  constipation.  While  efforts  were  being  made  to 
relieve  him.  it  was  noticed  that  his  stomach  began  to  swell  to  an  extraordinary 
degree  and  the  pain  continued  to  increase  in  severity.  Examination  showed  a 
greatly  distended  abdomen,  with  the  stomach  extending  down  to  the  umbilicus. 
Abdominal  walls  were  tense,  but  there  was  no  localized  rigidity-  or  tenderness. 
Eyelids  were  puffy  and  gradually  became  more  so.  Within  a  short  time  the 
condition  known  as  angio-neurotic  edema  developed  extending  over  his  face, 
body  and  limbs.  There  was  no  vomiting  present.  A  diagnosis  of  acute  dilata- 
tion of  the  stomach  was  made  by  Dr.  Gillen.  A  simple  soap-suds  enema  was 
given  without  any  effect,  and  this  was  soon  followed  by  another  containing 
spts.  of  turpentine.  Only  a  slight  bowel  movement  was  obtained.  The  stomach 
was  washed  out  with  hot  saline  solution.  A  considerable  amount  of  gas  was 
expelled  and  the  returning  fluid  contained  a  moderate  quantity*  of  undigested 
food.  This  markedly  relieved  the  abdominal  distension,  especially  in  the  epi- 
gastric region.  But  within  a  half  an  hour  his  stomach  began  to  dilate  again, 
and  his  symptoms  continued  to  increase  in  severity.  About  midnight  he  was 
sent  to  St.  Mary's  Hospital  where  the  stomach  lavage  was  repeated,  and  a  high 
enema  containing  ox  gall,  asafcetida,  turpentine  and  glycerine  given.  This 
treatment  gave  temporary  relief,  but  about  3  A.  M.,  six  hours  after  the  onset 
of  the  attack  his  temperature  was  101  degrees,  pulse  160  and  respirations  50. 
Stomach  lavage  was  continued  and  alternated  with  high  rectal  enemata.  On  the 
following  day  his  bowels  moved  quite  freely,  and  the  abdominal  distension  was 
very  much  decreased,  although  the  stomach  remained  greatly  distended.  His 
temperature  dropped  to  99  1-5  degrees,  pulse  to  90,  and  respirations  to  34;  he 
was  comparatively  comfortable.  He  remained  practically  in  this  condition  for 
the  next  twenty-four  hours,  excepting  that  the  edema  over  his  face,  body  and 
limbs  had  increased  considerably  and  would  now  pit  on  pressure. 

He  voided  only  fifteen  ounces  of  urine  during  his  second  twenty-four 
hours  in  the  hospital.  Urine  analysis  showed  a  small  amount  of  albumin 
and  a  moderate  number  of  granular  casts.  Hot  packs  even*  four  hours  were 
ordered,  and  his  bowels  were  kept  active  with  calomel  and  magnesium  sulphate. 
On  the  third  day  his  temperature  was  normal,  but  his  respirations  were  38  and 
more  labored.  He  voided  only  fourteen  ounces  of  urine  during  the  last  twenty- 
four  hours.  His  breathing  gradually  became  more  difficult  and  the  general 
edema  continued  to  increase  and  he  died  seventy-six  hours  after  the  onset  of 
his  illness. 

Autopsy.  S  P.  M..  the  same  day  (November  24th).  On  opening  the 
abdomen  the  stomach  was  found  to  be  greatly  dilated,  extending  about  one  inch 
below  the  umbilicus.  The  intestines  presented  a  normal  appearance.  Kidneys 
were  moderately  congested,  otherwise  showed  no  change  macroscopically. 
There  were  no  other  pathological  findings  in  the  abdomen.  On  opening  the 
chest  both  pleural  sacs  were  found  half  full  of  fluid  and  both  lungs  were  very 
much  compressed.  The  pericardium  was  distended  and  contained  a  large  quan- 
tity of  serous  effusion. 

From  a  careful  study  of  the  various  phenomena  presented  in  this  case  it 
appears  that  the  acute  dilatation  of  the  stomach  was  caused  by  toxins  originat- 
ing in  the  gastro-intestinal  tract,  absorbed  and  producing  an  inhibitory  influence 
on  the  vaso-motor  nerves  of  the  capillaries  of  the  stomach — a  neurosis  under 
the  influence  of  which  the  permeability  of  these  vessels  became  suddenly  in- 
creased and  the  musculature  of  the  organ  deprived  of  its  normal  tonicity.  Inci- 
dental to  this  passive  congestion  and  atony  of  the  tissues,  edema  of  the  stomach 
wall  and  effusion  into  its  cavity*  would  be  a  natural  consequence.  It  is  reason- 
able to  presume  that  this  morbid  process  would  suspend  the  digestive  function 
and  favor  the  generation  of  gas  in  the  stomach  and  its  walls,  yielding  to  the 
internal  pressure  of  the  fluid  and  gas  until  the  enormous  dilatation  was  effected. 
It  is  worthy  of  note  that  simultaneous  with  the  acute  dilatation  of  the  stomach. 
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a  similar  process  occurred  on  the  face  and  the  entire  surface  of  the  body.  As 
the  capillaries  of  the  skin  and  abdominal  viscera  are  more  abundantly  supplied 
with  vaso-motor  nerve  fibres  than  other  portions  of  the  body,  a  neurosis  affect- 
ing the  central  ganglia  of  those  fibres  would  be  manifested  early  at  those 
regions  causing  the  angioneurotic  edema  which  was  present.  From  the  post- 
mortem findings  it  appears  that  a  similar  current  of  events  took  place  in  the 
pleura  and  the  pericardium.  In  nearly  all  the  reported  cases  of  acute  dilata- 
tion of  the  stomach,  suppression  of  urine  was  noted.  In  this  case  only  about 
one-third  of  the  normal  amount  of  urine  was  secreted.  In  summing  up  I  would 
say  that  the  true  explanation  of  the  acute  dilatation  seems  to  be  found  in  a 
paralysis  of  the  stomach  which  led  to  over-distension  with  gas  and  excessive 
secretion  or  effusion,  and  that  the  paralysis  was  due  to  auto-intoxication  inde- 
pendent of  any  traumatism. 

A  Case  of  Teratoma  of  the  Testicle. 

Dr.  F.  W.  YVuxderlich  reported  a  case  of  a  baggage  clerk,  31  years  of 
age,  who  was  admitted  to  St.  Peter's  Hospital  on  May  1st.  191 1.  No  venereal 
history.  On  February  nth  he  noticed  a  swelling  of  his  right  testicle.  A  trocar 
and  cannula  was  introduced  ;  no  fluid  came  away.  On  February  nth  the  patient 
came  under  the  care  of  Dr.  Thomas  W.  Topham,  who  tapped  the  scrotum  four 
times  and  operated  upon  it  under  general  anesthesia,  on  March  25th.  At  that 
time  he  removed  a  large  amount  of  organized  blood  clot  from  the  scrotum, 
but  had  great  difficulty  in  arresting  the  hemorrhage  after  operation.  This  was 
followed  by  several  hemorrhages  from  the  wound,  which  were  so  severe  that 
the  patient  became  anemic  and  weak.  The  right  side  of  the  scrotum  was  red, 
swollen  and  indurated  and  a  bloody  discharge  came  from  the  sinus  openings. 
Under  general  anesthesia  the  entire  testicle  was  removed.  The  wound  was 
drained  and  healed  slowly.  Symptoms  of  some  affection  of  the  left  lung  have 
developed,  pointing  either  to  embolism  or  tubercular  affection  of  the  same  and 
the  patient  cannot  be  considered  well. 

Dr.  Topham.  in  discussing  the  case,  referred  to  a  marked  tubercular 
history  in  the  family.  At  one  time  when  he  tapped  the  scrotum  he  removed 
four  or  five  ounces  of  foul,  dark  colored  fluid.  Repeated  hemorrhages  marked 
the  progress  of  the  case.  The  final  removal  of  the  testicle  and  the  diagnosis 
of  teratoma  made  by  Dr.  Wunderlich  have,  however,  helped  to  clear  up  the 
diagnosis. 

Gastro-intestinal  Cases  at  the  Long  Island  College  Hospital. 

Dr.  William  B.  Brixsmade  reported  a  series  of  cases  which  had  come 
under  his  care  at  the  above  hospital.  Of  fifteen  cases  of  gastro-intestinal 
disturbance,  fourteen  had  been  treated  over  long  periods  of  time  for  '"indiges- 
tion." Four  of  the  patients  were  suffering  from  ulcer,  involving  the  pylorus 
and  extending  into  the  duodenum.  The  ages  of  these  patients  were  respectively 
30,  41,  43  and  74.  The  histories  in  all  of  the  cases  were  similar  to  that  already 
graphically  described  by  other  writers.  One  had  attacks  of  indigestion  for  ten 
years.  Another  who  had  been  ill  but  three  months  had  a  large  indurated  ulcer 
of  the  posterior  wall  of  the  stomach.  One  patient,  73  years  old,  had  had 
stomach  trouble  for  twenty-five  years.  All  of  the  ulcer  cases  operated  upon, 
improved  decidedly  after  surgical  intervention.  Two  cases  in  which  the  lesion 
consisted  of  old  indurated  areas  surrounding  the  duodenum  were  greatly 
improved  by  posterior  gastroenterostomy,  and  are  now  apparently  well. 

Three  cases  in  which  gall  stones  were  removed  from  the  gall-bladder  are 
now  apparently  well.  In  one  case  a  biliary  fistula  has  persisted  since  operation. 
Her  pain  has  not  been  relieved  and  it  is  probable  that  there  is  still  another 
stone  concealed  within  the  duct. 

One  case  of  advanced  carcinoma  of  the  stomach  was  greatly  benefited  by 
an  anterior  gastroenterostomy.  Probably  four  or  five  months  have  been  added 
to  his  life  by  the  operation. 

There  was  one  case  of  carcinoma  of  the  sigmoid,  which  was  removed 
together  with  eight  inches  of  the  gut,  and  was  followed  by  an  end  to  end 
anastomosis  of  the  large  intestine.    The  patient  has  entirely  recovered. 

Dr.  Brinsmade  spoke  of  the  great  aid  afforded  by  properly  taken  X-ray 
photographs,  especially  in  many  obscure  gastro-intestinal  lesions. 

1)k.  II.  B.  Delatour  confirmed  Dr.  Brinsmade's  opinion  of  the  X-ray  in 
gastro-intestinal  work,  and  said  that  the  pictures  had  in  his  experience  been 
very  accurate  in  the  majority  of  cases.  He  spoke  of  one  case  in  which  the 
ascending  colon  appeared  to  be  normal,  the  transverse  colon  dipping  far  down 
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into  the  pelvis  and  then  turning  again  upon  itself  and  returning  to  the  splenic 
flexure,  from  which  point  it  appeared  to  be  normal.  Operation  demonstrated 
a  distinct  angulation  of  the  colon  at  the  splenic  flexure,  just  as  the  picture  had 
shown.  A  lateral  anastomosis  between  the  transverse  colon  and  the  sigmoid 
was  made.  The  patient  has  made  a  very  satisfactory  recovery.  Dr.  Delatour 
stated  that  in  his  experience  more  can  be  expectd  from  operation  in  cases  of 
carcinoma  of  the  intestine  than  in  cases  where  we  have  malignant  disease  of 
the  stomach.  He  reported  one  case  operated  by  him  four  years  ago  in  which 
a  carcinoma  involving  the  ileo-cecal  valve  and  the  cecum  was  removed,  and  the 
patient  at  the  present  time  is  in  perfect  health. 

A  Case  of  Acute  Appendicitis  with  Calcareous  Degeneration  of  the 
Lymphatic  Glands  of  the  Meso-appendix. 

Dr.  L.  W.  Pearson  reported  a  case  which  occurred  in  a  boy  15  years  of 
age.  The  patient  had  no  previous  history  bearing  upon  this  condition.  During 
the  six  months  previous  to  January,  191 1,  he  had  had  four  or  five  mild  attacks 
of  appendicitis.  On  February  4th,  191 1,  the  patient  had  an  attack  of  pain  in 
the  region  of  the  umbilicus,  radiating  upward  and  also  into  the  right  iliac  region. 
There  was  nausea  and  vomiting.  The  greatest  point  of  tenderness  was  over  the 
appendix,  and  the  right  rectus  muscle,  as  well  as  the  other  abdominal  muscles 
on  that  side,  were  rigid.  The  appendix  was  removed  with  difficulty  and  in  the 
meso-appendix  four  enlarged  lymph  glands  were  found,  three  of  which  had 
undergone  calcareous  degeneration.  There  was  nothing  in  the  appendix  to 
suggest  a  cause  for  this.  The  patient  made  an  uneventful  recovery.  Dr.  Pear- 
son thought  that  the  condition  was  probably  a  tubercular  one  of  the  glands. 

A  Case  of  Tuberculosis  of  the  Kidney. 

Dr.  John  D.  Sullivan  presented  a  patient  before  the  Society.  His  history 
was  as  follows  : — 

The  patient,  a  policeman,  25  years  of  age,  has  always  lived  an  active  life. 
He  was  perfectly  well  until  six  months  ago,  when  he  began  to  have  frequent  and 
painful  urination.  He  would  occasionally  pass  a  small  amount  of  blood  in  his 
urine.  Gradually  his  condition  became  so  serious  that  he  was  compelled  to  stop 
work.  His  general  health  was  good  but  he  suffered  considerably  both  day  and 
night  from  pairiful  and  frequent  urination.  On  September  27th  he  had  an  attack 
of  severe  pain  in  the  right  iliac  region,  which  developed  into  a  typical  renal 
colic.  X-ray  examination  revealed  no  evidence  of  stone  in  the  kidney,  ureter 
or  bladder.  The ,  amount  of  blood  in  his  urine  increased  very  considerably. 
On  December  1,  1910,  he  was  examined  by  Dr.  Paul  Pilcher,  who  made  a 
cystoscopic  exploration,  and  reported  that  his  bladder  was  normal.  The  urine 
which  came  from  the  right  kidney  contained  pus  and  blood,  while  that  from 
the  left  kidney  was  perfectly  normal,  and  the  left  kidney  was  functionally 
normal.  Dr.  Pilcher  made  a  diagnosis  of  tuberculosis  of  the  right  kidney.  The 
patient  was  operated  upon  by  Dr.  Sullivan  on  December  7th,  1910,  and  nephrec- 
tomy was  done.  The  surface  of  the  kidney  was  covered  with  small  tubercles 
and  the  interior  contained  areas  of  caseous  degeneration.  The  walls  of  the 
ureter  were  much  thickened  and  its  lumen  was  dilated.  The  ureter  was  divided 
as  low  down  as  possible,  and  its  stump  cauterized  with  carbolic  acid.  The 
wound  was  drained.  The  patient  made  a  slow  but  good  recovery  from  his 
operation,  but  had  a  secondary  hemorrhage  from  the  upper  angle  of  the  wound 
twelve  days  after  the  operation,  and  also  six  weeks  after  operation.  The 
source  of  the  hemorrhage  in  both  instances  was  from  the  upper  angle  of  the 
wound,  under  the  liver,  and  was  controlled  by  firm  packing  with  gauze.  June  1, 
191 1,  the  wound  was  nearly  healed;  his  general  health  is  good,  and  he  weighs 
more  than  he  ever  did  before.  The  repeated  secondary  hemorrhage  led  Dr. 
Sullivan  to  believe  that  he  also  had  tuberculosis  of  the  supra-renal  capsule  to 
deal  with. 

A  Case  of  Dislocation  of  the  Semi-lunar  Bone  of  the  Carpus. 

Dr.  George  L.  Buist  presented  a  case  of  this  rare  condition,  which  was 
clearly  demonstrated  on  an  X-ray  plate.  The  lesion  was  at  first  supposed  to 
be  a  fracture  of  the  lower  extremity  of  the  radius  but  the  X-ray  plate  proved 
this  to  be  erroneous.  His  only  symptom  was  inability  to  flex  the  hand  on  the 
forearm.    The  dislocation  was  reduced  and  the  condition  has  not  recurred. 
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A  Case  of  Osteo-myelitis  of  the  Tibia. 

Dr.  Stephen  L.  Taylor  presented  the  following  case : — 
One  year  ago,  the  patient,  who  is  now  thirteen  years  of  age,  was  suddenly 
seized  with  a  pain  in  the  left  leg.  There  were  no  local  manifestations,  but  the 
constitutional  symptoms  of  fever  were  well  marked.  His  temperature  ranged 
as  high  as  105  degrees,  and  was  accompanied  by  a  rapid  pulse  and  marked 
delirium.  A  slight  redness  appeared  over  the  upper  extremity  of  the  left 
tibia.  All  the  symptoms  of  inflammation  increased  and  an  incision  was  made 
over  this  area,  demonstrating  a  quantity  of  pus  beneath  the  periosteum.  This 
operation  relieved  all  of  the  more  violent  symptoms,  but  in  a  few  days  indura- 
tion and  redness  appeared  over  the  end  of  the  tibia,  and  incision  was  made 
near  the  inner  malleolus.  Another  opening  was  made  near  the  middle  of  the 
shaft.  The  sinuses  persisted  and  a  more  extensive  operation  was  undertaken  ; 
the  entire  medullary  canal  was  opened  and  curetted.    A  rapid  recovery  followed. 
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Regular  Meeting,  October  5,  191 1. 

The  President,  John  A.  Lee,  M.D.,  in  the  Chair. 

A  Case  of  Ulcer  of  the  Stomach. 

Dr.  William  B.  Brinsmade  reported  a  case.  The  patient  commenced  to 
have  pain  in  the  region  of  the  stomach  and  gall  bladder  two  years  ago.  The  at- 
tacks of  pain  were  infrequent  at  first,  but  gradually  became  more  troublesome. 
An  X-ray  picture  was  taken  by  Dr.  Eastmond,  which  showed  the  stomach  to  be 
dilated  and  very  much  prolapsed. 

Operation  revealed  the  entire  stomach  below  the  level  of  the  umbilicus,  and 
the  pyloric  end  was  stretched  out  so  that  the  pyloric  vein  was  displaced  two  or 
three  inches  and  did  not  connect  on  the  anterior  surface  of  the  stomach.  The 
pylorus  was  surrounded  by  dense  adhesions,  which  were  probably  due  to  old 
ulceration  in  the  stomach.  A  posterior  gastroenterostomy  was  performed  and 
a  large  opening  provided.  The  patient,  who  was  presented  by  Dr.  Brinsmade, 
was  in  good  general  health  and  was  feeling  fairly  comfortable.  He  now  eats 
without  distress. 

A  second  case  in  which  the  diagnosis  was  not  very  definite  suffered  from 
obstruction  at  the  pylorus.  He  had  pain  after  meals,  accompanied  by  vomiting, 
and  was  gradually  starving  to  death.  A  posterior  gastro-enterostomy  was  per- 
formed, and  it  was  found  necessary  in  order  to  shorten  the  operation  to  use  a 
Murphy  button.  The  patient  gained  seventy  pounds  after  the  operation.  In 
March  he  began  to  lose  weight  again  and  the  old  symptoms  returned.  A  second 
abdominal  section  revealed  the  gastro-enterostomy  opening  contracted.  The 
opening  was  enlarged  and  the  patient  made  a  good  recovery,  and  is  at  present  in 
a  very  much  improved  condition. 

A  Case  of  Gastro-duodenal  Ulcer. 

Dr.  William  B.  Brinsmade  presented  a  patient  who  had  had  symptoms  of 
stomach  distress  for  over  a  year.  The  character  of  his  pain  and  vomiting  were 
not  characteristic  of  any  special  type  of  disease.  Medical  treatment  failed  to  re- 
lieve him.  His  pain  and  vomiting  did  not  seem  to  have  any  relation  to  eating. 
At  no  time  was  there  any  vomiting  of  blood.  At  times  he  got  some  relief  from 
his  pain,  one-half  to  two  hours  after  eating.  He  had  lost  twenty  pounds  in 
weight.  His  abdomen  was  opened  and  a  gastro-enterostomy  was  performed.  An 
ulcer  was  found  one  and  a  half  by  two  and  a  half  inches  in  diameter,  occupying 
the  region  of  the  pylorus,  and  causing  complete  obstruction.  The  result  has 
been  verv  satisfactory. 

Dr.  E.  H.  Mayne,  in  discussion  of  this  case,  said  that  he  had  recently 
operated  upon  one  of  these  cases  of  pyloric  obstruction  and  that  the  patient  re- 
covered well  from  the  operation,  but  the  vomiting  continued.  She  died  some 
seven  weeks  after  the  operation.  An  autopsy  was  performed,  which  showed  the 
gastro-enterostomy  opening  to  be  perfect,  but  between  this  opening  and  the  fundus 
of  the  stomach  there  was  an  obstruction,  apparently  malignant,  which  prevented 
the  food  from  reaching  the  new  opening,  and  which  explained  the  patient's  symp- 
toms. Had  this  been  recognized  at  the  time  of  operation  the  catastrophe  could 
have  been  avoided. 
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A  Case  of  Duodenal  Ulcer. 

Dr.  Thomas  B.  Spence  reported  a  case  which  occurred  in  a  man  thirty- 
nine  years  of  age,  whose  history  extended  over  five  years.  His  first  attacks 
were  characterized  by  vomiting  one-half  to  two  hours  after  eating.  At  one  time 
he  vomited  a  large  amount  of  blood.  Some  of  his  attacks  of  pain,  nausea  and 
vomiting  were  very  severe  and  caused  considerable  prostration.  From  time  to 
time  he  suffered  from  hemorrhage,  mostly  from  the  bowel.  One  large  hemor- 
rhage occurred  last  January.  Then  the  vomiting  ceased  and  the  pain  increased, 
occurring  quite  regularly  three  and  a  half  hours  after  eating.  The  patient  soon 
discovered  that  the  pain  could  be  relieved  by  drinking  milk.  At  night  he  could 
not  get  as  much  relief. 

An  operation  was  performed  by  Dr.  Spence,  and  there  was  disclosed  an 
ulcer  at  the  pylorus,  one-half  inch  within  the  stomach  and  one-half  inch  within 
the  duodenum.  It  was  on  the  posterior  wall  and  had  dense,  hard  edges.  It 
was  surrounded  by  dense  adhesions.  A  partial  gastrectomy  was  performed  in 
connection  with  a  gastroenterostomy.  He  left  the  hospital  at  the  end  of  three 
weeks  in  good  condition.  Pathological  examination  demonstrated  that  the  con- 
dition was  one  of  simple  ulcer. 

A  Case  of  Exstrophy  of  the  Bladder. 

Dr.  John  A.  Lee  reported  the  case  of  a  child  who  was  born  with  a  de- 
ficiency of  the  anterior  wall  of  the  bladder.  There  was  nothing  in  the  family 
history  to  account  for  the  condition,  and  aside  from  the  fact  that  the  anterior 
wall  of  the  bladder  was  missing,  the  child  was  perfect. 

Dr.  William  B.  Brinsmade,  in  discussing  the  case  presented  by  Dr.  Lee, 
referred  to  an  article  by  Dr.  Styles  of  Edinborough,  in  which  is  recommended  the 
insertion  of  the  ureters  into  the  rectum  by  a  special  method. 

Dr.  Lewis  S.  Pilcher  said  that  he  was  present  when  Dr.  Styles  read  the 
paper  to  which  Dr.  Brinsmade  referred.  The  general  weight  of  opinion  among 
those  who  took  part  in  the  discussion  was  that  in  all  cases  where  the  ureters 
were  transplanted  into  any  portion  of  the  bowel  an  early  ascending  infection 
would  take  place  and  the  ultimate  result  would  be  disastrous  for  the  patient. 
The  case  presented  by  Dr.  Lee  is  one  of  unusual  degree  and  he  believed  could 
best  be  treated  by  some  appliance  rather  than  through  operative  procedure. 

Dr.  John  A.  Lee.  in  closing  the  discussion,  spoke  of  a  case  in  which  both 
ureters  were  implanted  into  the  rectum,  but  unfortunately  infection  of  the  kidneys 
took  place  and  the  patient  died  as  a  result  of  these  infections. 

A  Case  of  Renal  Cyst. 

Dr.  WarreN"  L.  Duffield  reported  the  case  of  a  man  thirty-four  years  old, 
who  was  admitted  to  the  Jewish  Hospital  on  May  16,  191 1.  He  had  suffered 
from  two  attacks  of  colicky  pain  in  the  upper  abdomen.  A  few  hours  before  ad- 
mission to  the  hospital  he  had  an  -attack  of  epigastric  pain  for  which  he  sought 
relief.  Upon  examination  the  abdomen  was  found  to  be  irregularly  enlarged 
with  three  distinct  bulgings,  occupying  the  right  epigastric,  hypochondriac  and 
umbilical  regions,  forming  a  triangular  tumor.  The  superficial  veins  were  promi- 
nent over  tumor.  Upon  palpation  the  tumor  was  not  hard,  but  yielded  somewhat 
to  pressure  which  did  not  alter  its  shape.  No  tenderness  was  present  and  the  ab- 
dominal walls  were  easily  depressed  between  the  tumor  and  the  costal  arch.  The 
mass  extended  into  left  hypochondrium  as  far  as  the  midmammary  line  and  in  a 
downward  direction  to  the  level  of  the  anterior  superior  spine  of  the  ilium.  The 
mass  was  flat  upon  percussion.  The  spleen  was  not  palpable  and  rectal  examina- 
tion, feces,  Wassermann  and  routine  urine  examinations  were  all  negative. 

Blood  examination  demonstrated  4,750,000  red  cells,  hemaglobin  75%, 
leucocytes  10,400,  polymorphonuclear  75%  and  lymphocytes  25%.  His  tempera- 
ture ranged  from  ioo°  to  101.60  and  pulse  from  80  to  90. 

On  May  19th  the  cystoscopist  reported  the  following : — Trigone  congested 
and  occupied  by  a  ball-like  elevation.  Otherwise  the  mucous  membrane  was 
normal,  also  the  ureteral  orifices.  Double  catheterization,  dark  brown  fluid  from 
right  catheter  which  quickly  became  occluded.  Irrigation  gave  a  return  of 
turbid  fluid.  Left  catheter  returned  normal  urine,  later  tinged  with  blood  due 
to  catheter.  The  catheterized  urine  upon  examination  showed  from  the 
Right  Side  Left  side  Bladder 

Large  amount  of  pus.  Amorphous  urates.  Small  Amorphous  urates.  Oc- 
Moderate    number    red     amount  of  blood.  casional  bladder  cell, 

cells.     Occasional  renal 
cell. 
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No  bacteria  found. 

It  will  thus  be  noted  that  until  a  cystoscopy  was  performed,  the  regular 
routine  urinary  examinations  were  of  no  value,  due  doubtless  to  the  complete 
blocking  of  the  right  ureter. 

A  laparotomy  was  performed  on  May  24th  upon  the  tentative  diagnosis  of 
renal  tumor  and  the  abdominal  route  was  elected  due  to  the  very  large  size  of 
the  mass.  A  vertical  incision  was  made  separating  the  fibers  of  the  right  rectus 
muscle.  Upon  exploring  the  peritoneal  cavity  the  ascending  colon  was  found  to 
be  displaced  to  the  left  of  the  median  line  and  the  liver  displaced  upward  and  to 
the  left  by  a  large  retroperitoneal  mass.  The  left  kidney  and  spleen  were  found 
to  be  normal  to  palpation.  The  peritoneum  covering  the  posterior  wall  of  ab- 
domen was  in  direct  contact  with  anterior  abdominal  wall  but  not  adherent.  The 
intestines  were  excluded  from  field  of  operation  by  gauze  pads  and  posterior 
parietal  peritoneum  incised  in  a  transverse  direction.  A  large  trocar  was  intro- 
duced into  the  mass  and  about  six  quarts  (estimated)  of  a  dark  brownish  red 
fluid  with  no  urinous  odor  evacuated.  The  sac  was  then  separated  from  the 
surrounding  tissues  to  which  it  was  moderately  adherent  until  two  distinct 
pedicles  were  demonstrated.  The  lower  one,  consisting  of  the  ureter,  was  ligated 
and  divided;  and  the  upper  one,  at  least  six  inches  higher,  consisting  of  the 
renal  vessels,  was  also  ligated  and  divided.  While  cutting  through  above  the 
second  pedicle,  a  second  artery  was  cut  across  and  clamped  and  tied  with  con- 
siderable difficulty  due  to  the  fact  that  it  was  severed  very  close  to  the  aorta. 
A  counter  incision  was  made  in  right  lumbar  region  for  drainage  and  the  cavity 
lightly  packed  with  gauze.  Incision  in  posterior  parietal  peritoneum  was  sutured 
and  the  abdominal  wound  closed. 

The  cytology  of  fluid  was  pus,  but  it  was  sterile  and  contained  less  than 
one  mg.  of  urea  per  c.c.  The  pathological  report  of  cyst  wall  showed  it  to  be  a 
multilocular  cyst  the  wall  of  which  was  composed  of  layers  of  different  tissue 
and  various  thicknesses ;  walls  consisted  of  dense  fibrous  connective  tissue  with 
many  areas  of  round  cell  infiltration.  Other  portions  had  a  loose  areolar  con- 
nective tissue  wall  with  large  hemorrhagic  areas.  No  vestige  of  kidney  tissue, 
except  perhaps  cross  sections  of  a  few  structures  resembling  collecting  tubules. 
Many  calcareous  plaques  and  scattered  suppurative  areas  resembling  a  pyogenic 
membrane.    No  ureter  tissue  seen  histologically. 

The  patient  made  an  uninterrupted  recovery  and  was  discharged  from  the 
hospital  June  22d,  191 1. 


{To  be  continued.) 
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BROOKLYN  IN  THE  EARLY  HISTORY  OF  APPENDICITIS. 
SOME  PERSONAL  RECOLLECTIONS.* 

By  William  J.  Cruikshank,  M.D., 

of  Brooklyn,  H.  Y. 

THE  history  of  appendicitis  is  perhaps  the  most  dramatic  in  all 
the  literature  of  medicine  and  surgery.  This  disease,  this 
insidious  enemy  of  human  life,  this  masked  assassin  of  perfect 
health,  this  destroyer  of  the  noblest  and  the  best,  a  hidden  monster 
with  centuries  of  unchecked  ravage  to  its  sinister  account,  elusive, 
baffling,  dissimulating,  rapacious,  murderous,  stands  today,  in  the  light 
of  modern  science,  unmasked,  stripped  of  its  last  shred  of  disguise,  the 
most  thoroughly  understood  and  the  most  successfully  combated  of  all 
important  surgical  affections  with  which  mankind  is  afflicted. 

This  is  a  triumph  of  medicine  and  surgery  alike.  When  a 
splendid  work  has  been  accomplished,  a  desire  to  feel  that  one  has 
contributed  something  to  the  result,  is  both  natural  and  commendable ; 
the  satisfaction  which  comes  of  the  assurance  that  one  has  the  right 
to  such  a  feeling,  is  not  to  be  condemned  as  selfish  complacency.  And 
so,  it  seems  to  me,  Brooklyn  is  justified  in  feeling  some  pride  when  she 
reviews  her  share  in  the  early  history  of  appendicitis.  To  me.  this 
is  a  matter  of  unusual  interest,  because  all  of  my  professional  life  has 
been  spent  here  and.  although  it  began  no  later  than  about  a  quarter 
of  a  century  ago.  that  beginning  antedates  the  dawn  of  rational 
medicine  and  surgery.  During  those  early  eighties  the  cause  of 
disease  was  practically  unknown.  Bacteriology  as  applied  to  medicine 
was  in  embryo.  Puerperal  fever  was  common.  The  peritoneum  was 
holy  ground.  Antiseptic  and  clean  surgery  had  not  as  yet  been 
developed.  It  was  the  day  of  ''typhlitic"  disease ;  the  word  appendi- 
citis had  yet  to  be  born.  Over  and  over  again  the  greatest  clinicians 
had  come  to  the  very  threshold  of  the  solution  of  appendicular 
mischief,  had  been  misled  by  the  names  which  appeared  there — 
perityphlitis,  paratyphlitis  and  the  like — and,  restrained  by  fear  of 
entering  that  holy  of  holies — the  peritoneal  cavity — had  halted:  the 
truth  remained  undisclosed.  Over  and  over  again  during  the  pre- 
ceding fifty  years  the  light  which  had  been  flashed  upon  the  etiology 


*  Read  before  the  Caledonian  Medical  Society,  September  22,  191 1;  read 
before  the  Medical  Society  of  the  County  of  Kings",  January  16,  1912. 
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of  inflammatory  troubles  originating  in  the  right  iliac  region,  bringing 
the  field  at  times  into  almost  complete  illumination,  had  as  often  been 
slowly  dimmed  by  the  obscuring  pathology  of  autopsy.  In  brief,  the 
universal  and  persistent  use  by  the  teachers  in  our  profession,  the  world 
over,  of  befogging  and  misleading  pathological  and  etiological  phrase- 
ology and  nomenclature  remained,  for  years,  the  stumbling  block  in 
the  development  of  rationality  in  the  treatment  of  right  iliac  inflam- 
mations. When  to  this  was  added  the  time-honored  fear  of  peritoneal 
invasion,  the  diseased  appendix  was  enabled  to  retained  its  fortified 
position  in  the  abdominal  cavity,  without  the  slightest  danger  of 
apprehension  by  its  natural  enemy,  the  surgeon. 

But  all  this  was  to  be  changed.  Suddenly,  out  of  this  mist  and 
darkness,  a  bright  star  appeared.  It  was  the  herald  of  the  dawn. 
Reginald  Fitz  of  Boston,  a  physician  and  pathologist,  in  an  epoch- 
making  paper  which  appeared  in  the  New  York  Medical  Journal,  in 

1886,  brought  order  out  of  chaos.  His  master  mind  unravelled  the 
whole  tangle.  He  explained  the  pathology,  demonstrated  clearly  that 
nearly  all  acute  inflammatory  troubles  occurring  in  the  right  iliac  region 
had  their  origin  in  the  appendix  of  the  cecum,  did  away  with  the  mis- 
leading terms,  typhlitis,  perityphlitis  and  paratyphlitis  which  had 
formerly  been  applied  to  them,  substituted  for  them  the  one  word 
appendicitis, — in  short,  left  the  whole  subject  on  a  scientific  basis. 
This  paper,  coming  as  it  did  on  the  eve  of  the  adoption  of  antiseptic 
methods  in  surgery,  emboldened  pioneers  to  invade  the  peritoneum, 
seek  the  diseased  appendix,  and  remove  it.  Thus  was  created  an 
epoch  in  medical  and  surgical  history. 

A  glance  through  the  first  two  or  three  chapters  of  the  " Vermi- 
form Appendix,"  by  Kelly  of  Baltimore  will  give  in  detail  the  history 
which  I  have  here  briefly  summarized.  From  the  time  of  Mestivier 
of  France  who  in  the  year  1759  demonstrated  by  autopsy  the  first 
recorded  case  of  disease  of  the  appendix,  to  within  twenty-five  years  of 
the  appearance  of  Fitz's  paper  in  1886,  there  was,  Kelly  tells  us,  a 
total  of  141  cases  of  disease  of  the  appendix  recorded  in  French, 
German,  English  and  Italian  literature,  but  while  the  symptomatology 
of  these  cases  was  studied  with  amazing  skill  and  marvelous  accuracy, 
the  observers  did  not  succeed  in  tracing  the  origin  of  the  mischief  to 
its  true  source,  the  appendix,  during  the  life  of  the  patients.  Beyond 
the  Willard  Parker  operation  which  was  first  recorded  in  1867,  and 
which  consisted,  for  the  most  part,  in  evacuating  a  collection  of  pus, 
no  deliberate  surgical  procedure  based  upon  a  definite,  positive  and 
uncompromising  diagnosis  for  the  removal  of  the  appendix,  was 
undertaken  until  the  year  1887.  To  be  sure,  Kronlein  of  Germany  in 
1884,  following  the  suggestions  previously  made  by  Mikulicz  had 
removed  the  appendix  in  the  case  of  a  boy  seventeen  years  of  age  suf- 
fering from  acute  peritonitis  due  to  a  perforation  of  the  appendix. 
The  case  resulted  fatally  and  there  was  no  autopsy.  But  in  this  case 
Kronlein  did  not  make  a  positive  diagnosis  of  appendicitis  but  an 
alternative  one  of  acute  intestinal  obstruction  in  the  right  iliac  fossa. 
So  in  the  case  of  Treves  who  did  an  interval  operation  on  February  16, 

1887,  for  what  he  diagnosed  "relapsing  typhilitis,"  and  Treves  in  this 
case,  did  not  remove  the  appendix  but  simply  corrected  what  he 
termed  a  distortion  of  it,  and  closed  the  abdomen.  I  had  always 
supposed  that  Sands,  of  New  York,  did  the  first  successful  appendec- 
tomy and  I  believe  that  there  are  many  others  who  share  that  belief, 
but  Kelly  gives  the  credit  to  Morton  of  Philadelphia.    Kelly  says, 
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"To  Thomas  G.  Morton  of  Philadelphia  belongs  the  credit  of  the  first 
successful  operation  for  the  removal  of  the  appendix,  deliberately 
undertaken  with  an  alternative  diagnosis  of  disease  in  the  organ." 
The  date  was  April  27,  1887.  However  this  may  be,  in  Sands'  case 
no  alternative  diagnosis  was  admitted.  Moreover,  a  complete  investi- 
gation of  the  history  of  this  case  will  show  that  it  was  the  general 
practitioner  who  made  the  early  diagnosis  and  that  it  was  at  his 
request  that  the  surgeon  operated.  The  patient  was  a  young  man 
under  the  professional  care  of  Dr.  Simon  Baruch,  of  New  York. 
Dr.  Baruch  made  an  uncompromising  diagnosis  of  perforation  of  the 
vermiform  appendix  and  insisted,  in  the  face  of  surgical  hesitation 
and  delay,  that  a  laparotomy  should  be  performed.  The  patient  is 
alive  to-day  and  will  himself  verify  this  statement.  Sands  operated 
on  December  30,  1887.  He  did  not  remove  the  appendix  but  trimmed 
the  edges  of  the  perforated  portion,  sutured  it  and  drained.  The 
patient's  condition  immediately  improved,  and  the  case  went  on  to 
an  uneventful  recovery.  Following  close  upon  the  long  stride  for- 
ward which  had  been  taken  by  Sands,  came  the  masterly  work  of  his 
able  assistant,  McBurney.  His  paper,  published  in  the  New  York 
Medical  Journal  in  1889,  "must  ever  deserve  to  be  ranked  as  one  of 
the  classics  in  the  surgical  history  of  America."  At  this  point  in  the 
history  of  appendicitis  the  exact  words  of  Kelly,  it  seems  to  me,  are 
worthy  of  repetition :  "We  have  now  traced,"  he  says,  "the  history  of 
our  subject  through  successive  stages  of  its  evolution,  from  the  first 
discovery  of  a  lesion,  in  1759,  down  to  the  time  of  Fitz,  in  1886,  who 
secured  a  recognition  for  its  diseases  as  a  distinct  class  by  themselves, 
banishing  the  older  misleading  terms,  typhlitis  and  perityphlitis.  We 
have  furthermore  witnessed  the  earliest  efforts  of  the  surgeon,  at 
first  timidly  opening  a  few  abscesses  (the  classical  procedure),  and 
then  gradually  growing  bold  enough  to  take  the  important  step  of 
making  the  incision  before  the  detection  of  fluctuation  (Hancock, 
Willard  Parker).  We  then  found  a  few  surgeons,  endowed  with  a 
courage  born  of  the  newly  inaugurated  antiseptic  regime,  venturing 
to  open  the  peritoneum  and  to  straighten  out  a  kink  (Treves),  or  to 
trim  off  the  edges  of  a  fistula  in  the  appendix  (Sands)  and,  at  last, 
to  remove  the  entire  organ  (Kronlein,  Morton,  Sands)  .  . .  Doubt 
dissipated,  and  the  flood  gates  once  thrown  open,  the  healing  waters 
swept  in  like  a  torrent,  carrying  the  beneficent  influences  from  land  to 
land,  at  first  through  the  greater  centres  of  learning,  and  then  spread- 
ing more  slowly  out,  even  to  the  remotest  hamlets. ...  In  the  United 
States,  which  holds  a  leading  position  in  the  prompt  recognition  of 
the  exact  nature  of  this  one-time  obscure  malady,  as  well  as  in  the 
adoption  of  the  aggressive  therapeutic  regime  necessary  for  its  relief, 
we  look  back  upon  such  a  galaxy  of  names  as  Senn,  Weir,  McBurney, 
Worcester,  Marcy,  Fowler,  Mynter,  Richardson,  and  many  others  who 
deserve  mention  and  would  receive  it  in  a  more  extended  work." 

A  complete  examination  of  the  literature  of  this  subject  would 
disclose  the  fact  that  practically  all  the  writers  concur  in  this  state- 
ment by  Kelly.  Concededly,  in  the  work  of  unravelling  the  knotty 
etiological  and  pathological  problems  of  appendicitis  and  in  the 
successful  treatment  of  the  disease,  American  medicine  and  surgery 
have  taken  the  highest  place  among  the  nations  of  the  world,  and 
Brooklyn's  contribution  to  this  result  has  been  neither  mean  nor  small. 
Thus,  in  the  galaxy  of  surgeons  mentioned  by  Kelly,  there  is  one 
whose  name  will  live  as  long  as  medical  history  is  written — Brook- 
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lyn's  pioneer  in  modern  surgery,  without  whose  name  the  history  of 
appendicitis  could  not  be  written — a  man  of  untiring  energy,  hope- 
ful, confident,  resourceful — an  able  writer,  studious,  conscientious, 
lucid — a  wise  teacher,  far,  far  ahead  of  his  time,  enthusiastic,  in- 
spiring— a  surgeon  possessing  a  boldness  born  of  knowledge,  skill- 
ful, persistent,  original — in  a  word  a  great  surgeon — a  genius — 
George  Ryerson  Fowler.  I  was  so  fortunate  as  to  make  his 
acquaintance  very  early  in  my  professional  career  and  I  was  hon- 
ored with  his  personal  friendship,  and  I  am  therefore  somewhat  fa- 
miliar with  his  first  efforts  in  the  surgery  of  the  appendix.  I  recall 
very  well  being  present  at  a  meeting  of  the  Medical  Society  of  the 
County  of  Kings,  held  on  Oct.  20,  1885,  nearly  two  years  before 
either  Morton  or  Sands  had  removed  the  appendix,  at  which  meet- 
ing Fowler,  when  discussing  explorative  laparotomy  said,  "In  like 
manner  (by  exploratory  incision)  can  be  definitely  diagnosed  dis- 
eased conditions  of  the  vermiform  appendix,  perforation,  etc.  In 
these  cases,  in  which  the  diagnosis  is  only  tolerably  certain,  liga- 
ture, or  Lembert's  suture  above  the  seat  of  disease  or  perforation, 
and  a  removal  of  this  apparently  useless  portion  of  the  alimentary 
canal,  would  then  be  indicated."  Again,  when  discussing  a  paper 
entitled,  "A  Plea  for  Early  Operation  in  Disease  of  the  Vermiform 
Appendix,"  which  I  had  the  honor  to  read  before  the  Medical  So- 
ciety of  the  County  of  Kings  in  1891,  he  makes  use  of  the  follow- 
ing prophetic  language :  "The  day  will  surely  come  when  patho- 
logical intra-abdominal  conditions  whether  inflammatory  or  other- 
wise, requiring  any  but  the  most  tentative  or  purely  medical  treat- 
ment, will  be  placed  in  the  hands  of  the  surgeon  for  laparotomy, 
explorative  or  curative,  and  nothing  short  of  a  reasonably  well 
grounded  fear  that  the  patient  will  perish  upon  the  operating  table 
will  deter  the  surgeon  under  these  circumstances  from  giving  the 
patient  the  benefit  of  a  positive  diagnosis  and  the  possibility  of  re- 
lief." 

Now,  of  course,  attempts  such  as  these,  at  overturning  medical 
and  surgical  tradition  did  not  go  entirely  unchallenged.  They  fre- 
quently met  with  radical  opposition  even  at  the  hands  of  hospital 
associates  who  were  also  personal  and  admiring  friends.  The  basis 
of  this  sort  of  antagonism,  however,  is  pretty  well  demonstrated 
in  the  following  personal  experience.  On  June  16th,  1887,  I  was 
called  to  see  a  very  sick  boy  13  years  of  age.  It  will  be  remembered 
that  this  was  six  months  before  Sands  had  done  his  epoch-making 
operation.  I  had  read  the  paper  by  Fitz,  published  a  short 
time  previously,  had  been  thoroughly  impressed  by  it,  and 
had,  at  different  times,  discussed  it  freely  with  Dr.  Fowler. 
I  made  a  diagnosis  in  this  boy's  case  of  probable  per- 
foration of  the  appendix,  and  I  strongly  urged  a  laparotomy.  Un- 
fortunately Dr.  Fowler  was  absent  from  the  city.  Dr.  Frank  W. 
Rockwell  who  was  for  years  Dr.  Fowler's  associate  on  the  staff  of 
St.  Mary's  Hospital,  and  who  was  also  Surgeon  to  St.  John's  Hos- 
pital, sawr  the  case  with  me,  and  declined  to  operate  on  the  ground 
that  in  the  absence  of  classical  symptoms  of  typhlitic  disease, 
tumor,  abscess  and  the  like,  radical  surgical  procedure  in  such  a  case 
was  not  justifiable.  The  boy  died  of  general  peritonitis.  The 
autopsy  revealed  a  perforated  appendix  containing  an  intestinal 
concretion.  It  is  interesting  in  this  connection  to  realize  that  if  his 
services  had  been  available  on  that  occasion  Dr.  Fowler  would  have 
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removed  the  vermiform  appendix  six  months  earlier  than  did  Sands, 
and  Brooklyn  surgery  would,  in  all  reasonable  certainty,  have  to- 
day to  its  credit  the  honor  of  the  first  successful  appendectomy.  My 
much  lamented  friend,  Dr.  Rockwell,  possessed  one  of  the  most  cul- 
tured minds,  and  he  was  one  of  the  most  skillful  surgeons,  but  the 
orthodox  "typhlitis"  and  "perityphlitis"  of  his  day  and  training  had 
simply  enslaved  his  views  on  the  subject,  just  as  they  had  enslaved 
for  generations  the  views  of  the  entire  medical  profession.  A  proof 
of  this  conservatism  lies  in  the  fact  that  at  a  meeting  of  the  Brook- 
lyn Pathological  Society,  held  on  April  II,  1889,  at  which  meeting 
the  history  of  this  boy's  case  was  read  and  the  post  mortem  speci- 
men presented,  there  was  hardly  a  voice  raised  in  favor  of  early 
operation.  Dr.  Rockwell  was  himself  present  and  took  part  in  the 
discussion.  But  even  in  the  light  of  the  post  mortem  findings  he 
expressed  his  unwillingness  to  change  his  views. 

This  general  opposition  to  early  operative  interference  was  also 
exhibited  in  contemporaneous  literature.  Just  as  Dupuytren,  in  the 
early  part  of  the  nineteenth  century,  had  thrown  the  weight  of  his 
great  reputation  as  a  surgeon  against  the  more  advanced  views  of 
Melier,  so  some  of  the  more  modern  surgeons  took  exception  to  the 
teachings  of  Fowler.  For  example,  in  the  Annual  of  the  Universal 
Medical  Sciences,  for  1892,  Dr.  J.  William  White,  Professor  of  Clinical 
Surgery  in  the  University  of  Pennsylvania,  in  reviewing  a  paper 
written  by  Dr.  Fowler,  and  one  of  my  own,  both  advocating  early 
operation,  says,  "The  value  of  such  teaching  as  that  of  Cruikshank 
and  Fowler  depends  entirely  upon  the  interpretation  put  upon  the 
word  'early/  It  should  never  be  forgotten,  howrever,  that  explor- 
atory opening  and  'ocular  inspection'  may  be  a  very  fatal  procedure 
by  breaking  up  the  adhesions  isolating  the  inflammatory  or  sup- 
purative focus  from  the  general  peritoneal  cavity.  To  teach  dog- 
matically and  as  a  matter  of  routine  that  'if  at  the  end  of  twenty- 
four  or  forty-eight  hours  there  are  evidences  of  advancing  disease, 
surgical  interference  should  be  resorted  to  in  all  cases'  would  be 
distinctly  to  increase  the  mortality  of  appendicitis."  Concluding 
his  criticism  he  says,  "General  statements  such  as  those  quoted 
above  are  misleading  and  harmful."  The  "general  statements"  to 
which  Professor  White  took  exception,  are  those  with  which  I  con- 
cluded my  paper  and  in  which  Dr.  Fowler  concurred.  They  appear 
in  the  Brooklyn  Medical  Journal,  for  June,  1891,  as  follows: 

First.  That  inflammatory  action  in  the  region  of  the  caecum  has,  in  almost 
even,-  instance,  its  origin  in  the  vermiform  appendix. 

Second.  That  the  terms  perityphlitis  and  paratyphlitis,  as  applied  to  this 
condition,  are  not  only  confusing  but  misleading,  and  their  use  in  this  connection 
should  be  discontinued,  and  a  term  expressive  of  the  existing  condition  sub- 
stituted. 

Third.  That  a  certain  number  of  these  cases  will  go  on  to  early  resolu- 
tion, but  that  they  are  subject  to  recurring  attacks. 

Fourth.  That  the  vast  majority  of  the  cases  seriously  endanger  life,  and 
that,  therefore,  all  cases  should  be  considered  with  a  view  to  early  surgical 
interference. 

Fifth.  As  we  have  no  means  of  distinguishing  those  cases  which  will  go 
on  to  the  formation  of  an  abscess  without  accident  from  those  which  will  result 
in  resolution,  early  laparotomy  should  be  resorted  to  in  doubtful  cases  in  order 
that  by  ocular  inspection  of  the  parts  a  correct  diagnosis  may  be  made. 

Sixth.  That  if,  at  the  end  of  twenty-four  or  forty-eight  hours  there  are 
evidences  of  advancing  disease,  surgical  interference  should  be  resorted  to  in 
all  cases. 
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The  position  here  taken  by  Professor  White,  in  1892,  was  cer- 
tainly not  in  accord  with  the  views  held  by  our  Brooklyn  surgeons. 
Pilcher,  Bristow,  J.  B.  Bogart,  Delatour,  Rand,  Fowler,  Wunder- 
lich,  Peter  Hughes,  J.  D.  Rushmore,  and  others  were  all  of  them, 
during  that  year,  doing  appendectomies  and  I  am  quite  sure  that 
none  of  the  gentlemen  named,  would,  in  any  case  of  acute  appendi- 
citis have  considered  it  wise  to  wait  longer  than  twenty-four  or 
forty-eight  hours,  in  the  presence  of  advancing  disease,  before 
opening  the  abdomen.  However,  it  is  interesting  to  realize  that 
these  early  criticisms  served  their  purpose.  They  helped  to  frame 
the  issues  joined  between  the  two  striving  adversaries,  expectant 
conservatism  vs.  surgical  activity.  The  case  since  then  has  been 
well  tried  by  time,  always  an  impartial  judge,  and  the  jury,  human 
experience,  has  rendered  its  verdict.  In  this  way  it  has  been  clearly 
proven  that  not  only  were  those  teachings  which  Professor  White 
characterized  as  "misleading  and  harmful,"  free  from  the  dangers 
to  which  he  referred,  but  that  the  contrary  is  true :  it  was  this  very 
teaching  of  early  operative  interference  which  robbed  appendicitis 
of  its  terror,  reduced  its  mortality  to  a  comparatively  inconsider- 
able figure,  and  it  is  that  teaching  which  is  now  accepted  as  author- 
ity in  the  treatment  of  the  disease,  throughout  the  medical  and 
surgical  world. 

A  discussion  of  Brooklyn's  contribution  to  the  early  history 
of  appendicitis  would,  of  course,  be  incomplete  without  considering 
the  work  in  our  hospitals.  Unfortunately  many  of  our  institutions 
which  were  in  existence  at  that  time  seem  to  have  preserved  no 
histories,  if  any  existed,  of  the  very  early  cases,  while  in  other  hos- 
pitals, the  records  are  so  incomplete  as  to  be  valueless  for  consid- 
eration in  this  connection.  This  fact  makes  the  first  decennial  re- 
port of  the  Methodist  Episcopal  (Seney)  Hospital  interestingly 
conspicuous.  This  report  was  edited  by  Dr.  Lewis  S.  Pilcher  and 
Dr.  Glentworth  R.  Butler,  and  published  by  the  Hospital  in  1898. 
It  informs  us  that  the  total  number  of  patients  admitted  to  the  hos- 
pital during  the  first  ten  years  of  its  existence,  namely,  from  Dec. 
15,  1887  to  a  corresponding  date  in  1897,  was  8750,  of  which  num- 
ber 340  suffered  from  appendicitis.  It  is  interesting  to  observe 
that  the  period  referred  to  (1887  to  1897)  exactly  coincides  with  the 
first  decade  in  the  history  of  that  disease.  The  report  contains,  be- 
sides many  other  evidences  of  scientific  endeavor  and  achievement, 
an  analytical  account  of  the  340  cases  of  appendicitis.  This  ac- 
count consists  of  44  pages  of  closely  printed  matter,  and  18  illustra- 
tions, the  first  seven  of  which  are  colored  plates,  showing,  with 
great  accuracy,  the  pathological  changes  occurring  in  the  various 
tissues  of  the  appendix  during  different  stages  of  inflammation. 
The  eighth  illustration  serves  especially  as  an  aid  to  early  diag- 
nosis and  the  remaining  9  plates  are  devoted  to  surgical  technique. 
The  text  deals  with  the  classifications,  complications  and  sequelae, 
etiology,  symptomatology,  diagnosis,  differential  diagnosis  and 
treatment  of  340  among  the  earliest  recognized  cases  of  appendi- 
citis occurring  in  Brooklyn.  Of  these  340  cases,  265  recivered  and 
75  died.  All  the  cases  were  operated  upon,  and,  in  every  fatal  case 
a  post  mortem  examination  of  the  abdominal  viscera,  at  least,  was 
obtained,  and  the  findings  instructively  summarized.  Seventy- 
eight  of  the  340,  were  cases  of  acute  appendicitis  in  which  the  infec- 
tion was  confined  to  the  appendix.    Of  these,  seventy-three  recov- 
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ered  and  five  died.  Two  of  these  five  cases  died  of  intercurrent 
pneumonia  and  two  died  of  intestinal  obstruction  which  existed 
prior  to  the  operation.  There  were  one  hundred  and  fifty-nine 
cases  of  acute  appendicitis  complicated  with  localized  suppurative 
peritonitis.  One  hundred  and  forty  of  these  cases  recovered  and 
nineteen  died.  The  greatest  mortality  was,  of  course,  noted  in  the 
cases  of  acute  appendicitis  with  diffuse  suppurative  peritonitis. 
There  were  59  of  these  cases  of  which  only  ten  recovered,  forty- 
nine  of  them  proving  fatal.  There  were  42  cases  of  chronic  ap- 
pendicitis. Two  died  and  forty  recovered.  Tubercular  appendicitis 
with  tubercular  peritonitis  was  present  in  two  cases.  Both  recov- 
ered. 

A  detailed  examination  would,  I  believe,  show  that  Brooklyn 
might  rest  her  claim  to  distinction  for  sagacity  in  her  early  inter- 
pretation of  appendicitis,  solely  to  her  splendid  initiative  in  the 
treatment,  and  the  scientific  educational  analysis  of  these  340  cases, 
as  set  forth  in  the  hospital  report.  Neither  the  limitations  of  time 
nor  the  scope  of  this  paper  will,  however,  permit  of  such  an  exam- 
ination. But,  it  should  be  said  that  the  account  is  a  veritable  text- 
book whose  teachings  are  still  authoritative:  when  we  consider 
that  it  is  one  of  the  earliest  textbooks,  we  may  well  regard  it  with 
pride  and  admiration :  its  teaching  constitutes  the  pioneer  defenses, 
the  strategic  importance  of  which  is  as  great  to-day  as  a  generation 
ago.  Amid  the  fog  of  bewilderment,  instability,  conservatism  and 
irresolution,  clouding  the  whole  medical  and  surgical  world,  it 
showed  the  grasp,  and  demonstrated,  with  acumen,  wisdom  and  un- 
derstanding the  truth  of  the  proposition,  "that  appendicitis,  uncom- 
plicated by  infectious  conditions  existing  outside  the  appendix  it- 
self, is  not  a  grave  affection,  and  that  the  only  certain  and  safe 
course  to  pursue  is  to  remove  the  offending  organ."  For  this,  if 
for  no  other  reason,  it  must  ever  remain  a  monument  to  Brooklyn's 
medicine  and  surgery. 

But  let  us  return  for  a  moment  to  the  simple  figures  and  con- 
sider their  significance.  No  part  of  this  whole  subject,  it  seems 
to  me,  can  give  greater  satisfaction  to  the  profession  in  Brooklyn 
than  the  mathematical  substantiation  of  its  claim  to  extraordinary 
activity  in  the  recognition  of  appendicitis,  early  in  the  first  decade 
of  its  history.  The  mere  fact  that  during  that  period,  one  of 
Brooklyn's  hospitals,  newly  born,  treated  340  cases  of  the  disease 
does  not,  of  course,  constitute  such  a  basis.  But  if  a  comparison  of 
the  figures  shows  that  during  that  identical  period,  a  far  greater 
proportion  of  cases  of  appendicitis  were  treated  within  its  walls 
than  were,  for  example,  cared  for  in  the  older  and  larger  hospitals 
of  Manhattan,  no  further  evidence  is  required  to  prove  that  Brook- 
lyn was  among  the  earliest  to  recognize  appendicitis  and  vigorously 
attack  it. 

Bearing  in  mind  that  the  Methodist  Episcopal  Hospital,  dur- 
ing the  ten  years  referred  to,  admitted  8,750  patients  of  which  340, 
or  three  and  seven-eighths  per  cent,  were  cases  of  appendicitis,  let 
us  first  of  all  glance  at  the  reports  of  Roosevelt  Hospital  for  the 
same  period.  It  should  be  remembered  that  both  Sands  and 
McBurney  were  attending  surgeons  at  Roosevelt,  Sands  in  1887 
and  McBurney  for  several  years  thereafter.  From  1887  to  1897 
inclusive,  there  were  admitted  to  Roosevelt  Hospital  29,727  patients. 
Of  this  number  there  were  520  cases  of  appendicitis  or  one  and 
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three-quarters  per  cent,  of  the  total  number  of  patients  admitted, 
as  against  three  and  seven-eighths  per  cent,  in  the  case  of  the 
Seney  Hospital.  The  New  York  Hospital,  during  the  same  ten 
years,  admitted  50,743  patients,  of  which  number  335,  or  two-thirds 
of  one  per  cent,  were  cases  of  appendicitis.  From  1887  to  1897 
St.  Luke's  Hospital  admitted  19,844  patients,  of  which  120,  or 
three-fifths  of  one  per  cent,  suffered  from  appendicitis.  During 
the  same  period,  with  the  exception  of  the  year  1890  (no  records 
are  obtainable  for  that  year)  the  Presbyterian  Hospital,  of  which 
McBurney  was  also  attending  surgeon,  treated  22,138  patients, 
of  which  number  there  were  304  cases  of  appendicitis  or  one  and 
one-third  per  cent.  The  Massachusetts  General  Hospital,  for  the 
ten  years  ending  January  1,  1897,  admitted  33,623  patients,  of  which 
number  there  were  655  cases  of  appendicitis  or  one  and  ninety-five 
one-hundredths  per  cent,  of  the  total  number  of  cases  admitted. 
The  Johns  Hopkins  Hospital  of  Baltimore  was  opened  in  May, 
1889.  From  that  time  until  1897  that  hospital  admitted  16,691 
patients,  of  which  112,  or  two-thirds  of  one  per  cent,  were  cases 
of  appendicitis  as  against  three  and  seven-eighths  per  cent,  in  the 
Methodist  Episcopal  Hospital.  Thus  it  will  be  seen  that  during 
the  first  decade  in  the  history  of  appendicitis  the  Methodist  Epis- 
copal Hospital  of  Brooklyn  treated,  proportionately,  more  than  twice 
as  many  cases  at  did  the  Roosevelt  Hospital ;  nearly  three  times 
as  many  as  did  the  Presbyterian  Hospital ;  nearly  six  times  as 
many  as  did  St.  Luke's  Hospital ;  nearly  six  and  a  half  times  as 
many  as  did  the  New  York  Hospital ;  twice  as  many  as  did  the 
Massachusetts  General  Hospital ;  and  five  and  eight-tenths  times 
as  many  as  did  the  Johns  Hopkins  Hospital  of  Baltimore.  These 
figures,  it  seems  to  me,  would  suggest  that  in  the  subject  of  appen- 
dicitis, at  least,  Brooklyn's  Medicine  and  Surgery  exhibited  no 
signs  of  provincial  lethargy. 

Again — Brooklyn's  early  contributions  to  the  literature  of  ap- 
pendicitis have  been  considerable,  and  comprise  many  articles  and 
discussions,  besides  those  already  mentioned.  In  glancing  over 
the  files  of  the  Brooklyn  Medical  Journal  I  find  that  from  1888  to 
1892  there  were  papers  read  on  the  subject  before  our  various 
societies  by  Wackerhagen,  Rand,  J.  B.  Bogart,  Delatour,  G.  R. 
Butler,  Kingsley,  G.  R.  Fowler  and  Cruikshank,  and  that  these 
papers  were  discussed  by  Pilcher,  McBurney,  Weir,  Fowler,  Bris- 
tow,  Wunderlich,  Figueira  and  others.  Of  course  Brooklyn's  most 
important  effort  in  that  direction  is  the  book  entitled  "Appendicitis" 
by  George  Ryerson  Fowler.  In  the  preparation  of  his  material 
the  author  was  assisted  by  Van  Cott,  Ezra  Wilson,  and  Delatour. 
The  first  edition  of  this  work  was  published  by  Lippincott  in  1894, 
and  consisted  of  a  "revised  and  corrected  reprint  of  a  series  of 
articles  which  appeared  in  the  Annals  of  Surgery  under  the  title 
'Observations  Upon  Appendicitis.'  "  So  thoroughly  did  the  author 
thus  early  set  forth  the  subject,  that  although  it  is  one  of  the  first  books 
written  on  appendicitis,  in  so  far  as  it  goes,  its  teaching  meets  all 
the  requirements  of  to-day.  Some  idea  may  be  gathered  con- 
cerning the  extent  of  the  author's  early  experience  with  the  disease, 
from  the  following,  which  appears  in  the  preface:  "Exceptionally 
favorable  opportunities  have  been  afforded  me,  both  in  hospital 
and  private  practice,  of  observing  the  disease  now  known  as  appen- 
dicitis in  its  different  forms.    With  the  hope  of  shedding  some 
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light  upon  what  has  been,  until  quite  recently,  one  of  the  darkest 
chapters  in  surgical  pathology,  as  well  as  to  offer  such  observa- 
tions upon  the  management  of  the  affection  as  have  been  sug- 
gested as  the  result  of  a  personal  experience  covering  now  nearly 
two  hundred  cases  of  the  disease,  the  present  work  was  under- 
taken." When  we  consider  the  date — 1894 — and  realize  that  the 
book  was  really  a  revision,  we  must  stand  in  amazement  at  the 
amount  of  this  work  which  the  author  had  already  accomplished. 
The  records  show  that  up  to  1889,  Roosevelt  Hospital,  where 
McBurney  was  attending  surgeon,  had  not  treated  a  single  case 
of  appendicitis ;  and  that  the  Presbyterian,  St.  Luke's  and  the  New 
York  Hospitals  treated  their  first  cases  in  1890,  and  yet  as  early 
as  1894  we  find  a  Brooklyn  surgeon  publishing  an  authorative 
work,  practically  a  revision,  on  appendicitis,  based  upon  personal 
observation  of  nearly  two  hundred  cases.  Moreover,  the  first  of 
these  two  hundred  cases  was  the  first  successful  operation  for  the 
removal  of  the  appendix  based  upon  a  positive  diagnosis  performed 
in  Brooklyn.  The  operation  was  done  March  14,  1889,  at  the  resi- 
dence of  the  patient  in  the  presence  of  Dr.  Benjamin  F.  Westbrook 
and  myself,  Dr.  Delatour  assisting,  and  is  referred  to  on  page  131 
of  the  first  edition  of  Fowler's  book  in  the  following  language : 

"Miss  M.,  aged  22,  a  patient  of  Dr.  Cruikshank,  was  placed  by  him 
under  my  care  for  operation,  after  a  consultation  of  medical  men  had 
advised  delay  in  the  case.  The  usual  right  lateral  incision  revealed  an  appendix 
free  in  the  abdominal  cavity,  absolutely  without  adhesions,  swollen  to  the  size 
of  the  little  finger,  and  perforated  in  two  places.  The  latter  were  minute 
openings,  through  which  soft  fecal  matter  oozed  as  the  ligature  was  tightened 
about  the  base  of  the  organ  preliminary  to  its  excision.  The  patient  made  a 
good  recovery." 

The  history  of  this  case,  together  with  the  full  reports  of  two 
similar  cases,  one  of  which  terminated  fatally  owing  to  delayed 
operation  was  made  the  subject  of  a  paper  which  I  had  the  honor 
to  read  before  the  Medical  Society  of  the  County  of  Kings  at  the 
February,  1891,  meeting,  and  that  paper  appears  in  the  Brooklyn 
Medical  Journal  of  June  for  that  year.  It  was  ably  and  fully  dis- 
cussed by  McBurney,  Pilcher,  Fowler,  Rand,  Figueira  and  others. 

I  recall  very  distinctly  Dr.  Pilcher's  discussion,  more  espe- 
cially, I  think,  because  his  words  were  uttered  in  that  self-forgetful 
spirit  of  analytical  thoughtfulness  and  truth  seeking  which  always 
characterizes  the  scientific  mind.  He  said  that  while  he  had 
hitherto  raised  his  voice  for  a  conservative  course  in  the  treatment 
of  appendicular  disturbances,  he  felt  at  that  moment  much  less 
conservative  on  the  subject  than  he  had  felt  one  year  before;  that 
in  the  light  of  a  clearer  pathology,  and,  since  the  development  of 
a  better  surgical  technique,  more  extended  experience  had  materi- 
ally changed  his  views,  and  he  cited  as  an  instance  of  too  great 
conservatism,  the  very  interesting  and  instructive  case  of  a  physi- 
cian: "The  patient,"  said  Dr.  Pilcher,  "was  ready  for  operation, 
and  Dr.  Fowler  was  ready  to  operate  on  him  at  that  time ;  the 
anesthetic  was  about  to  be  administered,  but  prompted  as  I  was 
by  the  feelings  I  have  entertained  of  a  conservative  character,  I 
asked  that  operation  should  be  delayed.  Our  patient  passed  on  to 
an  uninterrupted  recovery  at  the  time,  without  operation ;  but 
within  a  few  months  he  had  a  recurrence  which,  in  spite  of  treat- 
ment went  on  to  the  formation  of  an  abscess.    All  the  dangers  of 
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suppurating  appendicitis  were  incurred  by  our  friend ;  an  incision 
was  made  and  the  abscess  evacuated,  and  for  the  time  being  the 
disease  was  in  abeyance;  but  after  a  few  months,  notwithstanding 
this,  he  had  another  attack  which  fortunately  did  not  go  on  to 
suppuration  this  time,  but  from  this  he  has  recovered,  and  at  the 
present  time  our  friend  is  weighing  in  his  mind  the  question  as  to 
whether  now  it  is  not  wiser  for  him  to  have  his  abdomen  opened, 
and  have  the  appendix  in  its  diseased  condition  taken  out,  and  be 
relieved  of  his  disease.  Had  my  colleague's  desire  been  granted, 
had  not  the  conservative  advice  of  his  consultant  been  followed, 
this  appendix  might  have  been  removed  a  year  ago,  when  it  could 
have  been  done  with  comparative  safety  and  the  danger  of  these 
recurrent  attacks  been  saved  him ;  and  I  take  great  satisfaction  in 
making  this  public  acknowledgment,  that  I  believe  my  counsel  in 
this  case  a  year  ago,  that  delay  should  be  had  and  that  operation 
should  not  be  done,  was  not  the  best  thing  for  the  patient/'  An 
attitude  so  lofty  must  ever  be  inspiring;  when  taken  by  one 
whose  professional  integrity  and  scientific  opinions  have  always 
been  guiding,  it  commands  an  almost  reverent  attention.  I  am 
sure  that  there  were  many  like  myself  who  were  deeply  impressed 
by  Dr.  Pilcher's  testimony,  and  this  incident  may  be  counted  as 
an  important  one  in  Brooklyn's  progress  toward  the  development 
and  final  adoption  of  our  present  life-saving  method  in  the  surgery 
of  the  appendix ;  for  thus  convinced  of  the  merits  of  early  operative 
interference,  Dr.  Pilcher  lost  no  time  in  applying  the  principle,  and 
in  this,  as  in  every  other  branch  of  surgery,  Brooklyn  has  had, 
during  all  these  years,  the  certainty  of  his  leadership  and  the 
inspiration  of  his  example. 

At  the  time  of  the  meeting  referred  to,  the  profession  in 
Brooklyn  was  in  fever  heat  on  the  subject  of  appendicitis  and 
the  fact  of  McBurney's  expected  presence  had  packed  the  old 
Bridge  Street  meeting  room  to  the  doors.  Never  will  I  forget 
his  clear  elucidation  of  the  subject  on  that  occasion.  It  was 
plain  that  everybody  present  realized,  while  McBurney  was 
speaking,  that  we  were  listening  to  a  master.  His  story,  so 
simply  told,  was  a  reiteration  of  the  splendid  position  which  he  had 
taken  early  in  the  history  of  the  disease  and  which  he  then  ex- 
pressed in  the  following  language :  "We  have  reached  a  point 
where  we  can  never  be  satisfied  with  the  mortality  that  attends 
an  expectant  treatment.  What  we  wish  to  accomplish  in  the 
treatment  of  appendicitis,  is  not  to  save  half  of  our  cases,  not  four 
out  of  five,  but  all  of  them.  And  how  is  this  end  to  be  attained 
except  by  improved  methods  of  diagnosis  at  the  very  earliest  stages? 
I  hope  that  I  may  never  again  go  every  day  to  visit  a  threatening 
case,  waiting  bashfully  for  the  authority  of  a  clearly  defined  gen- 
eral peritonitis  before  I  dare  take  action."  Perhaps  no  sharper 
contrast  could  be  drawn  between  "then  and  now"  than  is  pictured 
by  these  words  of  McBurney. 

A  paper  such  as  this  must  necessarily  be  more  or  less  dis- 
cursive, but  the  few  incidents  related  and  facts  presented,  will,  I 
believe,  disclose  the  existence  of  a  firm  and  sure  foundation  for  any 
claim  to  initiative  which  Brooklyn  may  make  in  the  matter  of  ap- 
pendicitis. When  we  recall  that  it  is  almost  beyond  question  that 
Dr.  Fowler's  absence  from  the  city  alone  prevented  him  from 
anticipating  Sands  and  thus  giving  to  Brooklyn  the  first  success- 
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ful  appendectomy;  that  some  of  the  first  operations  following  those 
of  Morton  and  Sands  were  performed  here ;  that  in  the  first  decade 
of  appendicitis,  as  a  known  disease,  one  of  our  youngest  hospitals 
had  a  percentage  of  cases  from  three  to  six  times  that  of  the  lead- 
ing hospitals  of  Manhattan ;  that  that  hospital  published  a  scientific 
analysis  of  its  cases  which  even  to-day  forms  a  valuable  guide 
in  the  treatment  of  the  disease ;  that  without  doubt  some  of  our 
other  hospitals  would  be  found  to  have  shown  a  similar  activity, 
were  their  records  complete  for  a  like  period ;  that — and  perhaps 
the  most  significant  fact  of  all — the  remarkable  activity  of  our  hos- 
pitals must  be  interpreted  as  proof  of  the  general  activity  of  our 
local  profession ;  when  we  recall  that  our  rank  and  file  contributed 
to  the  earliest  literature  of  the  disease,  setting  forth  as  early  as 
1891,  and  in  the  face  of  opposition,  truths  now  generally  accepted; 
and  that  Dr.  George  R.  Fowler's  great  work  on  appendicitis  was 
produced  here  as  early  as  1894;  when  we  consider  all  these  things, 
we  are,  I  believe,  justified  in  claiming  that  Brooklyn's  share  in 
making  the  early  history  of  appendicitis  was,  indeed,  neither  mean 
nor  small. 


CLINICAL  NOTES  ON  MALARIAL  COMA  AND  OTHER 
UNUSUAL  TYPES  OF  MALARIA  * 


HE  comatose  type  of  pernicious  malaria  is  mentioned  in  most 


works  on  the  practice  of  medicine  published  in  the  last  forty 


years,  but,  excepting  in  the  more  exhaustive  treatises,  it  receives 
scarcely  more  than  passing  mention.  In  Flint's  "Practice  of  Medi- 
cine," published  in  1881,  about  a  dozen  lines  are  devoted  to  the  descrip- 
tion and  treatment.  Bartholow's  "Practice"  has  about  the  same. 
Osier's  "Practice"  of  1896  and  Hare's  "Practice,"  1905,  each  dispose 
of  this  subject  in  ten  lines.  The  uniform  brevity  of  those  authors  in 
describing  malarial  coma  can  lead  to  but  one  conclusion,  and  that  is 
that  so  far  as  the  North  Atlantic  States  are  concerned  it  is  an  ex- 
tremely rare  type  of  malaria.  Osier  states  that  in  five  years  he  saw 
but  three  cases  of  pernicious  malaria  in  Baltimore. 

In  Pepper's  "System  of  Medicine"  (1885),  Dr.  Samuel  M.  Bemis, 
of  New  Orleans,  reports  four  cases  of  malarial  coma  occurring  in 
that  city,  with  two  deaths,  and  gives  a  clear  account  of  the  symptoms 
and  course  of  the  disease. 

Marchiafava  and  Bignami,  of  Rome,  in  their  exhaustive  studies 
in  Malaria  (Vol.  19,  "Twentieth  Century  Practice  of  Medicine"), 
minutely  describe  the  various  symptoms  of  comatose  pernicious 
malaria  and  state  that  "This  is  the  most  common  type  of  all ;  the  coma 
varies  in  duration  according  to  the  case;  sometimes  it  lasts  a  few 
hours ;  sometimes  one,  two,  three  or  four  days ;  it  may  be  fatal  in  the 
first  attack  after  the  coma  has  lasted  ten  or  twelve  hours  or  death 
may  occur  after  treatment  has  been  instituted  after  one  two  or  three 
days  coma." 

*  Read  before  the  Associated  Physicians  of  Long  Island,  Brooklyn,  N.  Y., 
January  27.  1912. 


By  Frank  T.  Delano,  M.D., 


of  Rockville  Centre.  N.  Y. 
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As  to  the  cause  they  say:  "The  parasitic  data  in  pernicious 
malaria  are: 

1.  The  presence  of  the  extivo-autumnal  parasites,  and 

2.  Their  abundance 

Everyone  is  now  agreed  to  the  first,  and  yet  not  all  the  fevers 
produced  by  these  parasites  are  pernicious,  or  even  grave.  Some  are 
mild."  From  their  studies  it  appears  that  fevers  due  to  the  estivo- 
autumnal  parasite  are  endemic  in  certain  parts  of  Italy  and  that  the 
comatose  type  of  pernicious  malaria  is  by  no  means  rare.  Hence, 
we  find  this  type  more  fully  described  by  the  Italian  writers  than 
by  our  own  authorities. 

So  far  as  I  can  ascertain,  after  a  fairly  careful  study  of  the  sub- 
ject and  after  many  personal  inquiries,  there  is  no  published  record  of 
a  single  case  of  malarial  coma  occurring  on  Long  Island.  For  this 
reason  the  following  report  should  be  of  interest: 

Case  I.  Mr.  E.  B.,  aged  26,  born  in  Brooklyn  of  German  parentage, 
married.  Has  resided  for  past  twelve  years  at  Woodfield,  L.  I.  Previous 
health  good.  Occupied  for  two  months  preceding  illness  as  night  watchman  on 
the  line  of  the  conduit  of  the  Brooklyn  Water  Works,  then  in  process  of 
construction  between  Milburn  Pumping  Station  and  the  Milburn  Reservoir, 
a  distance  of  about  one  mile  and  partly  through  a  swamp. 

On  Saturday  morning,  June  29,  1901,  he  called  at  my  office  and  stated  that 
on  the  previous  day  at  11  A.  M.  he  had  a  chill,  followed  by  fever  and  sweating, 
and  that  by  5  P.  M.  he  had  sufficiently  recovered  to  go  to  his  work  as  usual. 
His  pulse  and  temperature  were  normal,  tongue  slightly  coated,  no  constipation. 
I  concluded  that  he  had  an  ordinary  attack  of  "chills  and  fever"  of  the  tertian 
type  and  prescribed  quin.  sulph.  gr.  5  in  capsules  every  three  hours,  the  dose 
to  be  doubled  at  bed  time  and  on  the  following  morning.  The  next  day,  Sunday, 
June  30th,  I  saw  him  at  4.30  P.  M.  His  pulse  was  96,  temperature  101^ 
deg.  He  was  sweating  freely.  He  said  that  the  chill  came  on  at  n  A.  M.  and 
that  his  fever  seemed  to  be  subsiding.  I  ordered  the  quinine  to  be  taken  every 
two  hours  instead  of  every  three  hours  and  to  double  the  dose  on  _  Monday 
evening  and  Tuesday  morning.  Afterward  I  found  that  these  directions  had 
not  been  fully  carried  out  and  that  the  full  amount  of  quinine  taken  from 
Saturday  to  Tuesday  was  fifty-five  grains. 

Monday,  July  1st,  he  had  no  chill  or  fever.  On  Tuesday  up  to  11  A.  M. 
he  felt  much  better.  At  this  time  he  was  taken  suddently  with  a  convulsion 
and  I  was  at  once  summoned.  I  saw  him  at  12  M.  He  was  then  unconscious, 
very  restless,  moving  his  arms  and  legs  constantly,  but  not  in  the  convulsive 
or  spasmodic  manner  of  eclampsia.  There  was  no  rigidity  of  the  muscles. 
However,  from  the  statements  of  those  present,  I  am  satisfied  that  the  attack 
began  with  a  convulsion.  His  pulse  and  temperature  were  normal.  There  was 
no  deviation  of  the  pupils  or  stertorius  breathing  and  no  other  signs  of  hemi- 
plegia.   He  could  not  swallow.    Had  voided  urine  during  the  attack. 

At  3  P.  M.  I  saw  him  again  with  Dr.  J.  Ensor  Hutcheson,  as  a  consultant. 
Condition  unchanged,  except  that  pulse  was  97  and  temperature  ioil/2  deg. 
We  were  at  this  time  unable  to  make  a  satisfactory  diagnosis  and  as  he  was 
very  restless  and  seemed  to  be  suffering  from  cerebral  congestion,  we  decided 
to  try  venesection  and  accordingly  drew  eight  ounces  of  blood.  A  specimen 
of  urine  was  obtained  and  found  by  chemical  examination  to  be  normal. 

The  fact  that  the  eclamptic  attack  occurred  at  the  time  a  chill  was  due 
and  the  inability  to  account  for  his  condition  on  any  other  hypothesis,  led  us 
to  believe  that  the  attack  was  due  to  malaria.  Later  in  looking  up  the  literature 
on  the  subject,  the  descriptions  given,  especially  that  by  Bemis  in  Pepper's 
"System  of  Medicine"  of  "Comatose  Malaria,"  tallied  so  closely  with  the 
condition  of  the  patient  that  this  belief  was  confirmed. 

At  6  P.  M.  his  pulse  was  140,  temperature  106  deg.,  condition  otherwise 
unchanged.  Twenty  grains  of  bisulphate  of  quinine  were  given  hypodermically. 
Throughout  the  night  he  remained  unconscious,  sweating  profusely  during  the 
latter  part.  On  Wednesday,  July  3d,  at  9  A.  M.,  his  pulse  was  84,  temperature 
100  deg,  comatose  but  could  swallow  without  difficulty.  Much  more  quiet. 
Repeated  hypodermic  injection  of  20  grains  of  bisulphate  of  quinine  and 
ordered  the  same  amount  to  be  given  by  the  mouth  every  three  hours.  He 
retained  the  first  dose  given,  but  vomited  soon  after  taking  the  second  and 
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third  doses.  At  6  P.  M.,  still  comatose,  pulse  and  temperature  practically 
normal.  Gave  20  grains  of  hydrochlorate  of  quinine  hypodermically  and 
ordered  30  grain  suppositories  of  bisulphate  of  quinine  every  four  hours.  Two 
were  used  during  the  night. 

Thursday,  July  4th,  9  A.  M.  Patient  rested  quietly  during  the  night.  Coma 
continues.  Pulse  and  temperature  normal.  Took  small  quantity  of  milk  during 
the  night.  Twenty  grains  of  hydrochlorate  of  quinine  given  hypodermically. 
At  3  P.  M.  condition  unchanged  except  that  coma  was  less  profound.  Roused 
sufficiently  to  ask  for  drink  of  water  and  immediately  relapsed  into  comatose 
condition.  At  3.30  P.  M.  he  was  removed  to  the  Nassau  Hospital,  where  he 
was  admitted  to  the  ward  at  5.30  P.  M.  Four  grains  of  calomel  were  given 
immediately  and  at  9  P.  M.  five  grains  more,  resulting  in  free  evacuation  of 
the  bowels  during  the  night.  At  11.30  P.  M.,  sixty  hours  from  the  beginning 
of  the  attack,  he  regained  consciousness. 

Friday,  July  5th,  10  A.  M.  Pulse  74,  temperature  99  deg.  Perfectly 
conscious.  No  evidence  of  cinchonism — can  hear  a  watch  tick  four  feet  away. 
No  recollection  of  anything  since  Tuesday  morning.  Complains  of  some  pain 
in  his  head  and  sore  throat.  Has  a  troublesome  cough.  Ordered  10  grains 
of  sulphate  of  quinine  in  a  wafer,  followed  by  8  minims  aromatic  sulphuric 
acid  every  three  hours  until  some  symptoms  of  cinchonism  are  manifested. 
After  40  grains  had  been  given,  he  complained  of  slight  deafness  and  tinnitus. 
Quinine  then  reduced  to  5  grains  three  times  daily,  until  his  discharge,  con- 
valescent, July  nth.  His  recovery  was  rapid  and  on  July  21st  he  resumed  his 
work.  He  continued  taking  10  grains  of  quinine  daily  for  three  or  four  weeks. 
He  has  since  been  in  perfect  health. 

In  the  forty  hours  from  July  2d  at  6  P.  M.  to  July  4th  at  10  A.  M. 
So  grains  of  quinine  were  given  hypodermically,  of  which  fully  one-fourth  was 
wasted  in  administration.  Sixty  grains  were  given  by  the  mouth,  part  of  which 
was  rejected  and  60  grains  were  given  by  the  rectum.  It  is  impossible  to  make 
an  approximate  estimate  of  the  amount  actually  absorbed. 

There  are  certain  facts  connected  with  this  case,  that  I  wish  to 
call  to  your  attention : 

1.  There  was  nothing  out  of  the  ordinary  type  in  the  paroxysms 
occurring  on  Friday  June  29th  and  Sunday,  July  1st  to  call  attention 
to  the  serious  character  of  the  disease. 

2.  With  the  pernicious  paroxyms  on  Tuesday,  July  3rd,  there 
was  no  chill  nor  deviation  of  pulse  and  temperature  for  at  least  two 
hours  after  it  began. 

3.  The  duration  of  the  coma. — In  the  cases  reported  in  this 
country  the  duration  of  the  coma  did  not  exceed  24  hours.  Osier 
says  "the  unconsciousness  may  last  from  12  to  24  hours."  In  this 
the  coma  was  absolute  for  54  hours  and  practically  complete  for 
60  hours. 

The  appearance  of  this  case  out  of  its  normal  environment  may  be 
explained  by  the  following  facts:  There  were  a  large  number  of 
Italian  laborers  employed  in  the  construction  of  the  conduit  before 
mentioned  and,  as  is  usual  in  such  work,  they  lodged  in  shacks  near 
the  conduit  without  screens  or  other  protection  from  mosquitoes. 
This  patient  patrolled  about  one  mile  of  the  conduit  from  7  P.  M. 
to  7  A.  M.  There  can  be  no  doubt  as  to  the  presence  of  malarial 
bearing  mosquitoes  in  force.  Is  it  not  probable  that  among  the 
laborers  were  on  or  more  recent  arrivals  from  the  fever  districts  of 
Italy  either  with  a  mild  type  of  estavo-autumnal  malaria  or  wTith  the 
parasites  in  his  blood  without  marked  symptoms?  If  this  is  admitted 
the  chain  of  evidence  is  complete  and  the  source  of  the  infection 
explained. 

Tropical  Malaria  or  Chagres  Fever. 
Case  Ii.    J.  W.  C,  American.    Age  46.    Captain  of  a  sailing  vessel  for 
nineteen  years.    For  past  three  years  first  mate  of  a  steamer  "Finance"  plying 
between  New  York  and  Colon.    Previous  health  good  except  had  tropical 
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malarial  fever  three  and  one-half  years  ago  while  mate  on  one  of  the  Clyde 
line  ships,  plying  between  New  York  and  Haiti. 

At  that  time  (1901)  tropical  malaria  and  yellow  fever  were  endemic  in 
Colon  and  from  two  to  four  deaths  on  each  voyage  from  there  to  New  York 
was  not  uncommon. 

On  October  27,  1901,  two  days  after  his  arrival  in  New  York  from  Colon, 
he  was  taken  with  a  chill  while  on  the  train  on  his  way  to  his  home  in  Rockville 
Centre.  I  saw  him  about  4  P.  M.,  shortly  after  his  arrival ;  pulse  120,  temperature 
104H  degrees,  intense  headache  and  backache,  great  prostration.  Being  entirely 
familiar  with  the  facts  before  mentioned,  I  made  a  diagnosis  of  tropical  malaria 
or  chagres  fever.  He  was  given  a  full  dose  of  calomel,  and  20  grains  of  quinine 
every  3  hours  ordered.  On  the  following  morning  temperature  101  degrees,  pa- 
tient restless,  semi-comatose,  would  rouse  if  spoken  to  and  answer  questions 
briefly,  but  apparently  indifferent  to  his  surroundings. 

For  nearly  three  days  he  remained  in  about  the  same  condition  with  slight 
variations  of  temperature.  The  quinine  was  given  to  the  amount  of  100  grains 
daily.  On  the  fourth  day  the  pulse  became  normal  and  the  lethargy  passed  off. 
He  was,  however,  very  much  prostrated  and  had  the  appearance  of  having  had 
a  long  illness.  Had  no  recollection  of  events  after  his  arrival  home.  In  spite 
of  large  amount  of  quinine  given,  there  were  no  signs  of  cinchonism.  These 
symptoms,  however,  appeared  a  few  hours  later  and  the  quantity  given  was  re- 
duced to  20  grains  daily  and  gradually  reduced  to  10  grains  daily.  From  this  time 
he  made  an  uninterrupted  recovery  and  resumed  his  duties  three  weeks  from  the 
beginning  of  his  illnesss. 

Case  III.  Sylvester  S.  Residence,  Rockville  Centre.  Italian,  age  27. 
Occupation,  grocer  and  fruit  dealer;  one  part  of  his  work  being  to  drive  at  night 
from  Rockville  Centre  to  New  York  for  supplies  three  times  a  week.  On  October 
3,  1910,  he  had  a  chill  followed  by  fever.  I  saw  him  two  hours  after  the  chill. 
His  temperature  was  103H  degrees,  and  a  tentative  diagnosis  of  malarial  fever 
was  made.  On  the  following  morning  temperature  and  pulse  were  normal  and 
the  diagnosis  was  confirmed.  Quinine,  5  grains  every  four  hours,  was  ordered. 
I  did  not  see  him  again  until  October  8th.  Found  him  in  bed  with  a  pulse  of 
72,  temperature  102^  degrees,  with  a  history  of  having  had  more  or  less  fever 
for  two  days.  From  this  date  the  temperature  was  closely  watched  and  showed 
that  the  fever  was  of  a  remittent  type,  the  maximum  running  from  103  to  104 
degrees,  while  the  minimum  daily  temperature  was  from  992-5  to  101  degrees. 
The  pulse  varied  from  72  to  80;  bowels  regular,  no  rose  spots  or  tympanites, 
mind  perfectly  clear,  facial  expression  not  characteristic  of  typhoid.  Quinine 
continued,  with  lowering  of  temperature,  for  a  few  days.  The  stomach  soon 
became  intolerant  of  quinine  in  liquid  form  and  a  change  was  made  to  capsules 
and  finally  to  tablets  without  improving  the  situation.  The  temperature,  which 
had  at  first  subsided,  showed  a  gradual  increase.  On  October  19th,  a  niece  of 
the  patient  residing  in  the  same  house  was  taken  ill  with  a  fever  and  both  pa- 
tients were  seen  by  a  physician  from  out  of  town,  who  pronounced  the  case 
typhoid.  I  did  not  concur  in  this  diagnosis  and  called  Dr.  H.  E.  Boorum,  of 
Rockville  Centre,  and  Dr.  Tresca  of  Manhattan,  in  consultation  and  asked  each 
to  make  an  examination  of  the  blood  independently  of  the  other.  Both  reported 
the  presence  of  the  Plasmodium  in  large  numbers  and  concurred  in  the  diagnosis 
of  remittent  malarial  fever.  The  facilities  for  making  a  Widal  test  not  being 
available,  none  was  made.  The  intolerance  previously  shown  by  this  patient  to 
quinine  by  mouth  made  some  other  form  of  administration  necessary,  and  it 
was  therefore  decided  to  give  it  subcutaneously  by  hypodermic  injection.  Am- 
pules containing  a  solution  of  bichloride  of  quinine,  1  gram  each,  prepared  by 
Dr.  Zambeletti,  of  Milan,  Italy,  were  used.  There  were  two  injections  daily  for 
six  days,  one  ampule  being  used  for  each  injection.  The  result  was  gratifying. 
There  was  a  general  improvement  with  lowering  of  temperature.  The  remis- 
sion became  an  intermisson.  At  the  end  of  a  week  the  temperature  was  normal 
or  sub-normal  for  the  greater  part  of  the  day,  with  a  slight  rise  of  temperature 
for  3  or  4  hours  daily.  The  hypodermic  injections  were  continued  once  daily  for 
seven  days  more,  when  the  patient's  condition  was  so  much  improved  that  the 
injections  were  discontinued  and  5  grain  capsules  of  quinine  were  given  twice 
daily.  The  patient  made  an  uninterrupted  recovery.  The  niece  before  men- 
tioned as  having  a  fever  diagnosed  as  typhoid,  responded  promptly  to  quinine 
given  by  mouth. 

Case  IV.  J.  W.  P.,  American,  aged  51.  Occupation,  for  many  years 
Steamship  Captain  on  Clyde  line  plying  between  New  York  and  West  Indies. 
Present  occupation,  Surveyor  of  Hulls  for  American  Bureau  of  Shipping.  In 
May,  191 1,  had  an  attack  of  malarial  fever,  which  kept  him  from  business  a  few 
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days  and  responded  to  quinine.  He  did  not,  however,  feel  quite  up  to  normal. 
Early  in  June  he  was  called  to  Jacksonville,  Florida,  on  business,  making  the 
trip  by  steamer.  For  three  or  four  days  his  work  kept  him  on  the  docks  and 
water  front.  On  the  14th  of  June  he  was  taken  violently  ill  and  called  a  phy- 
sician, who  advised  his  returning  home  on  the  next  steamer,  which  he  did,  ar- 
riving on  the  18th.  On  the  following  day  I  saw  him.  He  looked  badly,  pulse  100, 
temperature  103  degrees.  He  had  a  most  troublesome  dry  cough,  paroxysms  last- 
ing from  ten  minutes  to  half  an  hour.  There  was  no  evidence  of  a  pneumonia, 
although  the  physical  examination  of  the  chest  was  very  unsatisfactory  owing 
to  the  excessive  amount  of  adipose  tissue.  A  diagnosis  of  recurrent  malaria 
with  acute  bronchitis,  was  made.  Quinine  and  expectorants  were  given,  but 
ithese  had  to  be  discontinued  after  a  few  days  owing  to  the  intolerance  of  the 
stomach.  Solutions,  capsules  and  tablets  were  in  turn  tried  out  but  with  the 
same  result.  With  the  lessening  of  the  quinine  retained,  came  an  increase  in  the 
temperature.  The  irritability  of  the  stomach  increased,  until  nothing  but  water 
was  retained.  By  July  1st  the  situation  was  grave,  the  patient  discouraged, 
rapidly  losing  flesh  and  growing  weaker,  fever  increasing,  on  this  day  reaching 
1043-5  degrees.  In  this  emergency  I  determined  to  try  hypodermic  injections 
of  quinine,  using  the  ampules  of  bichloride  of  quinine  before  mentioned  in  Case 
3.  The  first  dose  given  on  the  afternoon  of  July  1st  was  10  grains.  On  the 
following  day  the  patient  seemed  better  and  the  dose  was  increased  to  20  grains. 
This  was  continued  once  daily  for  5  days.  The  patient  improved  steadily.  From 
July  7th  to  the  13th  the  dose  was  reduced  to  1  ampule  or  15  grains  daily  and  then 
discontinued.  By  this  time  the  patient  was  convalescent,  no  fever,  no  nausea  and 
practically  no  cough ;  appetite  and  strength  returning.  For  two  or  three  weeks 
after,  quinine,  grains  5,  in  capsule  was  given  3  times  daily  together  with  a  tab- 
let of  iron,  arsenic  and  strychnine,  containing  1-100  grain  of  arsenic  which  was 
given  three  times  daily.  One  feature  deserves  especial  mention  and  that  is  the 
cough,  which  had  not  been  affected  by  cough  mixtures,  improved  rapidly  after 
the  hypodermic  injections  of  quinine  were  given. 

In  commenting  on  these  cases,  I  wish  to  call  especial  attention  to 
the  value  of  hypodermic  injections  of  quinine,  as  shown  by  the 
marked  improvement  that  occurred  in  the  three  cases  in  which  it  was 
used.  While  this  method  of  giving  quinine  is  not  new,  it  has  not  been 
used  to  any  extent  nor  attracted  much  attention  in  this  country  until 
very  recently,  probably  owing  to  the  fact  that  most  cases  of  malaria 
yield  readily  to  the  internal  administration  of  quinine.  In  Italy, 
however,  where  pernicious  malaria  is  prevalent,  the  hypodermic  treat- 
ment is  used  to  a  greater  extent  and  is  growing  in  favor  on  account 
of  its  rapid  and  certain  action.  It  may  be  given  either  by  subcu- 
taneous, intra-muscular,  or  intravenous  injection  and  in  all  cases 
should  be  given  under  strict  aseptic  precaution.  The  intravenous 
method  would  appear  to  be  the  ideal  form  of  administration  where 
quick  and  positive  action  is  desired.  But  the  drawback  to  this  method 
is  that  it  is  not  an  absolutely  safe  procedure,  as  is  shown  in  the  fol- 
lowing report  in  the  Johns  Hopkins  Hospital  Bulletin  for  April,  191 1, 
by  Dr.  W.  S.  Thayer  of  that  institution.  He  reports  a  case  of  estivo- 
autumnal  malaria  in  which,  after  several  blood  tests  failed  to  reveal 
the  malarial  parasites,  they  were  later  found  and  an  intravenous 
injection  of  yJ/2  grains  of  bimuriate  of  quinine  ordered.  By  a  mistake 
15  grains  were  given.  Twitching  of  the  eyelids  immediately  followed 
but  soon  subsided  and  the  patient  appeared  to  be  much  improved. 
Eight  hours  later  a  second  injection  of  the  same  amount  was  given 
with  apparent  benefit  and  no  unpleasant  symptoms.  A  third  injec- 
tion given  after  another  interval  of  eight  hours  was  followed  imme- 
diately by  a  twitching  of  the  eyelids,  general  convulsions  and  death 
within  a  few  minutes  after  the  injection. 

The  subcutaneous  and  intra-muscular  injections  of  quinine  appear 
to  be  devoid  of  danger,  if  proper  attention  is  given  to  asepsis,  and 
afford  a  reliable  therapeutic  agent  for  such  cases  of  malaria  as  cannot 
be  adequately  controlled  by  the  internal  administration  of  quinine. 
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By  H.  Beeckman  Delatour,  M.D., 

of  Brooklyn,  N.  Y. 

THE  practice  of  medicine  has  long  been  recognized  as  one  of  the 
most  honorable  of  professions.  The  family  docter  was  formerly 
looked  up  to  as  a  man  of  learning  and  courage;  full  of  charity 
and  sympathy  for  his  fellowman.  The  ministry  was  not  to  be  placed 
above  the  practice  of  medicine.  Ever  jealous  of  this  position  in 
society  the  medical  profession  through  its  various  associations  has 
striven  to  keep  its  ranks  free  from  suspicion  and  to  warn  the  public 
against  impostors.  Sometimes  it  has  fought  unwisely  and  lost,  more 
often  it  has  fought  wisely  and  won,  but  sometimes  it  has  lost  its 
righteous  battles  through  a  misguided  public  sentiment  and  laws  have 
been  enacted  permitting  charlatans  to  practice  medicine. 

During  the  past  few  years  there  has  been  a  growing  sentiment 
within  our  own  body  that  practices  were  creeping  in  which  were 
unprofessional  and  tended  too  much  toward  the  commercial.  While 
directing  our  remarks  more  especially  to  acts  which  bear  immediately 
on  the  practice  of  surgery  it  will  be  necessary  also  to  refer  to  the 
general  practice  of  the  profession.  For  some  time  there  have  been 
rumors  that  certain  members  of  the  profession  have  been  receiving 
commissions  from  druggists  and  instrument  manufacturers.  This 
practice  undoubtedly  did  exist,  especially  the  receipt  of  a  so-called 
professional  discount  from  the  manufacturers  of  trusses,  elastic 
bandages,  etc.  I  believe  it  still  exists  but  not  to  the  same  extent  as 
formerly.  In  this  I  may  be  mistaken.  These  same  manufacturers 
have  secured  the  work  in  hospitals  by  giving  commissions  either  to 
an  officer  of  the  institution  or  to  some  member  of  the  house  staff 
who  could  use  his  influence  to  have  them  designted  to  do  the  work. 
It  is  only  within  the  past  few  weeks  that  my  attention  was  called  to 
this  in  one  large  hospital  and  I  have  reason  to  believe  that  it  is  prac- 
ticed in  another,  probably  several.  How  can  a  professional  man  stoop 
to  take  such  commissions?  He  receives  from  his  patient  the  fee  he 
has  asked  for  his  services  and  having  found  a  truss  or  bandage  neces- 
sary should  refer  the  patient  to  the  maker  of  such  an  appliance  in 
whom  he  has  confidence.  If  he  is  open  to  the  reception  of  a  discount 
will  he  then  be  unbiased  in  his  selection  of  the  manufacturer?  Un- 
doubtedly not;  he  would  naturally  select  the  one  offering  him  the 
largest  money  return.  Is  this  honest?  The  instrument  maker  will 
respond  that  it  makes  no  difference  to  the  patient  for  he  would  pay 
the  same  amount  under  any  circumstance  and  what  the  doctor  receives 
is  a  trade  discount  and  in  no  way  concerns  the  purchaser.  This  may 
be  quite  true  but  is  it  not  fair  to  believe  that  the  retail  price  is  fixed 
higher  than  it  would  necessarily  be  if  there  was  no  one  to  receive  a 
commission.  The  physician  has  been  paid  for  his  advice  as  to  what 
was  needed  and  where  it  should  be  procured  and  he  should  expect 
no  further  returns.  Such  practices  are  beneath  the  proper  dignity 
of  the  profession  and  against  our  moral  obligations  to  the  patients 
who  trust  us.  I  doubt  not  that  under  the  anti-tipping  law  this  would 
be  actionable,  and  what  a  spectacle  it  would  be  for  a  practitioner  of 
medicine  to  be  haled  to  court  for  receiving  a  tip  from  an  instrument 


160 


SOME  ABUSES  IN  SURGERY. 


161 


maker.  This  may  seem  ridiculous  but  nevertheless  it  is  the  truth. 
This  is  one  of  the  abuses  the  profession  should  take  active  steps  to  end. 

A  newer  but  growing  and  more  deceitful  practice  is  that  of  fee 
division.  While  undoubtedly  this  has  been  done  for  years  in  one 
form  or  another  it  is  only  within  the  past  few  years,  in  our  com- 
munity at  least,  that  it  has  become  a  practice.  I  say  practice,  and 
I  mean  this,  for  it  is  becoming  quite  general.  Are  not  the  members 
of  the  medical  profession  men  willing  to  stand  their  ground  and  make 
charges  to  their  patients  to  which  they  feel  they  are  justly  entitled? 
Must  they  go  behind  the  back  of  their  patients  and  get  some  one  else 
to  collect  their  fees  for  them  so  that  the  patient  does  not  know  what 
fees  they  are  receiving?  The  family  practitioner  for  years  has  held 
the  respect  of  the  head  of  the  family  and  when  sickness  comes,  with 
its  attendant  distress,  he  is  looked  to  for  his  honest  judgment  and 
advice.  For  example,  the  family  doctor  has  a  friend  who  does  sur- 
gery, and  who  is  willing  to  give  to  the  doctor  a  regular  agreed  per- 
centage of  each  consultation  or  operation  fee.  The  doctor  is  called 
to  see  a  case  of  appendicitis.  What  are  likely  to  be  his  thoughts 
under  the  circumstances?  If  he  goes  on  to  treat  the  case  and  it  im- 
proves and  gets  well  in  a  few  days  he  will  receive  so  many  dollars. 
If  he  calls  his  friend  in  consultation,  he  will  get  his  regular  fee  from 
the  patient  and  his  commission  from  the  consultant,  or  if  they  can 
persuade  the  patient  into  operation  he  will  have  a  further  payment 
as  his  share  of  the  surgeon's  fee.  Under  such  circumstances  is  he 
not  likely  to  have  his  judgment  biased  by  these  considerations?  Some 
one  may  respond  that  the  patient's  life  may  thus  be  saved  by  bringing 
about  an  earlier  operation  than  if  he  had  to  get  all  he  could  out  of  the 
case  medically  before  the  case  was  handed  over  to  the  surgeon.  In 
a  few  instances  this  might  be  true  but  I  doubt  whether  many  prac- 
titioners of  medicine,  even  those  willing  to  accept  commissions,  would 
willingly  jeopardize  a  patient's  life  for  the  price  of  a  few  professional 
calls. 

I  believe  there  has  always  been  a  great  error  in  the  charges  of 
the  family  doctor,  who  has' never  gotten  his  just  dues.  When  he 
meets  a  consultant,  has  to  go  over  with  him  the  history  of  the  case, 
give  his  findings  and  treatment  and  spend  the  extra  time  necessary, 
the  family  doctor  is  certainly  entitled  to  a  larger  fee  than  when  he 
sees  the  case  alone.  This  fee  however  should  be  paid  by  the  patient 
directly  and  not  through  the  consultant. 

When  it  comes  to  the  division  of  operating  fees  it  is  fair  to 
believe  that  the  man  who  will  accept  such  a  division  will  also  select 
his  operator  not  on  account  of  his  ability  for  the  special  work  but 
because  of  the  percentage  of  the  operation  fee  he  is  willing  to  sur- 
render. I  believe  all  present  will  concur  in  this  deduction.  Is  the 
patient  then  being  treated  fairly?  There  have  been  several  instances 
brought  recently  to  my  notice  where  an  assistant,  a  young  man  with 
little  experience,  has  been  called  upon  to  operate,  the  patient  paying 
the  same  fee  which  would  have  been  acceptable  to  a  man  of  experience 
who  would  not  however  have  returned  part  of  the  agreed  operation 
fee  to  the  family  doctor. 

There  is  not  a  man  practicing  surgery  who  is  not  willing  to  make 
the  fee  fair  and  just  in  every  case;  a  fee  proportionate  to  the  circum- 
stances of  the  patient.  This  is  surely  evidenced  by  tht  willingness  of 
our  most  prominent  surgeons  to  operate  without  fee,  or  even  thanks, 
upon  those  who  are  poor  and  deserving  of  their  attention. 
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It  is  frequently  argued  that  when  the  family  doctor  turns  a 
patient  over  to  the  surgeon  that  the  doctor's  income  at  once  ceases, 
and  therefore  the  surgeon  should  as  a  matter  of  justice  pay  back  to 
him  part  of  the  fee. 

If  we  cannot  properly  treat  a  case  and  some  one  else  has  the 
appliance  or  skill  to  treat  the  patient  is  it  not  our  sworn  duty  to  so 
advise  the  patient  and  put  him  in  the  line  of  proper  treatment?  Is  it 
right  that  we  should  ask  compensation  for  what  we  are  unable  to  do? 
Has  the  consultant  any  right  to  ask  a  division  of  the  fees  for  the 
attention  given  the  case  before  he  comes  into  it?  Do  these  men 
who  look  for  this  division  of  fee  ever  stop  to  think  of  the  many  cases 
they  treat  until  there  is  no  more  money  left  and  then  send  them  to  the 
hospitals  and  their  attendants  to  carry  on  the  treatment  without 
charge?  It  is  quite  a  common  thing  in  hospital  practice  to  have  a 
patient  admitted  to  the  free  ward  who  has  for  days,  weeks  or  even 
months  paid  his  family  doctor  for  visits  to  his  home,  until  his  funds 
were  gone.  Do  these  same  doctors  consider  the  amount  of  work  the 
surgeon  has  to  do  gratuitously?  Do  they  also  consider  that  when  an 
operation  fee  is  paid  it  many  times  includes  a  long  after  treatment 
which  in  some  instances  reduces  the  actual  operation  fee  to  a  ridicu- 
lous sum? 

These  are  facts  to  be  borne  in  mind  but  are  not  the  main  thing 
to  be  considered.  The  important  question  is  whether  we  are  dealing 
honestly  with  our  patient.  If  we  are  selling  his  case  to  the  highest 
bidder  we  are  not.  It  is  a  dishonest  practice  and  a  practice  to  which 
the  eyes  of  the  public  are  rapidly  opening  and  it  will  be  a  sorry  day 
for  the  practitioner  of  medicine,  the  family  doctor,  the  specialist  alike 
when  the  public  loses  its  respect  for  us  and  no  longer  puts  its  trust  in 
the  honor  of  the  profession. 

Another  practice  which  concerns  the  profession  very  much,  but 
to  the  general  practitioner  apparently  seems  a  small  matter,  is  the 
effort  made  by  some  to  try  and  minimize  the  value  of  surgical  opera- 
tions. This  is  done  in  two  ways ;  one  by  incorrectly  stating  to  the 
surgeon  the  true  financial  standing  of  the  patient,  so  that  the  normal 
fee  for  a  given  operation  will  be  cut  down ;  and  the  other  is  the 
referring  patients  directly  to  some  hospital,  informing  them  that  if 
they  go  to  the  hospital  direct  then  they  can  have  the  services  of  some 
particular  man  but  will  not  have  to  pay  an  operation  fee  as  if  they 
went  to  his  office  first.  In  this  way  the  public  is  informed  by  our 
own  colleagues  how  to  receive  surgical  care  free.  Once  they  have 
learned  it  in  respect  to  surgery  they  begin  to  apply  it  to  medicine  as 
well  and  in  this  way  the  advice  may  become  a  veritable  boomerang 
to  the  family  doctor.  Such  a  case  as  the  following  illustrates  this 
point.  A  patient  with  a  hernia  was  told  that  if  he  would  be  content 
to  go  into  the  ward  at  one  of  our  hospitals  he  would  then  not  have  to 
pay  a  surgeon's  fee  and  the  doctor  would  come  with  him  and  see  that 
he  was  well  taken  care  of.  This  advice  was  followed  and  so  well 
taken  care  of  was  he  as  a  ward  patient,  although  able  to  pay,  that 
when  another  member  of  the  family  developed  typhoid  fever  he  did 
not  heed  the  advice  of  the  family  physician  but  went  directly  to  the 
same  hospital  and  the  patient  was  placed  in  the  general  ward,  and 
nursed  and  treated  gratuitously.  For  the  first  advice  the  family 
doctor  was  thanked  and  the  saving  was  greatly  appreciated,  but 
where  was  the  gain  of  the  family  doctor  when  his  patient  with  typhoid 
was  later  also  taken  to  the  hospital?    He  did  not  have  the  care  of  the 
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patient  at  home  as  he  probably  would  had  he  not  previously  shown 
this  man  how  to  receive  the  best  medical  care  for  nothing.  In  receiv- 
ing such  cases,  without  investigation  into  their  financial  standing,  and 
they  are  numerous,  the  hospital  authorities  are  doing  a  wrong  to 
their  medical  staff  and  to  the  people  who  are  generously  supporting 
them  with  the  idea  that  the  money  goes  for  the  support  of  the  poor. 

The  profession  should  stand  together.  While  fees  may  occa- 
sionally be  charged  which  are  exorbitant  these  are  the  great  exception. 
Who  can  estimate  the  value  of  a  given  human  life?  While  in  general 
the  life  of  one  individual  is  considered  equal  to  that  of  another  is  it 
not  a  matter  of  fact,  and  accepted  in  law  that  the  life  of  one  person 
is  more  valuable  to  both  family  and  community  than  another?  Is  not 
the  responsibility  and  attention  demanded  much  greater  in  the  care 
of  a  wealthy  or  prominent  person  than  in  the  care  of  the  average 
individual?  If  so,  is  not  an  operation  in  the  one  to  be  charged  for 
proportionately  more  than  the  other?  Unfortunately  sickness  is 
thrust  upon  us  without  our  consent  and  whether  rich  or  poor  we  must 
have  proper  attention.  This  makes  it  impossible  to  establish  any 
set  fee  for  any  given  operation.  It  is  even  impossible  to  properly  fix 
either  a  maximum  or  minimum  fee.  A  lawyer  may  be  able  to  set  his 
fee  according  to  the  money  value  involved  in  the  case  but  in  medicine 
there  is  no  money  value  to  guide  us. 

Another  abuse  which  has  rapidly  grown  in  the  past  ten  years  is 
the  practice  of  operating  by  men  of  inexperience.  This  has  been 
helped  by  the  attitute  of  the  hospitals  in  more  generally  opening  their 
wards  to  the  profession  and  in  appointing  to  their  staffs  young  men 
who  have  had  little  or  no  general  experience. 

Hospital  managers  seem  to  forget  that  the  public  look  to  them  to 
offer  the  very  best  medical  and  surgical  attendants.  The  managers 
are  supposed  to  look  over  the  available  men  and  select  for  their  staff 
the  very  best.  Of  late  years  selection  has  often  been  made  because 
of  the  desire  of  a  director  to  place  his  family  physician  or  some 
relative  on  the  staff,  without  regard  to  his  professional  attainments. 
The  advent  of  antiseptic  surgery  has  greatly  decreased  the  dangers 
to  life  from  infection,  but  in  no  way  can  it  increase  the  judgment  of 
the  operator.  I  have  seen  at  various  times  operations  in  some  of  our 
best  known  hospitals  in  which  the  time  consumed  was  from  four  to 
six  times  that  which  an  operator  of  average  skill  should  take.  An 
hour  to  an  hour  and  a  half  for  a  chronic  appendix,  two  hours  for  the 
removal  of  simple  cystic  ovaries,  two  and  a  half  hours  for  an  hyster- 
ectomy, two  hours  for  the  removal  of  varicose  veins  and  many  other 
instances  of  the  same  sort  could  easily  be  given.  Some  of  these  opera- 
tions were  performed  by  members  of  the  regular  hospital  staff,  others 
by  outside  physicians  who  were  operating  by  courtesy  of  the  hospital 
regulations.  Worse  even  than  the  length  of  time  taken  by  the  inex- 
perienced is  the  abandoning  of  the  case  as  inoperable  and  the  placing 
of  the  patient  in  a  state  of  chronic  invalidism  because  the  operator 
either  becomes  afraid  of  the  task  he  has  undertaken  or  else  is  un- 
familiar with  the  proper  technique.  I  have  operated  and  removed 
a  large,  non-adherent  fibroid  of  the  uterus  which  had  been  passed  on 
as  not  removable  by  a  gentlemen  of  very  limited  experience  who  had 
previously  opened  the  abdomen.  He  had  the  good  sense  not  to  pro- 
ceed with  the  attempt  to  remove  it  when  he  felt  incompetent  to  deal 
with  the  possible  complications  which  might  arise  but  he  did  not  have 
the  courage  to  tell  the  patient  the  truth  but  tried  to  fool  her  into  the 
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belief  that  the  tumor  was  grown  to  the  bowel  and  could  not  safely 
be  removed.  An  incomplete  operation  is  wrorse  than  none  at  all.  The 
brilliancy  of  modern  surgery  is  blinding  the  profession  and  if  some 
of  the  present  day  methods  continue  the  achievements  of  the  past 
will  be  undone  by  the  folly  of  the  present.  Think  of  a  man  with  but 
limited  hospital  experience,  hardly  six  months  out  of  college,  under- 
taking a  case  of  gall-stone  operation.  I  know  of  no  operation  I 
approach  with  more  misgivings  than  this,  with  the  many  complications 
one  is  liable  to  find. 

Many  operations  are  undertaken  by  the  family  doctor  because 
they  are  so  simple,  as  for  example  circumcision  and  repair  of  the 
lacerated  cervix  and  perineum.  These  operations  are  not  simple, 
they  are  comparatively  devoid  of  risk  but  the  incorrect  performance 
of  them  can  leave  behind  conditions  worse  than  the  original  trouble. 
Many  bady  done  circumcisions  come  to  the  surgeon  for  correction;  in 
these  a  phimosis  worse  than  the  redundant  tissue  results  from  a  poorly 
planned  operation. 

As  for  the  lacerated  cervix  and  perineum  all  operators  know  of 
the  difficulties  of  securing  satisfactory  results.  If  these  operations 
are  so  simple  why  have  the  masters  of  gynecology  devoted  so  much 
time  to  devise  new  and  improved  operations? 

Curetting  of  the  uterus  is  looked  upon  as  one  of  the  simplest  of 
operations  but  in  this  how  often  does  the  complication  of  perforation 
of  the  uterus  occur?  This  is  not  infrequent  even  in  competent  hands 
but  when  the  accident  occurs  a  competent  operator  knows  what  to  do. 

Would  a  competent  surgeon  who  had  perforated  a  uterus  and 
dragged  down  with  his  curette  a  loop  of  bowel,  cut  it  across  to  see 
if  it  had  a  lumen?  Then  if  he  found  it  was  intestine  and  he  had 
cut  it  across  would  he  push  it  back,  unsutured,  through  the  uterus  to 
discharge  its  contents  into  the  abdominal  cavity?  With  one  voice  you 
would  answer,  No !  but  this  very  thing  occurred  within  six  months 
in  this  city  and  the  operator  was  a  graduate  of  a  hospital  in  which  he 
had  had  a  year's  surgical  training. 

These  are  but  some  of  the  abuses  of  surgery  which  if  more  care 
be  not  exercised  will  bring  surgery  into  disrepute  and  the  work  of 
the  masters,  who  for  years  have  struggled  to  perfect  the  art,  will  be 
put  to  naught. 
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From  the  Surgical  Standpoint. 
By  James  P.  Warbasse,  M.D., 


of  Brooklyn,  N.  Y. 


HE  consideration  of  abdominal  pain  from  a  surgical  standpoint 


demands,  first,  that  an  examination  shall  be  made.    One  of  the 


weaknesses  of  general  practice  is  the  disposition  on  the  part  of 
the  practitioner  to  prescribe  for  abdominal  pains  without  exposing  the 
abdomen  and  palpating  the  naked  body.  I,  personally,  am  constantly 
hearing  of  the  horrible  results  of  this  neglect,  and  so,  while  none  of 
you  may  be  aware  of  such  neglect,  I  assure  you  that  I  have  it  upon 
good  authority  that  it  does  exist. 

It  is  quite  essential  to  differentiate  between  the  voluntary  rigidity 
of  the  abdominal  muscles  and  the  involuntary  or  protective  rigidity. 
That  is  something  which  I  shall  not  take  the  time  to  discuss.  To  make 
this  differentiation  comes  only  from  practice,  but  we  are  constantly 
seeing  men  of  inexperience  failing  to  differentiate  between  a  voluntary 
rigidity  (which  a  patient  purposely  maintains,  either  to  deceive  the 
examiner  or  because  he  is  fearful  of  being  hurt)  and  involuntary 
rigidity  which  cannot  be  controlled  and  which  is  entirely  protective. 
I  shall  speak  chiefly  of  colic. 

As  a  matter  of  fact,  colic' embraces  most  of  the  abdominal  pains. 
Colic  is  a  disease  of  the  peritoneum.  I  do  not  know  that  it  is  generally 
described  in  that  sense,  but  if  you  will  recall  the  conditions  in  which 
colic  occurs,  you  will  see  that  it  takes  place  in  hollow  viscera  which  are 
covered  by  peritoneum.  Indeed  we  have  no  colic  of  the  tubes  outside 
of  the  region  of  the  peritoneum.  In  the  upper  gall  tract,  stones  lodged 
in  the  hepatic  ducts  and  surrounded  by  liver  and  connective  tissue  do 
not  give  rise  to  colic,  but  when  the  stones  come  down  and  engage  in 
the  common  duct  or  the  cystic  duct,  this  symptom,  which  we  call 
gall-stone  colic,  develops.  Colic  in  the  ureters,  colic  in  the  kidney, 
I  conceive  as  being  a  peritoneal  manifestation.  When  a  stone  passing 
through  the  ureter  has  passed  the  peritoneal  region,  the  colic  which 
characterizes  its  passage  through  the  peritoneum-covered  ureter  ceases. 
Over-distension  of  the  bladder  gives  rise  to  a  pain  which  is  comparable 
in  every  sense  to  a  distension  of  any  of  these  peritoneum-covered 
viscera,  such  as  the  intestinal  colic  with  which  we  are  familiar.  Colic 
is  a  pain  due  to  the  distension  of  a  viscus  covered  by  peritoneum.  It 
is  possible  that  some  of  the  physiologists  present  or  medical  internists 
may  dispute  this  proposition. 

Gastric  ulcer  I  will  discuss  as  the  first  surgical  pain-producing 
condition.  The  pain  may  not  necessarily  be  the  prominent  symptom. 
Usually  it  is  referred  to  the  epigastrium,  whence  it  may  radiate  in 
various  directions,  generally  toward  the  left  subscapular  region.  The 
right  subscapular  region  may  be  the  seat  of  the  reflex  pain  if  the  ulcer 
is  at  the  extreme  right  side  of  the  stomach.    This  pain  is  increased 
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upon  taking  food.  The  pain  does  not  come  on  immediately  after  the 
ingestion  of  food  but  usually  about  one-half  hour;  and  it  seems  from 
a  collection  of  autopsy  findings  in  these  cases,  that  the  further  away 
from  the  cardia  the  ulcer  is  located,  the  later  the  pain,  so  that  if  the 
ulcer  is  located  near  the  pyloric  end  of  the  stomach,  the  pain  may  not 
begin  for  two  or  three  hours  after  the  ingestion  of  food.  Epigastric 
tenderness  is  usually  well  marked,  and  often  with  rigidity  of  the  recti 
muscles.  This  tenderness  is  definitely  localized,  as  well  as  the  pain, 
and  may  be  given  as  characteristic  of  gastric  ulcer. 

Vomiting  gives  relief  to  this  pain.  Spasm  of  the  pylorus  with  its 
concomitant  symptoms  may  be  induced  by  the  presence  of  the  ulcer 
and  give  the  peculiar  pain  of  spasm  of  the  pylorus.  The  typical  pain 
develops  gradually.  It  is  a  burning  or  boring  pain,  and  often  radiates 
to  the  back  or  up  into  the  precordium.  It  is  regular  in  its  occurrence 
and  may  be  expected  usually  to  come  on  with  a  fixed  regularity  after 
the  ingestion  of  food.  The  patients  speak  of  the  pain  pretty  definitely 
as  coming  on  with  fairly  certain  regularity  after  eating.  The  tender- 
ness is  pronounced.  It  is  sharply  localized  in  a  small  area.  Diffuse 
pain  usually  speaks  against  ulcer.  Exceptionally  it  may  be  an  aching 
or  dull  pain.  It  may  occur  only  after  some  particular  articles  of  diet 
which  a  patient  finds  disagree  with  him  or  after  some  dietary  indiscre- 
tion. 

Pain  which  is  constant  or  is  present  before  breakfast  is  rarely 
due  to  gastric  ulcer.  Pain  beginning  immediately  upon  taking  food 
is  also  rarely  due  to  gastric  ulcer.  In  old  ulcers  the  pain  may  be 
absent.  A  practical  contribution  to  the  subject  will  be  found  in  a 
paper  by  Dudley  Roberts,  published  in  the  Medical  Record  of  the 
17th  of  October,  1908. 

Pain  due  to  cancer  of  the  stomach  is  variable  in  its  character. 
It  may  be  absent.  There  may  be  only  a  sense  of  discomfort  after 
eating  which  cannot  be  characterized  as  pain.  It  is  calculated  by 
collecting  large  series  of  cases  that  pain  is  present  in  about  85  to  90 
per  cent,  of  the  cases  of  gastric  carcinoma.  About  one-half  of  the 
cases  suffer  severe  pain.  It  may  be  continous  with  exacerbations  after 
eating,  or  it  may  be  present  only  after  eating.  In  some  cases  it  appears 
only  after  the  ingestion  of  solids.  In  pyloric  cancer,  that  is,  the 
cancer  which  is  producing  some  obstruction  to  the  emptying  of  the 
stomach,  peristalsis  causes  the  pain  of  obstruction  which  is  relieved 
by  vomiting.  Usually  this  pain  is  referred  to  the  epigastric  region, 
occassionally  passing  through  to  the  back,  or  in  some  cases  felt  only 
in  the  back.  Absence  of  tenderness,  as  you  are  aware,  in  cancer  of  the 
stomach,  is  the  feature  which  is  generally  counted  upon  to  differen- 
tiate it  from  gastric  ulcer.  Sarcoma  of  the  stomach  (the  few  cases 
which  have  been  studied)  give  the  symptom  of  pain  quite  similar  to  the 
pain  of  cancer  of  the  stomach. 

In  ulcer  of  the  duodenum,  the  pain  may  not  occur  until  three  or 
four  or  even  more  hours  after  the  ingestion  of  food  which  means  that 
the  pain  is  felt  when  the  food  is  poured  through  the  pylorus  and  enters 
the  duodenum.  Because  of  the  slower  digestion  in  the  night,  a  patient 
who  has  taken  a  meal  late  in  the  day,  may  not  suffer  the  pain  of  ulcer 
of  the  duodenum  until  more  than  four  hours;  six  to  eight  hours  may 
elapse.  These  patients  are  awakened  in  the  night  with  the  peculiar 
pain.  It  seems  that  the  pain  may  be  relieved  by  again  taking  light 
food  which  apparently  acts  as  a  counter-irritant,  as  it  were,  causing 
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a  physiologic  congestion  of  the  stomach  and  a  relief  of  the  duodenal 
pain. 

The  pain  due  to  pancreatic  disease  has  been  much  studied  recently. 
I  would  refer  you  for  an  admirable  discussion  of  this  subject,  to  a 
paper  by  Dr.  H.  G.  Webster  on  the  pathology  and  diagnosis  of  pan- 
creatitis, published  in  the  New  York  State  Journal  of  Medicine  (Sep- 
tember, 1908),  which  contains  a  clear  description  of  the  pain  of  pan- 
creatitis. These  cases  present  a  dull  pain  which  occupies  the  middle 
of  the  abdomen  (the  umbilical  and  epigastric  regions).  It  may  radiate 
but  is  usually  confined,  and  in  the  cases  in  which  there  is  an  acute 
pancreatitis  the  pain  is  constant.  A  healthy  adult  suddenly  seized  with 
a  mid-abdominal  pain,  should  prompt  us  to  suspect  acute  pancreatitis, 
and  the  associated  characteristic  symptoms  may  be  depended  upon  to 
clear  up  the  diagnosis.  Jaundice  in  pancreatic  disease  with  this  dull 
pain  is  often  present  and  differentiates  itself  from  the  jaundice  of  a 
biliary  disease  (common  duct  obstruction)  by  the  absence  of  the  colic. 
The  head  of  the  pancreas  presses  the  outlet  of  the  common  duct  and 
produces  a  backing  up  of  the  bile  without  the  obstruction  colic. 

In  the  bile  tract,  the  pains  which  are  encountered  are  rather 
characteristic.  A  valuable  diagnostic  expedient  in  this  region  is  to 
hook  the  fingers  up  under  the  arch  of  the  ribs  and  it  will  be  observed, 
if  the  pain  is  due  to  obstructive  or  inflammatory  disease  of  the  bile 
tract,  that  the  patient  will  not  be  able  to  take  a  full  inspiration.  In 
appendicitis,  for  example,  if  that  test  is  tried,  the  patient  will  be 
able  to  take  an  inspiration;  or,  if  the  pain  is  due  to  gastric  ulcer,  the 
patient  will  inspire  deeply.  In  cholelithiasis,  the  pain  is  usually  not 
relieved  by  vomiting,  which  differentiates  that  on  the  other  hand  from 
pain  of  gastric  ulcer  which  is  commonly  relieved  by  vomiting.  Ten- 
derness over  the  gall  bladder  usually  indicates  inflammation  of  that 
organ,  but  we  should  bear  in  mind  that  tenderness  in  that  region  may 
be  due  to  hydronephrosis,  to  an  inflammatory  condition  about  the 
pylorus,  or  to  ulcer  of  the  duodenum.  No  intervals  between  the 
attacks  of  pain  point  to  cholelithiasis.  Pain  is  not  usually  present  in 
malignant  disease  of  the  bile  tract  or  at  least  is  very  slight. 

In  typhoid  ulcer  the  pain  usually  begins  when  the  ulcer  perforates, 
but  there  is  tenderness  so  soon  as  the  peritoneum  becomes  involved. 
Palpation  of  the  typhoid  abdomen  will  elicit  pain  when  typhoid  ulcers 
are  producing  an  infiltration  of  the  peritoneum.  Of  course,  these 
ulcers  may  not  perforate,  but  it  is  commonly  after  such  tenderness 
that  perforation  takes  place ;  and  we  find  in  the  histories  of  cases  which 
have  been  palpated  for  pain,  that  there  was  usually  pain  (a  distinct 
evidence  of  peritoneal  infiltration)  before  the  sudden  and  character- 
istic pain  of  perforation  of  the  ulcer  occurred. 

Of  the  pain  of  appendicitis,  I  shall  speak  but  briefly.  As  you  are 
aware,  it  is  referred  at  first  to  the  umbilical  region  and  is  associated 
with  the  vomiting.  It  is  a  colicky  pain  which  gradually  migrates  to 
the  region  of  the  appendix.  In  chronic  appendicitis,  the  pain  may  be 
confusing.  Indeed,  there  may  be  no  pain  at  all.  It  may  be  simply 
a  dull  aching  sensation  or  only  present  when  the  cecum  is  distended. 
The  painful  sensations  and  discomforts  which  are  found  in  chronic 
appendicitis  cover  a  large  range.  A  sign  of  some  interest,  I  think, 
in  this  connection,  is  the  fact  that  pain,  associated  with  appendicitis, 
is  usually  not  directly  at  McBurney's  point.  Anatomically  the  base 
of  the  appendix  is  usually  at  McBurney's  point.  If  we  carefully 
palpate  the  region  of  the  pain,  we  find  the  most  exquisitely  tender  spot 
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somewhere  in  the  neighborhood  of  McBurney's  point,  and  if  we  make 
a  dot  on  each  of  these  two  points,  McBurney's  point  representing  the 
base  of  the  appendix,  and  the  other  point  the  point  of  greatest  tender- 
ness, and  connect  them  by  a  line,  that  line  will  represent  pretty  gen- 
erally the  direction  of  the  appendix.  This  is  commonly  a  valuable 
thing  to  know  before  we  open  the  abdomen. 

The  differentiation  of  the  pain  of  appendicitis  from  other  pains, 
I  may  speak  of  briefly.  In  tuberculosis  of  the  cecum  the  pain  is  a 
more  constant  pain  without  the  colicky  feature  of  the  appendicitis. 
In  cancer  of  the  cecum  there  is  apt  to  be  a  pain  which  is  colicky  in  the 
beginning,  representing  the  symptom  of  a  moderate  degree  of  obstruc- 
tion. The  intestinal  muscularis  becoming  hypertrophied  forces  the 
intestinal  contents  through  the  narrowed  lumen  giving  rise  to  colicky 
pains.  Later,  there  comes  a  time  when  the  pain  becomes  that  char- 
acteristic of  acute  intestinal  obstruction.  The  pain  of  ureteral  colic 
must  also  be  differentiated. 

The  pain  of  rheumatoid  arthritis  of  the  vertebral  joints  affects 
the  nerves  leaving  the  vertebrae.  This  condition  may  produce  a  hyper- 
sensitiveness  of  the  abdominal  wall  which  has  not  infrequently  been 
confused  with  appendicitis.  In  all  of  these  reflex  pains,  however,  the 
rigidity,  which  is  partly  a  voluntary  rigidity,  yields  to  continuous 
pressure.  It  is  not  spastic  like  that  which  characterizes  the  involun- 
tary protective  rigidity.  The  pain  of  tabes  dorsalis  with  abdominal 
crises  must  also  be  differentiated. 

In  herpes  zoster  of  the  nth  and  12th  dorsal  nerves  and  the 
ist  and  2nd  lumbar  nerves,  there  is  a  sharp  boring  pain  with  an 
exquisite  sensitiveness  of  the  abdominal  wall,  which  must  be  differen- 
tiated from  that  of  a  lesion  in  an  underlying  organ;  but  here  again 
continuous  pressure  causes  the  rigidity  to  yield.  It  has  happened 
that  the  vesicles  which  appear  in  herpes  zoster  have  been  mistaken 
on  the  third  or  fourth  day  for  vesicles  due  to  applications  to  relieve 
pain. 

In  perityphlitis  the  pain  is  more  of  a  steady  discomfort  without 
the  colicky  feature  unless  an  appendicitis  is  superadded.  Appendicular 
colic  produces  a  pain  quite  characteristic  without  the  distinct  muscular 
protective  rigidity.  The  rigidity,  however,  supervenes  when  infiltra- 
tion of  the  appendix  or  an  inflammation  or  infective  condition  de- 
velops. Intestinal  colic,  acute  enteritis,  right  pneumonia,  abscess  of 
the  right  ovary,  all  produce  right  sided  pain  which  must  be  differen- 
tiated from  that  of  appendicitis. 

In  acute  intestinal  obstruction,  the  pain  is  a  distinctly  colicky 
pain.  Here  we  have  a  distended  viscus  with  its  muscularis  attempting 
to  overcome  an  obstruction.  This  pain  persists  so  long  as  the  mus- 
cularis is  attempting  to  overcome  the  obstructing  condition.  When 
sufficient  absorption  of  toxins  has  taken  place  to  paralyze  the  muscu- 
laris and  to  anesthetize  to  a  degree  the  nerves  of  the  bowel,  the  pain 
subsides,  even  though  the  bowel  be  greatly  distended.  Pain  arising 
from  the  female  generative  organs  I  shall  not  take  the  time  to  speak  of. 

The  most  striking  pain  from  the  urinary  organs  is  that  of  ureteral 
calculus,  which  is  violent  with  reflex  pain  in  the  groin,  scrotum  or 
labia,  and  the  colicky  reflexes  which  tend  to  cause  vomiting.  This 
pain  continues  to  be  excruciating  so  long  as  the  stone  is  engaged  in 
the  part  of  the  ureter  covered  by  peritoneum.  The  pain  suddenly 
stops  when  the  stone  returns  to  the  pelvis  of  the  kidney  or  enters  the 
bladder.    There  is  a  pain,  similar  to  that  arising  from  urinary  obstruc- 
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tion,  due  to  angulation  of  the  ureters ;  also  a  pain  peculiar  to  movable 
kidney  in  which  not  only  the  ureter  may  become  angulated  and  the 
passage  of  urine  checked,  but  in  which  there  is  actually  an  angulation 
of  the  blood  vessels  as  well,  giving  rise  to  a  sudden  excruciating  pain 
radiating  to  the  groin  and  as  suddenly  subsiding  when  the  angulation 
is  relieved  by  position  or  manipulation. 

The  pain  of  peritonitis,  with  which  I  shall  close,  is  colicky  for  the 
reason  that  peritonitis  does  not  give  rise  to  any  considerable  pain 
unless  it  interferes  with  the  function  of  some  viscus  covered  by 
peritoneum.  The  pain  which  we  observe  in  peritonitis  is  the  pain 
which  supervenes  when  the  intestine  has  become  paralyzed  by  infiltra- 
tion of  the  muscularis  with  inflammatory  products.  Ordinarily,  peri- 
tonitis itself,  gives  little  or  no  pain.  There  is  tenderness,  to  be  sure, 
but  the  pain  of  peritonitis  is  secondary  pain  which  is  entirely  com- 
parable to  the  pain  of  intestinal  obstruction.  In  peritonitis,  a  certain 
part  of  the  bowel  may  become  paralyzed  and  that  part  of  the  bowel 
acts  precisely  as  a  segment  of  bowel  which  is  the  seat  of  some  obstruct- 
ing condition.  Indeed,  the  symptoms  are  the  same.  The  bowel  is 
paralyzed ;  it  no  longer  propels  along  its  contents.  Material  from 
above  forced  into  this  segment  does  not  pass  along.  Peristalsis  is 
paralyzed,  and  the  pain  in  these  cases  is  in  the  segment  of  intestine 
immediately  above  the  bowel  which  is  the  seat  of  paralysis. 

II. 

From  the  Medical  Standpoint. 
By  Frank  Bethel  Cross,  M.D., 

of  Brooklyn,  N.  Y. 

THE  question  that  arises  in  our  minds  is,  just  how  much  depend- 
ence in, diagnosis  can  we  place  upon  the  one  symptom  of  pain? 
Exceptional  diagnoses,  brilliant  diagnoses  are  made  upon  the 
pain  alone.  Those  of  us  who  were  fortunate  enough  to  receive  in- 
struction from. Dr.  Starr,  recall  his  recital  of  the  celebrated  case  of 
Dr.  Charcot:  the  boy  who  was  brought  to  Dr.  Charcot  in  evident 
ill  health,  from  whom  no  history  was  obtained,  except  that  he  knew 
that  some  time  in  the  night  he  "Was  awakened  by  pain  in  the  left  thumb. 
The  diagnosis  was  nocturnal  epilepsy  with  a  distinct  aura. 

We  know  that  in  cases  presenting  classical  pain  a  definite  diag- 
nosis can  almost  be  made  upon  the  pain  alone,  but  it  is  not  the  cases 
presenting  classical  pain  that  give  trouble;  it  is  the  large  number  of 
cases  presenting  atypical  pain,  like  those  presenting  atypical  histories, 
that  are  the  cases  difficult  of  diagnosis,  and  without  proper  diagnosis 
our  treatment  is  apt  to  be  in  error. 

It  would  seem  as  though  abdominal  pain  could  only  be  depended 
upon  in  diagnosis  when  it  can  be  substantiated  and  it  is  interesting 
to  note  that  the  essayists  this  evening  present  that  suggestion.  That 
would  be  necessary  because  of  the  great  variety  of  atypical  forms 
of  pain. 

Pain  is  suggestive  in  its  location,  its  mode  of  onset,  its  character, 
severity,  duration  and  tendency  to  recur.  When  we  are  helped  out 
by  a  case  history  (an  accurate  one),  palpation,  and  possibly  X-ray  exam- 
ination, a  diagnosis  under  these  circumstances  becomes  probable.  As 
additional  aids  in  diagnosis,  we  have  accompanying  symptoms  of  nausea, 
vomiting,  nematemesis,  vertigo,  syncope,  hematuria  and  rectal  dis- 
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charges.  These  all  help  us  greatly.  It  would  seem  as  though  the  wisest 
thing  to  do,  barring  that  the  pain  is  of  "acute  surgical  disease  of  the 
right  half  of  the  abdomen,"  would  be  to  observe  the  case  and  make  the 
diagnosis  while  the  case  is  under  observation  and  treatment,  treatment 
under  these  circumstances  being  limited  to  relief  of  pain.  There 
seems  to  be  nothing  like  clinical  observation  of  the  case.  We  base  our 
diagnosis  upon  observation  of  the  case  from  day  to  day  and  not  upon 
the  mere  presence  of  pain  or  upon  the  one  examination. 

As  a  general  thing,  it  may  be  said  that  pains  correspond  in  their 
location  to  the  organ  in  which  the  disease  process  actually  is,  but  we 
cannot  lay  down  any  definite  law.  This  is  a  general  principle.  There 
are  many  exceptions.  Local  causes  may  produce  general  abdominal 
pain,  as  evidenced  in  appendicitis  with  which  we  are  so  familiar. 
On  the  other  hand,  a  general  abdominal  condition  can  produce  local 
pain.  How  many  times  in  a  case  of  typhoid  does  our  patient  complain 
of  localized  abdominal  pain! 

The  most  severe  abdominal  pains  are  usually  due  to  some  grave 
condition,  generally  of  surgical  importance,  and  I  cannot  lay  too 
much  stress  upon  the  advisability  under  these  circumstances  of  always 
having  surgical  advice.  It  seems  to  me  that  many  of  the  errors  that 
are  laid  at  the  doors  of  medical  men  could  be  avoided  by  having  surgical 
opinion.  In  the  hospitals  it  is  easy  to  obtain  this  and  we  should  cer- 
tainly in  our  private  practice  not  deprive  ourselves  of  the  aid  that  we 
seek  in  our  hospital  services. 

There  has  been  very  little  mention  to-night  of  perhaps  the  most 
frequent  cause  of  abdominal  pain,  though  it  has  been  referred  to 
indirectly;  that  is,  the  condition  of  constipation,  an  every-day  com- 
plaint, generally  attended  with  considerable  discomfort. 

Regarding  Dr.  Warbasse's  theory  of  peritoneal  irritation  in 
abdominal  pain  characterized  by  colic,  it  would  seem  almost  as  though 
he  had  answered  his  own  proposition  when  he  explained  the  pathology 
of  intestinal  colic,  as  a  tension  placed  upon  the  fibres  of  the  muscularis 
muscosse. 

Dr.  Cabot  in  his  recent  book  on  differential  diagnosis,  which  is 
fresh  from  the  press,  lays  down  briefly  general  principles  to  obtain  in 
the  consideration  of  abdominal  pain.  He  says  that  under  ordinary 
circumstances  in  the  great  majority  of  cases,  general  abdominal  pain 
will  be  found  to  be  due  to  gastro-intestinal  conditions.  If  our  patients 
are  women,  we  must  take  into  consideration  at  once  the  possibility  of 
some  disturbance  in  the  internal  genitalia.  In  middle  life  there  is  a 
particular  predilection  to  gall  bladder  disease.  If  our  patients  are  old 
men  or  young  girls,  summarizing  everything,  he  says  that  we  should 
always  consider  the  urinary  tract.  This  provides  us  with  a  brief 
working  basis. 

III. 

From  the  Neurological  Standpoint. 
By  Frederic  C.  Eastman,  M.D., 

of  Brooklyn,  N.  Y. 

THE  significance  of  abdominal  pain  occurring  in  the  course  of 
nervous  affections,  will  perhaps  be  better  understood  if  we  first 
briefly  review  certain  anatomical  facts  which  play  an  exceedingly 
important  role  in  its  production.  The  studies  of  Head  and  Mac- 
kenzie have  made  clear  how  pain  may  be  produced  in  certain  definite 
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areas  of  the  abdomen,  from  entirely  different  causes.  Without  going 
into  details,  it  is  only  necessary  for  the  purposes  of  this  paper  to 
briefly  recite  a  few  of  their  conclusions: 

1.  Abdominal  tenderness  in  visceral  diseases  is  due  to  irritation 
of  the  several  spinal  segments  controlling  its  skin  and  muscles,  each 
segment  having  its  definite  representation  on  the  abdominal  wall. 
Painful  stimuli  passing  from  the  affected  viscus  through  the  sympa- 
thetic, reach  the  various  spinal  segments  via  the  rami  communicantes, 
and  are  referred  to  the  ends  of  the  peripheral  sensory  nerves,  so  that 
we  have  here  a  reflex  arc  composed  entirely  of  sensory  elements. 

2.  Mackenzie  has  demonstrated  by  dissections  that  serous  mem- 
branes are  devoid  of  spinal  nerves,  and  by  experiments  upon  patients 
operated  upon  without  an  anesthetic,  that  pressure  applied  to  an 
exposed  organ  is  not  an  adequate  stimulus  to  produce  pain :  he  there- 
fore argues  that  the  pain  which  results  from  pressure  over  the  organ 
covered  by  the  external  body  wall,  must  really  be  felt  in  the  wall 
itself,  consequently,  abdominal  tenderness  will  always  be  due  to 
cutaneous  or  muscular  hyperesthesia. 

3.  All  abdominal  pain,  with  the  exception  of  that  arising  from 
the  pelvis  and  capsule  of  the  kidney,  ureter,  part  of  the  duodenum  and 
common  bile  duct,  is  felt  in  the  abdominal  wall  through  the  intercostal 
nerves. 

Having  in  mind  the  anatomical  factors  concerned  in  the  produc- 
tion of  pain,  let  us  consider  in  a  broad  sense  what  conditions  may 
cause  it.    They  may  be  roughly  stated  as: 

Organic. 

1.  Inflammatory  conditions  of  the  viscera. 

2.  Contraction  or  passive  dilatation  of  hollow  viscera. 

3.  Irritation  of  the  posterior  nerve  roots. 

4.  Diseases  of  the  spinal  segments. 

5.  Lesions  of  the  intercostal  nerves. 

6.  Spasm  or  inflammation  of  the  abdominal  muscles. 

Functional. 

1.  Neuralgias  and  other  so-called  neurasthenic  pains. 

2.  Psychic  pains  of  hysteria. 

Leaving  to  other  departments  the  consideration  of  the  intrinsic 
viscerai  lesions,  let  us  concern  ourselves  with  pains  due  chiefly  to 
diseases  of  the  posterior  nerve  roots,  spinal  segments,  the  intercostal 
nerves  and  with  pains  due  purely  to  functional  conditions. 

Diseases  of  the  Nerve  Roots. 
Herpes  zoster  as  a  cause  for  abdominal  pain  needs  only  passing 
mention.  The  superficial  nature  of  the  pain,  its  neuralgic  character, 
the  presence  of  maximal  points  of  tenderness,  and  the  development 
of  herpes  should  make  the  diagnosis  easy.  Of  far  greater  importance 
are  the  various  crises  of  tabes.  Gastric  crises  are  more  apt  to  deceive 
than  almost  any  other  form  of  purely  nervous  abdominal  pain, 
especially  as  it  is  so  apt  to  occur  in  the  pre- ataxic  stage  of  the  disease 
at  a  time  when  the  leg  pains  are  liable  to  be  regarded  as  rheumatic 
and  the  recto-vesical  symptoms  are  not  sufficiently  marked  to  cause 
much  attention.  The  gastralgia  and  vomiting  which  persist  some- 
times for  days,  may  very  easily  be  regarded  as  symptoms  of  gastric 
ulcer.    It  was  only  a  few  weeks  ago  that  the  writer  saw  a  young 
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man  who  had  been  recently  operated  upon  for  supposed  gastric  ulcer. 
When  the  abdomen  was  opened,  nothing  was  found.  The  physical 
examination,  made  after  the  operation,  showed  a  well-marked  Argyll- 
Robertson  pupil,  lost  knee  jerks,  the  Romberg  symptom  and  anesthesia 
of  the  chest  wall.  Another  case  was  that  of  a  lady  who  had  been 
having  her  stomach  washed  out  every  day  for  months  for  the  relief 
of  repeated  attacks  of  pain  and  vomiting.  Her  pin-point  pupils  first 
attracted  attention,  and  it  needed  only  the  most  casual  examination 
to  demonstrate  a  well-developed  case  of  tabes. 

The  nervous  mechanism  employed  in  the  production  of  these 
gastric  crises  is  still  a  moot  question,  but  they  are  probably  due  to  a 
tenesmus  of  the  stomach  walls  produced  by  irritation  of  the  peripheral 
roots  of  the  vagus  lying  in  the  jugular  foramen,  and  are  thus  analo- 
gous to  the  lightning  pains  caused  by  irritation  of  the  spinal  nerve 
roots.  In  fact,  abdominal  pain  with  a  history  of  paroxysmal  pains 
in  the  extremities,  or  bladder  disturbance,  should  always  arouse  our 
suspicions  of  tabes. 

Intestinal  crises  are  somewhat  rare,  but  do  occur.  They  begin 
with  severe  pains  in  the  bowels,  are  attended  by  watery  diarrhea  with 
great  tenesmus.  These  attacks  may  continue  for  two  or  three  days, 
every  attempt  at  taking  food  or  fluids  being  followed  by  tenesemus 
due  to  setting  up  of  peristaltic  movements. 

Vesical  crises  are  extremely  rare.  They  are  attended  by  severe 
paroxysmal  pain  in  the  bladder  and  urethra,  accompanied  by  terrible 
tenesmus.  All  the  different  forms  of  crises  are  characterized  by 
(i)  Sudden  onset  and  abrupt  termination,  (2)  The  ferocity  of  the 
pain  with  its  apparent  causelessness,  (3)  Absence  of  abdominal  ten- 
derness. In  gastric  crises,  the  pain  is  located  in  the  epigastrium  with 
a  tendency  to  radiate  in  various  directions.  Dr.  Browning  has  called 
attention  to  an  area  of  tenderness  located  on  the  left  side  of  the  spinal 
column  in  the  neighborhood  of  the  tenth  dorsal  segment,  which  he 
has  observed  to  persist  throughout  the  crises  in  several  cases,  and  to 
subside  in  the  interim  between  them.  One  or  two  diagnostic  probabil- 
ities that  may  be  added  to  the  weight  of  evidence  in  a  given  case  are 
first  that  tabetic  crises  practically  never  occur  before  adult  life,  and 
secondly,  statistics  show  that  there  is  only  one  case  of  tabes  occurring 
in  women  to  every  ten  of  men. 

Diseased  Conditions  of  Spinal  Segments. 

Representative  lesions  of  the  spinal  segments  producing  abdominal 
pain  are  spinal  caries  and  tumors  affecting  the  spinal  cord.  Of  course, 
this  proposition  applies  only  to  lesions  involving  the  lower  dorsal 
segments  of  the  cord.  Pain  is  often  the  first  symptom  of  spinal  caries. 
It  is  limited  to  the  distribution  of  the  nerve  roots  involved,  and  is 
manifest  as  shooting  pains  which  encircle  the  body.  Pain  and  in- 
creased knee  jerk  may  be  the  only  symptoms  present  for  some  time 
previous  to  the  development  of  muscular  rigidities  and  spinal  defor- 
mity, but  the  fact  that  the  pain  is  usually  symmetrical,  its  intense 
burning  character,  the  marked  increase  on  any  muscular  movement, 
together  with  the  presence  of  maximal  points  of  tenderness,  should 
point  to  the  true  seat  of  trouble. 

Tumors  affecting  the  cord  in  the  lower  half  of  the  dorsal  region, 
are  capable  of  producing  severe  abdominal  pain.  Starr,  in  the 
American  Journal  of  the  Medical  Sciences,  June,  1895,  says:  "There 
is  no  other  disease  which  causes  such  definitely  localized  recurring  and 
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persistent  pain  as  tumor  of  the  spinal  cord,  and  in  any  case  in  which 
pain  is  continued  for  over  a  month  in  one  particular  part  of  the  body, 
there  being  no  local  disease  to  explain  it,  and  no  evidence  of  spinal 
caries,  a  tumor  is  probable."  These  cases  may  prove  very  puzzling, 
for  the  pain  is  apt  to  be  unilateral  for  some  time,  bending  the  back 
doesn't  increase  it  and  there  is  rarely  rigidity  of  the  spine.  Another 
point  that  increases  the  difficulty  of  early  diagnosis  is  the  absence  of 
tenderness  in  the  nerve  trunks.  Of  course  the  pain  soon  becomes 
bilateral  and  the  development  of  pressure  symptoms  then  make 
diagnosis  easy. 

Functional  Pain. 

We  have  now  considered,  in  a  rather  sketchy  way,  the  chief 
organic  causes  of  abdominal  pain  due  to  disturbances  of  the  nervous 
system.  It  now  remains  simply  to  summarize  pains  of  functional 
origin,  but  these  are  so  numerous  and  are  due  to  such  a  variety  of 
causes,  that  unless  one  chooses  to  throw  them  all  together  into  the 
neurasthenic  scrapbasket,  it  hardly  seems  feasible  to  attempt  a  classifi- 
cation in  a  paper  of  such  limited  scope,  particularly  as  most  of  them 
do  not  offer  great  difficulty  of  diagnosis.  There  is  one  form  of  func- 
tional trouble,  however,  that  frequently  has  marked  significance,  and 
that  is  the  psychic  pain  of  hysteria.  We  will  allow  a  brief  outline  of 
some  of  the  peculiarities  of  hysterical  hyperesthesia  to  be  the  repre- 
sentative of  this  type  of  nervous  disturbance.  Hysteria  is  always 
interesting  in  its  protean  manifestations,  and  its  bizarre  character  is 
especially  well  shown  in  the  symptom  under  discussion.  A  patient  is 
presented  complaining  of  obscure  abdominal  symptoms.  Examination 
shows  an  intensely  hyperesthetic  region  in  the  epigastrium.  But 
there  are  certain  peculiarities  about  this  hyperesthesia  that  attract 
attention.  It  is  observed  that  the  patient  is  exremely  apprehensive, 
that  she  shrieks,  and  cries  out  long  before  the  tender  area  is  actually 
touched,  that  the  very  slightest  grazing  of  the  skin  appears  to  cause 
as  much  reaction,  and  even  more,  than  deep  pressure.  When  we 
examine  this  hyperesthetic  area  with  an  esthesiometer,  we  find  that 
our  patient  can  detect  the  two  points  only  with  difficulty  even  when 
they  are  at  a  considerable  distance  apart.  Variations  of  pressure  do 
not  seem  to  cause  any  difference  in  the  amount  of  suffering.  Another 
strange  thing  we  notice  is,  that  if  we  can  once  get  her  attention  distracted, 
it  is  possible  to  palpate  this  exquisitely  tender  area  with  impunity,  and 
indeed,  in  some  cases  we  find  that  it  is  absolutely  anesthetic.  Another 
oddity  sometimes  encountered  on  subsequent  examinations  is  a 
material  change  in  the  boundaries  of  hyperesthesia  mapped  out  at  the 
first  visit. 

Now,  what  do  all  these  contradictions  mean?  How  may  we  ex- 
plain these  apparent  anomalies?  We  know  that  the  essence  of  the 
hysterical  temperament  consists  of  a  peculiar  contraction  of  conscious- 
ness. The  hysteric  seems  incapable  of  devoting  attention  to  more 
than  a  few  things  at  a  time,  but  frequently,  upon  some  one  thing,  the 
attention  may  be  intensely  concentrated.  This  facusing  of  attention 
explains  the  so-called  "zones  of  hyperesthesia."  There  seems  to  be  a 
general  impression  that  these  zones  are  limited  to  the  mammary  and 
ovarian  regions,  but  as  a  matter  of  fact,  they  may  originate  at  any 
point  in  the  body.  The  writer  has  a  case  under  observation  at  the 
present  time,  in  which  there  is  a  zone  on  the  left  upper  arm,  about 
an  inch  in  diameter,  slight  pressure  on  which  is  sufficient  to  send  the 
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patient  into  convulsions.  This  hysterical  tenderness  is  almost  always 
initiated  by  some  real  accident  or  by  a  psychic  experience  of  an 
unpleasant  nature,  the  memory  of  which  is  brought  back  vividly  to 
consciousness  by  association  of  ideas  through  contact,  and  the  patient 
again  lives  through  the  emotion  and  fright  of  her  first  experience. 
The  reason  we  find  the  breasts  and  ovarian  regions  so  frequently  the 
seat  of  hyperesthetic  zones  is  probably  because  these  areas  are  naturally 
sensitive  and  very  easily  become  the  starting  point  of  pains. 

The  diagnosis  in  these  conditions  will  depend  upon  the  patient's 
history,  the  presence  of  hysterical  stigmata,  the  absence  of  local 
redness  or  swelling,  and  particularly  upon  the  changeable  and  con- 
tradictory nature  of  all  the  symptoms.  As  an  example  of  this  con- 
trariness, may  be  cited  a  case  recently  examined,  that  of  a  young 
woman  who  complained  of  such  exquisite  tenderness  in  one  of  her 
fingers  that  she  could  barely  endure  the  touch  of  a  camel's  hair  brush, 
yet  a  moment  later  she  herself  absentmindedly  bound  the  finger 
tightly  with  a  bandage. 

To  conclude:  In  approaching  any  case  of  abdominal  pain,  one 
thing  should  always  be  borne  in  mind,  and  that  is  the  necessity  for 
a  general  physical  examination.  This  is  the  prime  consideration  in 
the  exclusion  of  pain  due  to  nervous  afTections.  If  everyone  did  this 
in  examining  their  cases  of  abdominal  pain,  there  would  be  almost 
no  excuse  for  this  paper,  but  we  are  all  so  prone  to  associate  pain 
with  the  nearest  organ  in  sight,  or  rather  feeling,  that  we  forget  all 
spontaneous  abdominal  pain  is  referred,  that  tenderness  of  the  viscera 
themselves  is  merely  an  illusion,  and  that  abdominal  tenderness  is 
always  due  to  cutaneous  or  muscular  hyperesthesia. 

IV. 
Discussion. 

Dr.  Arthur  C.  Brush,  in  discussion,  said:  "What  is  pain? 
Pain  is  a  subjective  symptom.  People  refer  pains  to  the  portion  of 
the  body  of  which  they  have  a  knowledge,  in  other  words,  to  the  end 
of  the  nerve  from  which  the  irritation  arises.  Unfortunately,  most 
people  have  little  knowledge  of  the  internal  organs  or  their  positions, 
and  pains  arising  from  a  particular  region  they  refer  back  to  the 
external  world,  as  it  were,  or  to  some  portion  of  the  body  of  which 
they  have  a  psychic  knowledge.  The  result  is  an  indefinite  location. 
Pain  arising  from  internal  organs  does  not  follow,  as  Dr.  Eastman 
said,  any  simple  path. 

"As  to  the  question  of  organic  disease,  especially  tabes,  Dr.  East- 
man has  said  a  good  deal  concerning  it,  which  only  emphasizes  the 
fact  that  you  cannot  know  the  patient  too  thoroughly  before  attempting 
to  make  any  diagnosis.  We  are  also  led  to  consider  the  fact  that 
although  a  patient  may  have  tabes,  he  may  also  have  some  organic 
condition  and  we  may  think  his  pains  the  crises. 

"The  question  of  some  people  suffering  pain  with  a  smile  and 
some  greatly  disturbed  from  slight  pain  is  undoubtedly  true,  but  when 
you  see  a  patient  with  tabes  crises,  with  his  white  face,  drawn  and 
anxious,  pupils  dilated,  you  will  feel  confident  there  is  something  the 
matter  with  him.  Neuroses  of  hysteria  have  led  to  many  mistakes, 
but  a  patient  with  hysteria  may  suffer  from  real  disease.  The  hys- 
terical pain  is  very  superficial.    The  patient  dreads  the  slightest  touch, 
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but  when  the  attention  is  diverted,  he  will  allow  any  handling  of  the 
part. 

"As  Dr.  Eastman,  in  his  closing,  summed  up,  we  cannot  know 
our  patient  too  well  before  making  a  diagnosis." 

Dr.  Thomas  B.  Spence,  in  continuing  the  discussion,  said:  "I  do 
not  think  that  anything  is  more  difficult  than  the  attempt  a  patient 
makes  to  describe  to  his  doctor  just  what  particular  kind  of  pain  he  is 
having,  and  it  is  so  many  times  impossible  to  interpret  adequately  the 
description  that  is  given  us.  One  patient  will  tell  you  that  he  is  having 
most  violent  pains  and  have  a  smile  on  his  face  when  he  tells  you  it. 
Another  patient  will  tell  you  that  he  is  having  very  little  pain,  hardly 
any  at  all,  and  perhaps  you  discover  he  has  a  perforation  of  the 
appendix.  This  attempt  to  interpret  what  a  patient  tells  you  is  a  very 
misleading  thing,  but,  of  course,  that  is  the  only  way  we  know  what 
the  pain  is. 

"There  are  some  pains,  of  course,  quite  peculiar  and  character- 
istic. An  appendicitis  pain,  the  pain  of  a  perforative  peritonitis,  pain 
due  to  duodenal  ulcer  and  pain  due  to  gall  stones  are  often  quite 
characteristic,  but  all  of  these  pains  are  many  times  quite  the  opposite. 
As  illustrations,  two  cases  of  perforation  of  the  stomach  come  to  my 
mind.  One  complained  of  a  pain  in  her  left  hypochondrium,  the  other 
complained  of  a  pain  in  the  right  iliac  region.  Both  were  perforations 
of  the  lesser  curvature  of  the  stomach.  Of  course,  there  were  other 
things  that  were  quite  characteristic  about  those  perforations,  but  the 
pain  itself  gave  us  absolutely  no  clue  as  to  what  was  the  matter.  It 
was  a  signal  to  the  patient  that  something  was  wrong  in  the  abdomen 
and  in  those  particular  cases  that  was  as  far  as  we  could  go  so  far  as 
pain  was  concerned. 

"I  think  that  in  the  vast  majority  of  acute  surgical  cases,  all  that 
pain  means  is  that  it  is  a  signal  to  the  patient  that  something  is  wrong 
in  his  abdomen,  and  as  has  been  said  by  the  reader  of  each  paper,  it 
calls  for  an  abdominal  examination,  and  it  is  only  then  that  we  can 
interpret  the  meaning  of  that  pain.  It  comes  to  us  after  we  have 
made  a  complete  examination. 

"There  is  probably  nothing  quite  so  characteristic  in  the  line  of 
abdominal  pain,  as  the  pain  of  ectopic  gestation,  yet  we  are  many  times 
mistaken.  I  have  made  a  diagnosis  of  it  over  the  telephone  at  times 
when  it  had  not  occurred  to  the  physician  that  such  a  condition  was 
present.  Of  course,  there  are  other  symptoms  you  can  hardly  avoid 
seeing  that  go  with  it. 

"In  many  of  the  chronic  conditions  that  are  mentioned,  pain, 
perhaps,  helps  us  a  little,  but  it  takes  a  most  careful  and  thorough 
study  of  all  the  other  symptoms  before  we  can  feel  at  all  like  inter- 
preting the  meaning  of  the  pain  which  is  not  only  elusive,  but  often 
misleading." 

Dr.  Tames  P.  Warbasse,  in  closing  the  discussion,  said :  "This  is 
so  large  a  subject,  Air.  Chairman,  I  am  sure  that  none  of  us  feel 
that  we  have  dealt  adequately  with  it.  It  is  impossible  to  discuss  pain 
with  any  satisfaction,  unless  we  associate  with  it  the  related  symptoms. 
To  take  out  one  group  of  manifestations  of  disease  of  this  sort  and 
attempt  to  figure  anything  satisfactory  out  of  it,  is  difficult.  The  fact 
that  none  of  these  pains  are  really  characteristic,  I  think,  should  be 
driven  home  to-night.  Indeed,  so  far  are  they  from  being  pathog- 
nomonic, that  no  diagnosis  should  depend  upon  pain  alone. 

"The  tendency  of  pains  to  be  referred  is  important.    I  recall 
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instances  in  which  the  pain  of  ectopic  gestation  was  not  located  in  the 
lower  abdominal  or  pelvic  regions  but  was  referred  to  the  hypochon- 
driac regions  on  one  or  the  other  side.  I  recall  a  case  of  ectopic 
gestation  on  the  right  side  which  was  diagnosed  cholelithiasis,  as  the 
pain  and  the  apparent  tenderness  in  the  biliary  region  seemed  to 
justify  such  a  diagnosis.  When  we  think  of  the  pains  in  the  sub- 
scapular region  which  characterize  ulcer  of  the  stomach,  we  see  how 
remote  from  the  seat  of  disease  the  pain  may  appear. 

"I  recall  to  mind  now  a  case  of  renal  calculus  which  was  not 
characterized  by  the  pain  of  that  disease  but  by  abdominal  pain  located 
in  the  region  of  the  umbilicus,  which  was  quite  confusing  and  to 
account  for  which  there  was  no  other  disease  discoverable.  There 
was  severe  pain  in  the  region  of  the  umbilicus,  and  a  stone  in  the 
ureter  was  found  to  account  for  it. 

"When  we  appreciate  these  things,  we  see  how  inadequate  are 
attempts  to  lay  down  rules,  and  to  speak  of  certain  pains  as  character- 
istic.   To  attempt  a  diagnosis  based  on  pain  alone,  is  unwise." 


DEATH  FOLLOWING  AN  ATTACK  OF  CHICKEN  POX.* 
By  Henry  M.  Kalvin,  M.D., 

Asst.  Visiting  Surgeon,  Coney  Island  Hospital,  Brooklyn,  N.  Y. 

IN  presenting  this  fatal  case  of  chicken  pox  I  beg  to  offer  my 
apology  and  regret  at  my  inability  to  have  a  complete  history 
inasmuch  as  I  was  unable  to  have  any  blood  cultures  taken.  The 
patient,  Lea  G.,  six  years  old,  was  not  very  robust  and  had  a  negative 
early  history ;  both  parents  alive  and  well ;  has  one  younger  brother, 
three  years  old,  who  has  an  eczema  under  the  arms  and  genitals; 
otherwise  in  good  health.  Up  to  date  of  my  seeing  patient  she  at- 
tended school.  On  Friday,  December  29,  191 1,  I  saw  her  for  the 
first  time  with  a  well  defined  papular  vesicular  eruption,  which  had 
appeared  the  day  previous,  mostly  on  the  trunk  and  some  on  the  head, 
face  and  neck,  the  vesicles  being  arranged  in  groups.  There  was  no 
umbilication.  The  vesicles  were  ovoid  in  shape  and  contained  for  the 
most  part  clear  fluid  while  a  few  contained  a  turbid  fluid.  The 
vesicles  were  superficial  and  there  was  at  this  time  no  surrounding 
infiltration  or  hyperemia.  Temperature  i02l/2  deg.,  pulse  120,  respi- 
rations 26.  December  31,  191 1,  I  saw  patient  again  and  she  had 
developed  fresh  crops  and  more  of  them.  Temperature  103^  deg., 
pulse  126,  respirations  26;  vomiting,  more  or  less,  all  nourishment 
taken.  January  1,  1912,  the  crusts,  dark  brown  in  color,  were  falling 
off  and  the  rash  seemed  to  be  subsiding  with  this  exception,  that  there 
developed  under  the  right  axilla  in  the  region  of  the  fifth  rib  bullae, 
or  large  vesicles,  four  in  number  arranged  in  the  form  of  an  irregular 
square  and  from  one  and  a  half  to  two  inches  apart.  Three  of  these 
bullae  were  under  the  left  axilla,  one  on  each  labia,  one  on  the  right 
thigh;  surounding  these  bullae  was  a  red  areola;  temperature  101^ 
deg.,  pulse  90,  respiration  20,  vomiting  during  the  night  and  part  of 
the  day.  January  2,  1912;  the  bullae  not  so  full  of  fluid,  darker  in 
appearance,  surrounded  by  larger  areola  of  redness;  patient  complain- 
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ing  of  much  pain  in  these  spots,  despite  dressings ;  the  rest  of  the  rash 
disappearing  rapidly.  Temperature,  pulse,  respiration  normal.  Vomit- 
ing persistent,  despite  medication  and  restricted  liquid  diet. 

January  3,  1912:  The  bullae  darker  and  flatter;  the  red  areola 
almost  coalescing  with  the  red  areola  of  its  neighbors,  while  the  areola 
around  the  single  bullae  were  several  inches  in  diameter  and  very 
painful.  Temperature,  pulse,  and  respiration  normal.  Urine  nega- 
tive.   Vomiting  day  and  night. 

January  4,  1912:  Bullae  presented  a  gangrenous  appearance  and 
the  red  areola  surrounding  the  bullae  under  the  arms  coalesced  forming 
one  large  area  of  redness;  much  pain;  vomiting;  temperature,  pulse 
and  respiration  normal. 

From  the  5th  of  January  to  the  14th  of  January,  1912,  there  was 
not  very  much  change.  The  redness  remained  stationary,  but  painful, 
the  vomiting  would  be  lessened  one  day  and  worse  the  next,  and  was 
greenish  in  character.  The  temperature,  pulse  and  respiration  were 
normal ;  urine  negative,  and  the  patient  very  nervous  and  fretful,  and 
had  an  anxious  look. 

On  January  4,  1912,  Dr.  Van  Cott  saw  the  patient  and  admin- 
istered one-half  cc.  of  the  mixed  vaccines  and  I  am  sorry  to  report 
with  no  appreciable  result. 

January  15th,  16th  and  17th,  no  change;  vomiting  persistent, 
urine  negative. 

January  17th,  all  nourishment  and  medication  by  mouth  stopped. 
Murphy  drip  saline  instituted. 

January  18,  1912 :  Vomiting  not  so  persistent,  but  patient  suffer- 
ing from  extreme  thirst,  and  there  was  a  little  edema  about  the  lower 
eyelids.  She  complained  of  more  pain  than  usual  when  the  dressings 
were  changed.  At  10.45  P-  M.  she  awoke  with  a  scream  and  ceased 
to  talk,  the  pulse  getting  very  weak  and  refusing  to  respond  to  stimu- 
lation ;  urine  showed  signs  of  acute  nephritis. 

January  19,  1912:  Patient  comatose;  pulse  failing  rapidly;  no 
response  to  any  stimulation,  and  the  end  came  a  few  minutes  past 
eleven,  A.  M. 

Dr.  Blatteis,  Dr.  Louria,  as  well  as  a  diagnostician  of  the  Board 
of  Health,  saw  the  case  and  confirmed  the  diagnosis  of  chicken  pox. 
There  were  no  cutaneous  ecchymoses  or  bleeding  from  the  mucous 
membranes. 

I  believe  that  the  cause  of  death  in  this  case  was  septicemia,  and 
that  the  gangrenous  areas  were  the  result  of  a  mixed  infection  which, 
entering  the  system  of  this  not  too  robust  child,  caused  her  death. 
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THE  SPRING  MEETING  OF  THE  ASSOCIATED 
PHYSICIANS  OF  LONG  ISLAND. 

HE  spring  meeting  will  be  held  June  22,  1912,  at  Sayville.  Large 


power  boats  will  transport  the  members  to  the  beach,  where  lun- 


cheon  will  be  served  in  the  open.  The  formal  address  will  be 
delivered  after  luncheon.  Sail  boats  will  be  available  for  those  who 
care  to  use  them.  It  is  hoped  this  plan  for  the  meeting  will  bring  out 
a  very  large  attendance.  Arrangements  have  been  made  to  take  care 
of  the  members  if  the  day  should  be  rainy. 


THE  QUARANTINE  SERVICE  OF  THE  PORT  OF 
NEW  YORK. 

FHE  quarantine  service  of  the  Port  of  New  York  is  probably  first 


in  importance  among  the  world's  Quarantine  Stations.    This  is 


true  because  it  is  located  at  the  watergaic  of  the  greatest  seaport 
of  the  world,  and  its  protecting  influence  intervenes  between  im- 
ported diseases  and  a  huge  urban  population.  The  protection  of  this 
urban  population  is  its  immediate  concern ;  but  its  work  does  not  end 
with  such  protection,  because  the  river  of  immigration  that  flows  into 
this  country  through  the  Narrows,  only  touches  New  York  City  first, 
and  at  New  York  City  breaks  up  into  innumerable  streams  that  flow 
over  the  whole  vast  area  of  this  continent.  In  the  last  fiscal  year, 
4,701  vessels  were  boarded  and  inspected  by  the  Health  Officer's  De- 
partment and  553,485  immigrants  were  subjected  to  examination.  It 
is  likely  that  the  total  number  of  immigrants  passing  under  the  eye 
of  the  Health  Officer  of  the  port  this  year  will  be  much  larger,  all 
the  indications  pointing  to  an  accelerated  and  augmented  migratory 
tide  particularly  from  the  countries  bordering  upon  the  shores  of  the 
Mediterranean.  The  Italian  immigration  will  probably  show  the 
greatest  volume,  and  causes  connected  with  the  warfare  between 
Italy  and  Turkey  are  responsible  for  this  fact.  Those  causes,  also, 
because  warfare  is  always  creative  of  pathogenic  conditions,  are  a 
subject  of  grave  concern  to  the  Quarantine  Department.  While  the 
reports  from  the  Mediterranean  indicate  that  the  Italian  Sanitary 
Authorities  have  stamped  out  to  a  considerable  extent  the  cholera  that 
was  so  prevalent  in  Italy  last  year,  yet  in  that  country,  as  elsewhere, 
smallpox  is  prevalent  at  the  present  time  and  my  advices  from  beyond 
Italv  indicate  that  medical  authorities  there  expect  more  or  less 
cholera  with  the  advent  of  summer. 

This  being  the  situation  upon  what  I  might  call  the  aggressive 
side  of  our  problem  I  wish  to  have  the  medical  profession  thoroughly 
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familiar  with  the  situation  with  respect  to  the  problem's  defensive 
side.  The  quarantine  equipment  at  this  port  should  be  commensurate 
with  the  magnitude  of  the  port  and  the  dignity  of  the  State  of  New 
York.  It  should  be  complete  and  modern.  It  is  neither  of  these.  The 
hospital  buildings  at  both  the  Islands  and  the  detention  pavilion  ac- 
commodations on  Hoffman  Island  are  not  what  they  should  be.  Hoff- 
man Island  is  the  island  under  the  control  of  the  Health  Officer  which 
is  used  for  the  detention  of  persons  whose  exposure  to  contagion  or 
infection  gives  rise  to  the  possibility  of  a  development  of  disease 
among  them.  It  is  upon  this  island  that  immigrants  taken  from  in- 
coming vessels,  upon  which  contagious  or  infectious  disease  has  ap- 
peared, are  assembled  and  sheltered  during  the  period  of  incubation. 
The  assembly  now  takes  place  upon  a  large  cement  court,  where  the 
immigrants,  if  in  large  numbers  are  herded  together.  There  is  no 
shelter  for  them  from  the  heat  of  the  sun  or  the  rigors  of  rain  or 
snow.  This  is  inhuman  treatment,  and  likely,  as  physicians  will 
readily  see,  to  be  conducive  to  outbreaks  of  diseases.  It  is  anything 
but  humane.  It  is  due  to  no  lack  of  sensibility  upon  the  part  of  those 
in  charge  but  to  the  limited  accommodations  which  the  State  has  here 
provided.  It  will  be  noted  that  the  treatment  universally  recommend- 
ed by  Quarantine  experts,  of  segregation  in  small  groups,  is  absolutely 
impossible  under  these  conditions.  Some  attempt  has  been  made  at 
subsegregation  by  the  stretching  of  rope  barriers,  but  such  an  ex- 
pedient was  little  better  than  nothing.  At  Swinburne  Island  lack 
of  necessary  dormitory  accommodations  limits  the  capacity  of  the 
hospitals,  in  cases  such  as  cholera  which  require  individual  treatment, 
to  forty,  whereas  with  a  slight  additional  dormitory  construction,  this 
capacity  could  be  greatly  increased.  On  neither  of  the  islands  did  I 
find  the  slightest  fire  protection  and  I  dread  to  think  what  might  have 
been  the  horror  of  a  sudden  and  serious  fire  on  either  island  at  a  time 
when  several  hundred  patients  were  under  treatment  at  Swinburne 
Island,  and  several  thousand  suspects  detained  at  Hoffman.  There  is 
a  driven  well  at  Hoffman  Island,  but  it  is  inadequate,  and  Swinburne 
Island  is  compelled  to  depend  altogether  for  potable  waters  upon  the 
roof  drainage,  and  for  water  for  washing  purposes  upon  the  trans- 
portation service  between  the  Quarantine  Station  and  the  island. 

I  have  not  spoken  yet  of  the  Laboratory.  This  building  is  an  old 
wooden  boat-house.  It  is  too  small  to  accommodate  those  who  must 
work  in  it  in  normal  times,  and  in  critical  times,  such  as  the  Depart- 
ment went  through  last  summer.  The  bacteriologists  whom  the  State 
assembled  from  Albany  and  Buffalo  and  elsewhere,  to  reinforce  the 
Health  Officer  here,  were  compelled  to  work  under  conditions  hostile 
to  scientific  work  of  any  kind  and  particularly  dangerous  to  the  bac- 
teriologists themselves  and  the  community  at  large,  because  of  the 
peculiar  nature  of  their  work  in  this  Department. 

These  are  some  of  the  defects  in  physical  equipment  here.  There 
are  others.  The  boat  service  is  in  decay.  The  docks  are  in  a  state  of 
disintegration.  Within  a  month  of  my  induction  into  office  here,  I 
applied  to  the  Legislature  for  an  amount  approximating  $400,000.00 
for  physical  betterments  on  the  islands  and  at  the  Quarantine  Station. 
The  members  of  the  Advisory  Board,  who  did  me  the  honor  to  ac- 
cept appointment  at  my  hands,  Dr.  Joshua  M.  Van  Cott,  Dr.  James 
Ewing,  Dr.  John  H.  Larkin,  Dr.  Francis  Carter  Wood  and  Dr.  Will- 
iam Hallock  Park,  appeared  before  Governor  Dix  in  support  of  this 
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request.  As  I  am  writing  this  I  am  advised  that  the  Legislature  saw 
fit  to  grant  only  part  of  the  funds  for  which  we  asked.  Sufficient 
has  been  provided,  I  believe,  to  enable  me  to  contract  immediately  for 
the  construction  of  a  modern  laboratory  building  and  to  replace  the 
worn  out  docks.  Meanwhile,  with  my  own  regular  subordinates,  I 
have  made  temporary  provisions  against  the  possibility  of  fire,  by  con- 
necting with  the  pumping  plant  on  Hoffman  Island  a  short  salt  water 
conduit,  by  means  of  which  the  waters  of  the  bay  can  be  utilized  in 
case  of  necessity.  The  buildings  that  we  now  have  are  being  renovated, 
several  hundred  new  beds  and  new  sets  of  blankets  have  been  ordered 
from  the  State  Prison  Department,  and  the  old  beds  are  being  treated 
to  a  coat  of  white  enamel,  which  will  have  the  effect  of  not  only  bright- 
ening the  wards  of  the  detention  pavilions  but  of  insuring  greater 
cleanliness.  Such  funds  as  have  been  provided  for  the  purpose  of 
physical  improvements  I  shall  contract  against  immediately,  and  by 
the  time  the  next  Legislature  meets,  I  hope  to  go  before  it  with  a 
definite  plan  of  improvement,  and  to  impress  upon  the  Senate  and 
Assembly,  the  wisdom  of  action  by  the  State  which  will  result  in  a 
complete  modern  physical  equipment  of  the  Quarantine  Service  at 
this  Port. 

,    Joseph  J.  O'Connell, 

Health  Officer  of  the  Port  of  New  York. 


MEDICAL  EDUCATION  OF  THE  PUBLIC. 

THE  medical  profession  may  be  said  to  be  wholly  committed  to 
the  policy  of  educating  the  public,  and  there  is  absolutely  no 
reason  for  supposing  that  it  will  ever  change  this  policy.  It  is 
time,  however,  that  we  began  to  take  note  of  certain  practical  results 
that  are  not  altogether  salutary. 

Our  altruistic  and  high-minded  endeavors  tend,  generally,  to  our 
own  economic  destruction,  and  there  is  justification  in  studying  the 
effect  of  medical  education  of  the  public  in  this  light,  as  well  as  in 
questioning  the  results  as  regards  the  welfare  of  the  people. 

It  sometimes  seems  to  us  that  we  have  succeeded  in  enabling  the 
people  to  dispense  with  much  of  the  service  once  rendered  by  the 
physician,  much  that  he  could  now  render  in  the  way  of  health  con- 
servation, but  not  in  lessening  their  dependence  upon  self-appointed 
health  advisers,  feeders,  exercisers,  physical  culture  faddists,  and 
exponents  of  freak  religious  systems.  To  what  purpose,  then,  have 
we  educated  them?  If  this  dependence  is  the  result  of  our  education, 
wherefore  call  we  this  section  of  the  public  educated? 

The  critic  may  say  that  these  weaknesses  are  witnessed  chiefly  in 
people  who  have  not  been  medically  educated.  But  it  is  our  convic- 
tion that  it  is  precisely  the  little  medical  knowledge  that  they  have 
acquired  that  has  proven  dangerous,  indeed  demoralizing,  to  them, 
and  made  froward  asses  of  basically  good  people. 

The  truth  is,  we  think,  that  the  public  cannot  be  educated  in  the 
sense  that  our  idealists  have  striven  for  so  nobly  and  so  tirelessly. 
We  cannot,  by  any  sort  of  pedagogic  magic,  transfer  to  any  layman 
our  own  understanding  of  things  medical.  That  which  is  the  final 
fruit  of  long,  laborious,  deep  and  broad  special  training  cannot  be 
implanted  in  another's  mind  as  one  would  pin  a  sprig  of  flowers  to 
his  lapel — nor  any  fraction  of  it,  save  perhaps  for  a  few  fleeting 
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moments.  The  degree  of  academic  success  achieved  is  not  only  not 
worth  while  but  pernicious,  as  a  rule,  in  the  sense  that  we  have 
intimated. 

The  key  to  the  pedagogic  fallacy  into  which  we  have  fallen  we 
conceive  to  lie  in  the  following  facts.  It  is  unfortunately  true  that 
the  most  intelligent  laymen  cannot  as  a  rule  grasp  medical  truths  as 
we  do  ourselves  or  even  form  correct  and  rational  notions  in  respect 
to  medical  problems.  Why  should  they  be  able  to?  Why  should 
we  expect  them  to?  Nor  do  we  consider  that  we  are  reflecting 
unpleasantly  on  the  intellectual  caliber  of  our  lay  brethren  in  asking 
such  questions.  What  would  the  medical  man's  knowledge  of  theol- 
ogy, or  finance,  or  economics,  or  art,  or  law,  avail  him  if  put  to  even 
slight  tests?  Yet  he  has  been  reading  and  hearing  about  such  matters 
all  his  life,  has  really  been  the  recipient  of  intensive  teaching,  yet  his 
high  intelligence  avails  him  almost  naught  in  these  fields.  Each  must 
be  cultivated  thoroughly,  from  truly  professional  viewpoints,  else 
farcical  results  will  flow  from  attempts  to  make  practical  use  of 
what  is  merely  a  cultural  acquisition.  Herein,  in  fact,  lies  the  reason 
for  the  practical  failure  of  Christianity.  Only  an  occasional  Tolstoy 
or  St.  Francis  possesses  the  spiritual  genius  that  enables  one  to 
comprehend  and  apply  the  teachings  of  Christ.  We  concede  at  once 
that  there  are  occasional  layman,  great  sanitary  engineers  and  men 
of  such  ilk,  who  can  get  the  right  perspective  as  to  things  medical, 
but  this  fact  does  not  help  the  general  situation  now  under  discussion. 
The  education  of  the  public  is  a  Sisyphean  task.  Though  it  be  a 
crime  to  say  so  in  these  days,  some  there  are  who  regret  the  passing 
of  the  aristocratic  traditions  of  the  profession. 

There  is  no  use  in  trying  to  get  a  sick  man  to  live  right  unless 
we  closely  supervise  the  job.  He  cannot  order  it  himself.  We  must 
order  it.  And  the  well  man  will  come  to  grief  if  he  fails  to  put  the 
conservation  of  his  health  into  the  hands  of  a  wise  physician.  If 
he  depends  upon  the  fakers  his  downward  physical  and  psychic  course 
will  be  expedited.  Just  at  present  we  are  giving  too  many  physio- 
logical powers  of  attorney  to  our  patients.  We  trust  them  too  much 
because  we  fancy  that  they  have  been  "highly  educated,"  medically, 
by  us.  Now  as  a  matter  of  fact  they  don't  and  can't  understand  the 
pesky  things  that  we  have  called  "physiological  powers  of  attorney," 
and  Somebody's  system  of  health  or  soul  building  is  much  simpler  and 
the  faker  wants  them  to  lean  entirely  on  him  and  not  think  at  all. 
In  the  competition  with  the  medical  profession  he  wins  "hands  down," 
of  course.  There  are  no  "highly  intelligent"  patients  in  just  exactly 
the  sense  that  might  be  devoutly  wished  for.  They  have  no  existence 
and  under  nearly  all  circumstances  our  intelligent  patients  will 
succumb  to  the  blandishments  of  the  high  grade  and  plausible  type  of 
faker  that  abounds  to-day  in  New  York.  They  only  have  to  fall  foul 
of  them  or  be  inducted  into  their  presence  by  other  intelligent  laymen 
in  order  to  capitulate.  There  is  no  bewitchment  or  lunacy  in  it  either. 
It  is  rather  in  accord  with  normal  human  psychology,  which  we 
medical  men  take  so  little  account  of.  We  it  is  who  are  bewitched, 
with  our  ridiculous  belief  in  the  medical  insight  of  those  who  have 
been  or  can  be  subjected  to  our  educational  propaganda. 

Were  medical  education  of  the  public  at  all  effective  the  least  it 
should  do  would  be  to  make  its  recipients  unamenable  to  the  blandish- 
ments of  fakers,  and  it  has  not  done  that.  On  the  contrary,  the  fakers 
have  never  flourished  to  such  a  degree  before  as  they  are  flourishing 
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now,  and  they  have  the  medical  pedagogues  very  largely  to  thank  for 
their  success.  The  doctors  are  "in  bad"  from  every  economic  point 
of  view.  They  have  no  power  to  speak  of  in  legislative  affairs  affect- 
ing them,  and  recently  we  heard  with  astonishment  the  suggestion  of 
the  head  of  the  Education  Department  of  the  State  that  different 
educational  tests  ought  to  be  applied  to  different  kinds  of  practi- 
tioners! How  much  will  the  medical  profession  have  to  do  with  the 
final  decision  of  this  gentleman  and  his  colleagues,  men  like  the  editor 
of  the  Brooklyn  Daily  Eagle,  an  active  partisan  of  the  anti-vivisection- 
ists  and  the  Vice-Chancellor  of  the  Board  of  Regents?  And  still  we 
discuss  scientific  papers  in  our  societies  and  forget  the  economic  condi- 
tions which  confront  us  ?   Thus  do  we  fiddle  while  Rome  burns. 

We  should  be  the  physicians  of  our  patients  more  than  we  are  at 
present.  They  should  have  less  of  a  silly  smattering  of  medical  knowl- 
edge and  be  really  dependent  upon  us.  This  authority  should  extend 
to  groups  as  well  as  to  individuals,  even  to  State  matters.  We  are 
stating  what  ought  to  be,  not  what  prevails.  People  should  not  be 
taught  to  be  their  own  physicians  in  any  sense.  They  may  decide 
that  Christian  Science  is  much  simpler  than  being  one's  own  physician, 
however  partially.  Indeed,  one  of  the  charms  of  Christian  Science 
is  that  it  eliminates  medical  education  altogether.  How  would  we 
physicians  like  to  be  our  own  lawyers,  theologians,  or  artists  in  a 
manner  cognate  to  that  which  we  exact  from  our  patients  with  whom 
we  insist  upon  sharing  our  scientific  attainments?  The  doctor  has 
a  perfect  mania  for  talking  shop  and  taking  everybody  into  his  confi- 
dence and  the  confidence  of  the  whole  profession.  The  man  with  gall- 
stones is  assumed  to  be  greatly  interested  in  the  chemistry  of  these 
formations.  He  may  pretend  to  be,  but  he  isn't.  He  is  interested  in 
getting  rid  of  them  and  in  nothing  else  germane  to  the  subject. 

As  in  political  life  the  people  must  depend  upon  representative 
government  carried  on  by  trained  and  reputable  specialists,  so  ought 
they  to  depend  upon  the  medical  profession  in  sickness  and  in  health. 
The  medical  democracy  aimed  at  by  the  idealists  who  believe  in  popu- 
lar medical  education  is  no  more  feasible  than  the  political  democracy 
postulated  by  certain  demagogues.  The  right  of  private  judgment  for 
everybody  is  a  beautiful  thing  in  theory,  but  in  practice  uneven  ad- 
justments result  that  are  unsatisfactory.  The  premise  upon  which  it 
rests — god-like  intelligence  on  the  part  of  the  masses — is  intellectual 
flubdub.  All  this  may  be  deemed  reactionary.  At  any  rate  the  writer 
cherishes  no  misconceptions  as  to  the  profession's  probable  future 
course  and  is  not  trying  to  persuade  anybody  to  change  his  views  or 
his  practices.  He  is  only  a  spectator  who  views  the  passing  show  and 
comments  upon  it. 

Is  a  profession  so  high  in  enlightenment,  so  perfect  in  unity,  so 
strong  in  authority,  as  to  be  medically  supreme  in  the  State  and 
nation,  its  members  a  veritable  priesthood,  those  to  whom  it  ministers 
bound  by  its  mandates,  and  those  who  rise  up  as  self-constituted 
tinkerers  with  the  bodies  and  minds  of  the  people  subject  to  its 
anathema,  unthinkable?  Of  such  a  profession  should  we  have  to 
postulate  infallibility,  inspiration  and  scientific  prescience  not  of 
mundane  nature,  and  an  otherwise  god-like  equipment?  Is  such  a 
conception,  even  in  modified  form,  out  of  keeping  with  the  spirit  of 
the  age?  The  writer  takes  for  granted  that  such  is  the  view  of  those 
who  mould  professional  thought  and  opinion,  and  it  is  his  under- 
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standing-  that  their  philosophy  prompts  them  to  ignore  the  supposedly 
unattainable  and  pin  their  faith  to  the  fetish  and  expedient  of  popular 
education,  itself,  in  the  writer's  view,  unthinkable  not  only  because  not 
feasible  and  false  in  its  premises  but  because  it  implies,  logically,  the 
ultimate  annihilation  of  the  profession  if  not  of  medicine.  Thorough 
popular  education,  the  only  sort  theoretically  desirable,  would  make 
the  profession  as  we  know  it  to-day  unnecessary.  Such  a  medical 
democratization  is  a  silly  dream  and  professionally  suicidal  even  if 
regarded  as  feasible.  We  should  take  these  matters  into  deeper  philos- 
ophic account  and  not  proceed  in  our  present  headlong  fashion. 

Is  the  profession  to  become  higher  and  mightier  or  is  it  to  lose 
yet  more  caste?  What  is  its  ultimate  destiny?  Is  it  on  the  verge  of 
a  socialization  and  decadence  into  bureaucratic  activities  such  as  a 
socialistic  State — the  worst  of  tyrannies — would  initiate?  Are  its 
members  one  day  to  rank  as  do  government  employees  now?  Re- 
spectable and  competent  it  is  true  such  employees  are,  but  a  great 
profession  must  be  something  more  than  that. 

The  splendid  medical  men  in  the  government  services  to-day  are 
not  the  type  of  public  medical  servants  who  would  be  drafted  for  the 
army  and  navy  of  a  socialistic  State.  They  are  physicians  first  and 
officers  afterward.  This  status  would  be  reversed  in  the  socialistic 
organization.  Indeed,  under  pure  socialism  it  wouldn't  matter  much 
to  a  man  whether  he  served  as  a  doctor  or  a  street  sweeper.  It  would 
matter  much  to  a  State  stupid  enough  to  deal  with  men  as  though 
they  were  marionettes  and  not,  normally,  self-selecting  agents  with 
the  inherent  instinct  for  development,  but  not  to  such  men  after  re- 
duction to  socialistic  exploitation  and  slavery.  What  it  would  matter 
to  the  best  professional  and  scientific  interests  is  patent  enough. 

What's  to  be  done  ?  Are  we  in  the  fell  clutch  of  circumstance  ? 
Are  we  impotent  to  determine  our  own  fate?  Is  this  fate  to  be  de- 
termined by  unfriendly  and  reactionary  forces  outside  of  ourselves, 
and  are  we  blindly  aiding  them  at  the  present  time?  Is  our  policy 
of  popular  education  a  phase  of  evolution  or  of  decadence? 

Arthur  C.  Jacobson. 


THE  SANE  CONTROL  OF  VENEREAL  DISEASES. 

IN  a  recent  bulletin  of  the  Department  of  Health  of  the  City  of 
New  York  the  opinion  is  expressed  that  a  comprehensive  plan  for 
the  sane  control  of  venereal  diseases  is  possible  in  the  near  future. 
As  the  first  step  in  this  direction  the  Department  of  Health  have  se- 
cured from  the  Board  of  Estimate  an  appropriation  of  fifty-five 
thousand  dollars  for  a  new  Venereal  Disease  Hospital  to  be  situated 
on  North  Brother  Island. 

The  resolutions  as  approved  by  the  Advisory  Board  and  as 
adopted  by  the  Board  of  Health  in  February,  require  that  Superin- 
tendents or  other  officers  in  charge  of  public  institutions,  such  as 
dispensaries,  clinics,  charitable  and  correctional  institutions,  includ- 
ing all  institutions  which  are  supported  in  full  or  in  part  by  voluntary 
contributions,  shall  report  promptly  to  the  Department  of  Health  the 
name,  sex,  age,  nationality,  race,  marital  state  and  address  of  every 
patient  under  observation  suffering  from  venereal  diseases.  In  ad- 
dition, all  physicians  are  requested  to  furnish  similar  information  con- 
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cerning  private  patients  under  their  care,  except  that  the  name  and 
address  of  the  patient  need  not  be  reported. 

The  Board  of  Health  will  undertake  to  make  the  necessary  bacte- 
riological examinations  and  tests  for  the  diagnosis  of  these  diseases, 
and  the  distribution  of  curative  sera,  but  only  on  condition  that  the 
data  required  for  the  registration  of  the  case  be  furnished  by  the 
physician  treating  the  patient. 

A  copy  of  the  resolutions  in  full  is  as  follows: 

Whereas,  The  venereal  diseases  are  infectious,  communicable  and  prevent- 
able, and  constitute  a  serious  menace  to  the  public  health,  thus  properly  coming 
under  the  charge  of  the  public  health  authorities,  and 

Whereas,  It  is  well  established  that  no  administrative  control  of  such  dis- 
eases is  possible  without  a  system  of  notification  and  registration,  associated  with 
provision  for  the  municipal  care  of  patients  unable  or  unwilling  to  place  them- 
selves under  proper  medical  care  and  to  take  the  precautions  necessary  to  pre- 
vent the  infection  of  others,  be  it  Therefore 

Resolved,  First,  That  on  and  after  May  i,  1912,  the  superintendent  or  other 
officers  in  charge  of  all  public  institutions  such  as  hospitals,  dispensaries,  clinics, 
homes,  asylums,  charitable  and  correctional  institutions,  including  all  institu- 
tions which  are  supported  in  whole  or  in  part  by  voluntary  contri- 
butions, be  required  to  report  promptly  the  name,  sex,  age,  national- 
ity, race,  marital  state  and  address  of  every  patient  under  observation  suffering 
from  syphilis,  in  every  stage,  chancroid,  or  gonorrhoeal  infection  of  every  kind, 
(including  gonorrhoeal  arthritis)  stating  the  name,  character,  stage  and  dura- 
tion of  the  infection,  the  date  and  source  of  contraction  of  the  infection,  if  ob- 
tainable, and 

Second,  That  all  physicians  be  requested  to  furnish  similar  information 
concerning  private  patients  under  their  care,  excepting  that  the  name  and  ad- 
dress of  the  patient  need  not  be  reported. 

Third,  That  all  information  and  all  reports,  in  connection  with  persons  suf- 
fering from  these  diseases,  shall  be  regarded  as  absolutely  confidential,  and  shall 
not  be  accessible  by  the  public  nor  shall  such  records  be  deemed  public  records. 

Fourth,  That  the  Department  of  Health  shall  provide  facilities  for  the  free 
bacteriological  examination  of  discharges  for  the  diagnosis  of  gonorrhoeal  in- 
fections, and  also  shall  provide,  without  charge,  vaccines  for  the  treatment  of 
such  infections,  and 

Fifth,  That  the  Department  of  Health  shall  undertake  to  make,  without 
charge,  the  Wassermann  and  the  Noguchi  tests  for  the  diagnosis  of  syphilis  and 
examine  specimens  for  spirochetes. 

Sixth,  That  these  diagnostic  and  therapeutic  facilities  be  extended  only 
when  the  data  required  for  the  registration  of  the  case  be  furnished  by  the  phy- 
sician treating  the  patient,  and 

Seventh,  That  the  Department  provide  and  distribute  circulars  of  informa- 
tion in  relation  to  these  diseases. 

This  action  on  the  part  of  the  Department  of  Health  is  really  the 
first  sane  attempt  that  has  been  made  to  check  the  spread  of  venereal 
diseases  in  New  York  City. 

People  may  be  educated  and  may  be  made  to  understand  the 
dangers  arising  from  these  diseases,  but  that  will  not  limit  the  spread 
of  the  disease.  The  only  way  to  do  this  is  by  the  proper  control  of 
those  who  have  the  disease  and  making  it  either  impossible  for  them 
to  spread  the  disease  or  subject  them  to  punishment  upon  conviction 
of  the  disease  having  been  spread  by  them.  The  objection  so  often 
raised  that  physicians  could  not  or  would  not  properly  report  the 
existence  of  venereal  diseases  is  overcome  in  a  measure  by  the  provi- 
sions of  these  resolutions,  for  it  requires  that  all  those  who  apply  to 
nublic  institutions  for  their  relief  must  necessarily  have  their  names 
submitted  to  the  Department  of  Health  and  a  record  of  the  disease 
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kept  in  that  way.  The  physicians  are  encouraged  to  send  a  report 
of  their  cases  to  the  Health  Department  and  in  return  the  Health 
Department  makes  all  of  the  other  examinations  for  them  and  pro- 
vides them  with  the  means  of  eradicating  the  disorder. 

The  physicians  of  Long  Island  are  urged  to  co-operate  with  the 
Health  Department  in  this  campaign  which,  if  properly  conducted, 
will  slowly  react  to  the  benefit  of  the  community  as  a  whole. 


STATE  CONTROL  OF  THE  PRACTICE  OF  THE 
SPECIALTIES* 

HE  New  York  Times  of  March  3,  1912,  calls  the  particular  at- 


tention of  its  readers  to  an  article  written  by  Dr.  Emil  Amberg 


of  Detroit,  Michigan,  entitled,  "Why  the  Practice  of  the  Special- 
ties Should  be  Controlled,"  which  appeared  in  the  Journal  of  the 
American  Medical  Association  of  February  3,  1912.  The  Times, 
while  it  made  no  comment  on  Dr.  Amberg's  contribution,  evidently 
considered  the  subject  of  considerable  public  interest  because  it  re- 
printed, in  its  news  columns,  the  entire  original  article.  In  this,  Dr. 
Amberg  deplores  the  fact  that  under  existing  laws  governing  the 
practice  of  medicine  any  reputable  member  of  the  medical  profession 
may  call  himself  a  specialist;  and  he  rather  vigorously  contends  that 
this  "condition  of  anarchy"  should  be  changed  and  "that  a  State  board 
of  licensure"  controlling  the  education  and  licensing  of  the  specialist 
should  properly  obtain. 

The  question  here  raised  by  Dr.  Amberg  is  by  no  means  a  new 
one.  It  has  not  infrequently  been  considered  both  in  private  and 
public  discussions  with  the  result  that  one  fact,  at  least,  has  been  clearly 
demonstrated,  namely,  that  it  is  a  many-sided  problem  which  should 
be  viewed  from  a  variety  of  standpoints.  For  example,  there  is  the 
grave  social  and  economic  side  .which  is  bound  to  present  itself  when- 
ever and  wherever  restrictive  legislation  is  contemplated  or  proposed. 
Looking  at  it  from  the  economic  side,  the  condition  which  confronts 
us  is  not  one  of  the  "absence  of  government,"  to  quote  Dr.  Amberg, 
but  rather  a  question  of  unnecessary  and  undue  governmental  inter- 
ference with  individual  right  of  choice.  The  citizen's  quarrel  with 
the  State,  in  these  matters,  is  inherent  and  fundamental,  because  the 
citizen  recognizes  in  State  control  an  influence  and  power  which  fre- 
quently tend  toward  intrusive,  impertinent,  and  unjust  restraint  of 
personal  liberty.  Moreover,  this  influence  and  power  is  often  born 
of  ignorance  and  base  political  corruption.  And  so  the  citizen,  having 
become  a  reputable  physician  or  surgeon — having  complied  with  all 
the  laws  and  educational  requirements  governing  his  admission  to  the 
rank  and  file  of  his  profession — may,  perhaps,  with  reasonable  fair- 
ness, feel  that  in  point  of  qualification,  at  least,  he  has  already  dis- 
charged his  full  obligation  to  the  public  and  that  therefore  he  is  justi- 
fied in  resisting  the  State's  interference  in  his  choice  of  professional 
work.  Again :  it  has  been  maintained  that  sufficient  restriction  already 
exists  in  the  fact  that  the  specialist  is  held  to  extraordinary  account- 
ability for  results  obtained;  and  it  is  true  that  in  repeated  interpreta- 
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tions  and  constructions  of  the  laws  governing  the  practice  of  medicine, 
the  courts  have  declared  that  no  member  of  the  medical  profession 
may  assume  special  knowledge  without,  at  the  same  time,  assuming 
a  very  heavy,  almost  burdensome,  professional  and  financial  respon- 
sibility. Therefore,  it  might  almost  seem  that  in  his  clamor  for  fur- 
ther restrictive  legislation  the  specialist  should,  perhaps,  be  protected 
against  himself. 

Further:  even  under  the  most  exacting  conditions  that  can  be 
imagined,  there  will  always  be  "specialists  and  specialists,"  as  there 
are  now  "doctors  and  doctors" ;  no  amount  of  legislative  enactment 
can  effect  uniform  excellence;  and  whether  the  State  does  or  does 
not  exercise  control,  the  general  practitioner,  by  reason  of  the  peculiar 
position  which  he  has  always  occupied  in  relation  to  the  public,  must 
remain  the  final  judge  of  the  character  and  quality  of  special  skill. 
The  recognition  of  this  fact  on  the  part  of  the  public  will  prove  a 
greater  protection  to  the  layman  and  to  the  specialist  alike  than  any 
law  that  can,  at  this  time,  be  placed  upon  the  statute  books :  a  proper 
appreciation  of  this  truth  will  send  the  patient  to  the  most  discriminat- 
ing adviser,  and  the  specialist  who,  in  the  estimation  of  those  most 
capable  of  judging  possesses  the  greatest  ability,  will  be  conceded  his 
professional  rank  far  more  surely  than  it  can  be  fixed  by  crude  legis- 
lation. Thus  it  will  be  seen  that  from  whatever  standpoint  the  sub- 
ject is  examined,  all  must  agree  that  immediate  good  can  be  accom- 
plished through  educational  means :  the  public  should  be  informed  that 
the  State  has  set  no  standard  for  the  specialist,  that  he  is,  as  Dr. 
Amberg  has  contended,  self-elective.  The  present  need  is  enlighten- 
ment on  this  point;  when  that  is  given,  as  in  all  matters  of  a  similar 
character,  wise  and  just  government  will  follow. 


REASONABLE    AND    SEASONABLE    LIMITATION  OF 
SUMMER  MORBIDITY  AND  MORTALITY  IN 
YOUNG  CHILDREN. 

r  I  THE  time  to  begin  the  treatment  of  the  summer  diarrheas  of 


infants  is  in  the  late  spring  or  the  early  summer.  Gastro-enteric 


disturbances  as  expressed  in  infants  and  young  children  are  not 
always  acute  processes  and  a  careful  history  taking  will  practically 
alwavs  reveal  the  fact  that  the  supposed  acute  attack  is  merely  one 
that  is  developed  upon  a  soil  long  prepared  for  it. 

One  who  sees  many  children  can  predict  with  considerable  cer- 
tainty which  infants  will  add  to  the  usual  summer  morbidity  and  mor- 
tality. 

It  cannot  be  stated  too  forcibly,  that  the  prevention  or  limitation 
of  the  slight  and  common  digestive  disturbances  occurring  before 
the  onset  of  hot  weather  is  the  most  efficient  means  that  we  have  at 
our  disposal  in  the  prevention  and  limitation  of  summer  infant  mor- 
tality. Not  only  in  July  and  August,  but  in  May,  June  and  September, 
any  digestive  disturbance  in  an  infant  and  particularly  in  those  who 
are  under  the  age  of  nine  or  ten  months  should  be  treated  as  the  pos- 
sible beginning  of  a  fatal  disease. 

In  calculating  the  factor  of  digestive  efficiency,  the  question  of 
increase  in  weight  should  not  be  the  only  or  the  chief  one.  Other 
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elements,  such  as  comfortable  digestion,  regularity  of  the  bowel  func- 
tion coupled  with  adequacy  of  the  stool  and  the  evidences  of  perfect 
assimilation,  are  quite  as  important. 

Thus,  the  general  condition  of  the  particular  infant  may  warrant 
us  in  the  prediction  that  summer  gastro-enteric  disease  only  needs 
an  exciting  cause  to  bring  it  about.  On  the  other  hand,  the  condition 
may  be  such  as  to  indicate  that  even  under  ordinarily  unfavorable  cir- 
cumstances, summer  gastro-enteric  disease  will  be  resisted. 

Given  an  infant  who  experiences  a  normal,  restful  sleep,  who  has 
not  only  regular  but  adequate  bowel  evacuations,  with  a  normal,  well 
digested  stool,  who  has  an  oral  cavity  which  is  not  diseased  and  is 
kept  clean,  and  who  is  happy,  contented  and  playful,  we  have  one  who 
will  probably  entirely  escape  any  serious  gastro-enteric  disease,  or,  if 
infected,  one  who  will  exhibit  an  immediate  and  successful  resistance 
to  it. 

In  contradistinction  to  this,  at  this  time  of  year,  we  see  infants 
who  suffer  from  more  or  less  frequent  attacks  of  vomiting,  gastric 
or  intestinal  distention,  irritations  about  the  anal  region  or  the  napkin 
area,  or  who  have  daily  but  inadequate  bowel  evacuations  and  evi- 
dences of  undigested  food  in  the  stool,  who  have  diseased  oral  cavities, 
or  exhibit  evidences  of  discomfort  or  fretfulness;  with  one  or  more 
of  these  factors  present  we  can  almost  certainly  predict,  with  the  onset 
of  hot  weather,  the  occurrence  of  serious  disease  with  an  uncertain 
termination. 

Therefore,  as  far  as  an  adequate  prophylaxis  is  concerned,  recog- 
nition must  be  given  to  the  usually  more  trivial  symptoms  which  in 
any  way  can  be  connected  with  the  gastro-enteric  tract,  and  efficient 
treatment  of  these  must  be  instituted  at  once. 

In  the  face  of  a  threatened  epidemic  of  smallpox,  the  physician 
rounds  up  his  little  patients  and  freely  vaccinates  or  places  the 
responsibility  of  not  having  it  done  upon  the  parents.  Now,  summer 
gastro-enteric  disease  is  more-  certain  to  be  with  us  than  is  smallpox, 
and  it  claims  many  times  more  victims.  It  is  as  much  one's  duty  to 
round  up  those  little  patients  who  will  almost  certainly  suffer,  and 
as  far  as  possible  correct  existing  conditions,  or  at  least  place  the 
responsibility  for  not  having  it  done  upon  the  parents,  so  that  summer 
gastro-enteric  disease  may  be  robbed  of  some  of  its  victims.  But  the 
summer  time  may  be  too  late;  the  only  rational  and  safe  procedure  is 
to  do  it  NOW.  LeGrand  Kerr. 
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Regular  Meeting,  October  5,  191 1. 
The  President,  John  A.  Lee,  M.D.,  in  the  chair. 

(Continued  from  page  144.) 


A  Case  of  Intussusception  Complicated  by  a  Diverticulum. 

Dr.  Warren  L.  Duffield  reported  the  case  of  a  boy,  thirteen  years  of  age, 
who  was  admitted  to  the  Jewish  Hospital  on  July  17th,  191 1.  He  had  previously 
suffered  from  a  number  of  attacks  of  colic  accompanied  by  severe  vomiting. 
Before  admission  he  had  severe  attacks  of  pain  in  the  epigastrium  accompanied 
by  persistent  vomiting  and  an  obstructive  condition.  The  bowels  moved  the  day 
before  admission,  at  which  time  there  was  a  small  fluid  stool,  containing  blood. 
The  pain  remained  constant  in  the  epigastric  and  umbilical  regions.  On  admis- 
sion his  abdomen  was  found  to  be  markedly  distended  and  rigid.  Tympanitic 
and  moderately  tender,  most  markedly  around  and  above  the  umbilicus.  No  mass 
palpable  either  by  abdominal  or  rectal  examination.  The  abdomen  was  opened  and 
a  large  amount  of  serous  fluid  was  found,  also  an  intussusception  of  ileum  into 
ileum  with  many  points  of  local  necrosis  in  the  intestinal  wall.  The  intussuscep- 
tion reached  nearly  to  the  cecum.  A  resection  of  the  intussuscepted  portion  of  the 
gut  was  done  and  an  end  to  end  anastomosis  was  performed.  A  satisfactory 
recovery  followed.  The  pathologist  reported  that  the  intissuscipiens  was  25  cm. 
long.  At  one  end  of  the  specimen  there  was  a  diverticulum  10  cm.  long,  termi- 
nating in  a  thickened  extremity.   The  tip  of  this  diverticulum  was  intussuscepted. 


Dr.  Royale  H.  Fowler  reported  a  case  of  this  rare  condition  which  oc- 
curred in  a  patient  fifty-eight  years  of  age,  who  was  admitted  to  the  German 
Hospital  on  December  7th,  1910.  The  hernia  had  existed  for  eighteen  years.  Five 
days  ago  it  had  become  irreducible  and  required  operation.  An  opening  was  made 
in  the  sac  and  a  strangulated  portion  of  the  cecum  was  found  to  be  in  it.  The 
gangrenous  portion  was  excised  and  the  wound  in  the  bowel  closed.  The  hernial 
defect  was  then  sutured  and  an  uneventful  recovery  with  primary  union  followed. 

A  second  case  was  reported  by  Dr.  Fowler.  The  patient  was  admitted  to 
Seney  Hospital  on  November  22d,  1910,  with  an  irreducible  oblique  inguinal 
hernia.  On  opening  the  sac,  the  tip  of  the  appendix  was  found  within  it.  It  was 
not  feasible  at  that  time  to  remove  it.    A  typical  Bassini  operation  was  done. 


Dr.  Royale  H.  Fowler  presented  a  case  which  occurred  in  a  man  forty 
years  of  age,  who  was  pulled  from  a  wagon  and  sustained  a  dislocation  of  the 
knee.  The  left  knee  was  flexed  and  there  was  some  abduction.  The  outer  portion 
of  the  head  of  the  tibia  was  very  prominent  on  the  outer  side.  The  inner 
tuberosity  of  the  tibia  was  in  contact  with  the  external  condyle  of  the  femur. 
The  patella  was  dislocated  outward.  The  patient  could  not  straighten  his  leg. 
He  also  had  a  fracture  of  the  external  tuberosity  of  the  tibia,  involving  the  joint. 
Under  ether  anesthesia,  reduction  was  easily  accomplished.  Ten  days  later  the 
man  died  of  lobar  pneumonia.  Upon  opening  the  knee  joint  which  had  been  in- 
jured, an  effusion  of  blood  was  found.  The  outer  half  of  the  head  of  the  tibia 
was  the  subject  of  a  comminuted  fracture.  The  external  lateral  ligament  was 
torn  across.    The  anterior  ligament  was  completely  torn.    The  internal  ligament 


A  Case  of  Hernia  of  the  Cecum  and  Appendix. 
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was  only  partially  ruptured.  Both  anterior  crucial  ligaments  were  torn.  The 
posterior  were  intact.    The  main  blood  vessels  and  nerves  were  not  injured. 

From  a  study  of  this  case  it  would  seem  that  the  dislocation  resulted  from  a 
rupture  of  the  internal  lateral  and  external,  and  perhaps  the  crucial  ligaments  by 
abduction  of  the  leg  followed  by  a  gliding  of  the  articular  surfaces.  These  in- 
juries are  of  extreme  gravity.  The  popliteal  vessels  are  frequently  injured  and 
the  condition  is  frequently  compounded.  Where  the  wound  of  the  knee  joint 
communicates  with  the  skin,  infection  is  very  apt  to  take  place.  In  the  treatment 
of  the  condition  reduction  is  usually  accomplished.  Immobilization  is  necessary 
for  three  or  four  months.    In  certain  cases  arthrotomy  is  necessary. 

A  Case  of  Foreign  Body  in  the  Appendix. 

Dr.  Royale  H.  Fowler  presented  the  history  of  a  patient  sixty-six  years  of 
age,  who  had  a  typical  history  of  appendicitis  with  pain  chiefly  in  the  right  iliac 
fossa.  Operation  revealed  rather  a  profuse  peritonitis  surrounding  a  gangrenous 
appendix,  which  was  perforated  and  contained  a  large  enterolith.  On  opening  the 
appendix  a  pin  was  found  within  the  enterolith.  The  pin  itself  had  not  perforated 
•'he  appendix.    The  patient  died  of  general  septic  peritonitis. 


TRANSACTIONS  OF  THE  MEDICAL  SOCIETY  OF  THE 
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Stated  Meeting,  March  19,  1912. 

The  President,  Elias  H.  Bartley,  M.D.,  in  the  chair. 

The  Problem  of  the  Prevention  of  Insanity. 

Dr.  August  Hoch,  of  Ward's  Island,  read  a  paper  with  the  above  title. 

Abstract. 

Dr.  Hoch  pointed  out  that  very  often  the  necessity  for  doing  something  to 
prevent  insanity  was  painted  in  rather  strong  colors,  and  that  the  statement  was 
made  that  there  was  a  rapid  increase  of  insanity.  Such  an  actual  increase  is  by 
no  means  proven,  and  it  is  extremely  unlikely  that  a  progressive  inheritable 
degeneracy  would  go  on  at  a  rate  indicated  by  the  increasing  admission  to  the 
hospitals.  But  there  are  reasons  enough  why  we  should  take  as  active  measures 
as  possible.  Even  conservatively  speaking,  at  least  20  to  30  per  cent,  of  the  cases 
admitted  to  the  hospitals  are  due.to  syphilis  and  alcohol.  Both  of  these  causes 
are  theoretically  manageable,  though  much  ignorance,  prejudice  and  selfishness 
stand  in  the  way  of  practical  management.  In  the  other  psychoses  the  prob- 
lem is  less  simple.  Though  physical  causes,  such  as  bodily  diseases,  unhealthy 
living,  over-exertion,  are  all  of  some  importance,  yet  by  far  the  greater  weight 
should  be  placed  on  mental  causes  and  constitutional  abnormalities.  In  order  to 
understand  this  in  each  case,  much  study  which  goes  below  the  mere  surface 
is  needed.  General  rules  of  prevention  are  difficult  to  give;  individualization  is 
necessary,  and  a  much  greater  responsibility  must  be  developed  in  the  physicians 
towards  slighter  mental  abnormalities  which  are  often  danger  signals;  and  in 
general,  the  physicians  should  take  mental  symptoms,  wherever  they  occur,  much 
more  seriously  than  they  do  at  present.  A  mental  breakdown  not  infrequently 
represents  merely  a  final  break  in  the  compensation  which  more  often  than  is 
commonly  supposed  could  have  been  avoided.  Heredity  is,  of  course,  im- 
portant, but  over  it  we  should  not  lose  our  faith  in  the  possibility  of  training^ 
and  in  this  direction,  particularly,  the  importance  of  childhood,  during  which 
the  reactions  are  essentially  formed,  is  too  little  considered;  and  not  the  least 
important  factor  in  the  training  of  childhood  is  the  correct  shaping  of  the  sexual 
instinct  which  naturally  must  have  its  beginnings  with  birth  and  not  only  at 
puberty  as  is  commonly  assumed.  All  this  can  only  improve  when  medical 
schools  recognize  their  duty  in  the  direction  of  proper  training  of  physicians  by 
giving  instruction  which  is  guided,  not  only  by  a  desire  to  teach  the  diagnosis 
of  some  forms  of  insanity,  but  by  the  wider  aspects  of  the  mental  health  of  the 
community. 

Discussion. 

Dr.  W.  L.  Russell,  of  Bloomingdale  Hospital,  in  discussing  the  problem  of 
the  prevention  of  insanity  said:  "Those  of  us  who  are  engaged  in  the  institu- 
tional care  of  mental  diseases  have  for  many  years  felt  that  a  certain  interest  was 
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lacking  in  our  work  and  it  is  very  gratifying  to  find  now  a  growing  interest  in  the 
profession  generally.  This  is  especially  so  because  those  who  have  given  much 
thought  to  the  broader  aspects  of  our  work  have  long  understood  that  the  prob- 
lem was  only  being  crudely  dealt  with  in  the  system  of  institutional  care,  and 
that  the  practical  psychiatry  of  the  future  which  was  going  to  be  really  ef- 
fective belonged  to  the  profession  at  large  and  must  be  what  could  be  applied 
to  the  cases  as  they  arose  in  the  practice  of  the  physicians. 

"Dr.  Hoch  has  covered  the  principal  aspects  of  the  subject  so  well  that  I 
will  confine  my  remarks  entirely  to  bringing  out  a  few  points  in  regard  to  the 
practical  needs  of  the  situation  as  they  appear  to  us  engaged  in  the  special  field 
in  institutions. 

"There  can  be  no  doubt  that  the  practitioner  of  medicine  deals  at  first 
hand  with  much  more  mental  disease  than  he  fully  realizes.  He  thinks  only  of 
the  grosser  forms  of  mental  disease,  but  even  with  these  he  perhaps  deals  more 
than  he  can  realize.  In  the  first  place,  the  patients  who  are  received  in  the  in- 
stitutions for  the  insane  give  a  history  of  an  average  duration  of  at  least  eleven 
months  before  admission  for  the  first  time.  During  that  time,  if  they  get  any 
treatment  at  all,  it  must  be  from  the  general  practitioners.  In  the  next  place, 
each  year  about  half  the  cases  admitted  are  discharged  again  and  go  out  for 
further  treatment  by  the  practitioners  or  no  treatment.  In  the  Criminal  Courts, 
in  the  Children's  Courts,  and  in  Reformatories,  it  is  well  known  that  at  least 
25%  of  the  cases  handled  are  cases  of  mental  disorder  of  one  kind  or  another, 
and  a  large  proportion  of  these,  if  they  receive  treatment  at  all,  must  receive 
it  from  the  general  practitioner. 

"The  provision  that  is  made  for  dealing  with  mental  diseases  in  any  com- 
munity is  entirely  inadequate  for  the  need  of  the  situation.  For  instance,  in 
the  State  of  New  York,  the  State  monopolizes  practically  the  institutional  work 
for  mental  diseases;  there  are  15  State  institutions,  in  which  there  are  about 
32,000  patients.  There  are  22  private  institutions,  in  which  there  are  only  about 
a  thousand  patients.  In  addition,  there  are  three  departments  for  mental  dis- 
ease at  general  hospitals,  one  at  Albany,  one  at  Bellevue  and  one  here  in  Brook- 
lyn, at  the  Kings  County  Hospital ;  this  is  practically  all  the  provision  that  is 
made  for  institutional  work  for  the  insane.  The  inadequacy  of  this  for  dealing 
with  a  large  class  of  sick  cases  who  may  be  found  anywhere  cannot  be  questioned. 

"Now  in  regard  to  the  practical  developments.  Some  of  these  have  been 
brought  out  by  Dr.  Hoch  and  it  is  unnecessary  to  go  into  them  in  detail.  I  do 
believe,  however,  that  it  is  a  duty  which  the  medical  profession  cannot  escape  to 
see  that  more  adequate  provision  is  made,  and  where  provision  is  now  made  that 
it  become  more  efficient.  I  am  quite  familiar  with  the  situation  here  in  Brooklyn, 
having  been  for  a  time  Superintendent  of  the  Long  Island  State  Hospital,  and 
I  know  that  the  local  provision  is  quite  inadequate,  although  far  better  than  in 
a  great  many  other  places.  The  great  possibilities  of  the  Long  Island  State 
Hospital  do  not  begin  to  be  realized.  The  title  of  the  property  has  not  yet  been 
turned  over  to  the  State  as  agreed  upon  by  the  City  in  1908,  and  the  develop- 
ments planned  have  not  been  carried  out,  largely  because  the  State  has  not 
a  clear  title  to  the  property. 

"One  other  aspect  of  the  situation  I  would  like  to  touch  upon  and  that  is 
in  regard  to  the  medico-legal  methods.  We  should  realize  that  in  order  to  give 
care  and  treatment  in  an  institution  for  mental  cases  some  member  of  the  fam- 
ily has  to  practically  appear  against  the  patient.  That  seems  to  be  a  very  im- 
proper state  of  affairs  and  it  is  fortunate  that  at  least  in  private  institutions,  vol- 
untary application  for  admission  is  made  with  growing  frequency.  At  Bloom- 
ingdale  Hospital  during  the  past  year  nearly  half  the  cases  came  in  on  voluntary 
application,  twenty-three  more  than  during  the  previous  year.  In  the  State 
hospitals,  however,  the  proportion  is  unfortunately  very  much  less.  The  medico- 
legal methods  should  surely  receive  more  attention  from  the  profession  because  they 
can  be  changed  without  much  trouble  and  frequently  they  are  changed  without 
receiving  any  adequate  attention  from  the  medical  profession.  At  present  there 
is  pending  a  bill  in  Albany  which  will  alter  completely  the  organization  of  the 
State  Commission  in  Lunacy.  The  law  now  provides  that  the  medical  member 
of  the  Commission  be  president  cx-officio.  If  this  bill  goes  through,  and  I  think 
there  is  very  little  doubt  that  it  will,  the  Commission  will  elect  its  own  chairman, 
who  need  not  be  a  physician,  and  there  is  no  doubt  that  under  some  circum- 
stances he  would  not  be  a  physician.  In  fact,  the  provision  is  evidently  framed 
with  a  view  to  this. 

"It  seems  to  me  that  the  study  and  care  of  the  insane — 33,000  patients  in 
institutions — is  the  greatest  medical  enterprise  in  this  State  and  it  deserves  the 
careful  attention  of  the  medical  profession,  to  see  that  it  is  safeguarded  along 
medical  lines. 
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"One  other  subject  I  did  not  think  of  speaking  of  and  that  was  in  regard 
to  the  movement  that  is  in  progress  relating  to  bringing  to  the  attention  of  the 
public  the  known  facts  in  regard  to  the  causes  of  insanity,  with  a  view  to  raising 
the  level  of  public  intelligence  on  the  subject  and  of  starting  certain  measures 
of  prevention.  There  is  in  this  State  a  Committee  known  as  the  Mental  Hygiene 
Committee  of  the  State  Charities  Aid  Association,  which  is  now  engaged  in 
this  work.  There  is  also  the  National  Committee,  of  which  Dr.  Barker,  of  Johns 
Hopkins,  is  president,  and  Dr.  Welch,  vice-president,  and  Dr.  George  Blumer, 
of  Yale,  chairman  of  the  executive  committee.  This  work,  though,  can  be  bet- 
ter explained  by  Dr.  Salmon  of  the  National  Committee,  who  is  here." 

Dr.  Thomas  W.  Salmon,  in  continuing  the  discussion,  said :  'T  am  very 
glad  to  say  a  few  things  about  the  work  of  the  National  Committee  for  Mental 
Hygiene.  About  four  years  ago  this  Committee  was  formed  by  about  sixty  peo- 
ple who  were  interested  in  obtaining  better  care  for  the  insane  of  this  country. 
Only  about  a  third  were  physicians  and  not  all  of  these  were  engaged  in  the 
special  field  of  psychiatry.  Some  were  educators,  sociologists,  philanthropists 
and  others  were  interested  in  the  welfare  of  the  insane. 

'The  work  of  the  National  Committee  for  Mental  Hygiene  is  a  national 
movement  for  the  prevention  of  insanity  and  for  improvement  in  the  care  of  the 
insane.  The  chief  object  is  to  secure  better  standards  for  the  care  of  those 
mentally  ill,  both  before  commitment,  while  they  still  remain  in  the  hands  of 
friends  and  of  police  officials,  and  after  they  have  been  committed  to  institu- 
tions. 

"There  are  today  about  200,000  insane  persons  in  the  public  hospitals  and 
asylums  of  the  United  States.  Of  this  number  more  than  12,000  resided  in 
Greater  New  York.  Each  year  about  3,000  new  cases  are  admitted  from  this 
city  and  about  1,500  return  from  the  hospitals  cured  or  improved. 

"In  this  country,  cases  of  tuberculosis  are  cared  for  in  substantially  the 
same  way  in  all  the  states,  but  the  care  of  the  insane  varies  from  jury  trial  and 
custodial  care  in  one  state  to  hospital  care  in  another.  There  are  states  where 
a  woman  who  has  become  delirious  and  confused  from  the  effects  of  an  acute 
infection  following  childbirth  must  be  tried  by  jury  before  she  can  receive  treat- 
ment in  a  hospital  for  the  insane.  In  other  states  she  can  be  received  upon  an 
emergency  order  and,  a  few  hours  after  application  is  made,  she  can  be  taken 
in  an  ambulance  to  a  hospital  for  the  insane  and  treatment  instituted  at  once. 

"The  early,  work  of  the  National  Committee  for  Mental  Hygiene  will  be  to 
secure  accurate  information  regarding  the  actual  care  of  the  insane  in  the  several 
states.  It  is  a  national  problem,  not  a  state  one,  although  there  is  but  one 
Government  Hospital  for  the  Insane,  St.  Elizabeth's  at  Washington.  It  seems 
also  that  the  National  Committee  for  Mental  Hygiene  can  perform  a  useful 
function  by  collecting  information  regarding  the  status  of  medical  education  in 
mental  diseases,  which  is  known  to  be  greatly  neglected. 

'"The  work  of  the  National  Committee  is  as  yet  in  too  unformed  a  stage 
to  permit  a  very  full  description  at  this  time  and  I  desire  only  to  give  a  general 
idea  of  the  magnitude  of  the  problem  to  be  attacked  and  some  idea  of  the  scope 
of  the  work  planned." 

Post-Operative  Gastro-Enteric  Paresis, 

Dr.  James  T.  Pilcher  read  a  paper  with  the  above  title. 

Abstract. 

The  occurrence  of  post-operative  gastro-enteric  paresis  is  relatively  fre- 
quent, and  the  paper  dealt  with  the  writer's  experience  in  sixty  odd  cases. 

The  previous  records  show  a  mortality  of  about  seventy  per  cent. ;  in  the 
present  series  the  mortality  rate  was  reduced  to  a  little  less  than  five  per  cent., 
and  in  the  last  twenty  cases  there  were  no  deaths. 

The  fact  was  brought  out  that  acute  dilatation  of  the  stomach  per  se  oc- 
curred in  many  other  conditions  than  those  found  post-operatively, — particular 
mention  being  made  of  pneumonia,  typhoid  fever,  debilitating  diseases,  acute  in- 
fectious diseases,  and  as  the  result  of  brain  and  spinal  injury. 

Of  the  sixty  cases  considered  the  majority  were  sequelae  of  gall  bladder 
operations ;  the  minority  comprising  cases  of  appendix,  colon,  intestine  and  kid- 
ney manipulation.  Dr.  Pilcher  considered  the  condition  to  be  the  result  of  either 
direct,  but  more  probably  reflex  irritation  through  the  sympathetic  plexuses  to 
the  semilunar  ganglion,  and  not  the  effect  of  a  narcotic  or  the  result  of  dis- 
turbed internal  secretions,  as  suggested  by  some  authors,  and  brought  forward 
very  conclusive  evidence  in  support  of  his  contention  that  the  compression  of  the 
duodenum  was  secondary  to  the  paresis  of  the  gut  and  stomach  and  not  the 
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primary  factor,  and  that  the  failure  to  recognize  the  concomitant  occurrence 
of  paresis  of  the  gut  as  well  as  that  of  the  stomach  was  the  reason  why  this 
condition  had  heretofore  proven  fatal.  The  prodromal  symptomatology  is  that 
of  restlessness,  depression,  excessive  thirst,  increasing  rapidity  and  feebleness  of 
the  pulse  and  scanty  urine,  which  symptom  complex  the  speaker  regarded  to  be 
quite  as  characteristic  as  is  the  regurgitation  and  distention  itself.  The  symp- 
toms, after  the  condition  is  established,  are  characteristic  and  easily  recognized, 
consisting  primarily  of  vomiting,  distention  and  collapse,  the  vomiting  being  of 
a  regurgitant  nature,  and  not  at  first  projectile;  small  in  amount  in  the  earlier 
stages,  consisting  as  a  rule  of  a  mouthful  of  greenish  or  grumous  material 
which  is  brought  up  without  much  effort  on  the  part  of  the  patient.  As  a  rule  it 
occurs  during  the  forty-eighth  hour,  but  may  occur  much  later. 

The  distention  is  always  a  very  evident  factor.  There  develops  in  this 
condition  an  almost  pathognomonic  languor  and  apathy  followed  soon  by  symp- 
toms of  collapse. 

The  treatment  is  prophylactic,  consisting  of  thorough  evacuation  of  the 
intestines  before  operation,  with  intravenous  injections  of  "Hormonal"  in  suit- 
able cases  before  operation,  and  a  minimum  manipulation  of  the  intra-abdominal 
structures,  particularly  those  in  the  upper  abdomen.  A  saline  solution  at  no 
degrees  F.,  two  quarts,  is  introduced  into  the  rectum  at  the  conclusion  of  all 
intra-abdominal  operations,  and  the  minimum  use  of  ether  or  chloroform  by  the 
open  method. 

The  active  treatment  consists  primarily  of  immediate  lavage  of  the  stomach, 
early,  repeated  and  prolonged,  until  the  return  is  perfectly  clear,  and  a  renewal 
of  lavage  at  the  first  evidence  of  redistention,  continued  nausea  or  a  return  of  the 
regurgitation.  Stimulating  enemata,  such  as  turpentine,  or  milk  and  molasses 
should  then  be  employed.  If  this  does  not  suffice  to  relieve  the  paresis,  20  to  40 
c.c.  of  "Hormonal"  should  be  injected  intravenously. 

In  the  five  cases  in  which  this  method  had  been  employed  the  results  had 
been  most  satisfactory.  In  order  to  synergise  the  action  of  the  "Hormonal," 
one-half  to  one  ounce  of  castor  oil  should  be  left  in  the  stomach  at  the  termina- 
tion of  the  last  lavage.  No  cathartics  should  be  employed  under  any  circum- 
stances until  after  the  stomach  has  been  thoroughly  evacuated,  on  account  of  the 
toxic  properties  of  the  retained  secretions.  Instillation  of  warm  saline  solution 
per  rectum  is  a  most  important  adjunct. 

The  diet  should  be  practically  dry  for  several  days. 

Postural  treatment  should  be  employed  only  as  an  adjunct  to  the  previously 
described  treatment.  Operative  treatment  is  to  be  discouraged  owing  to  the  ex- 
treme mortality  following  it. 

Discussion. 

Dr.  A.  T.  Bristovv  in  discussing  the  paper  said :  "I  would  like  to  emphasize 
the  absolute  necessity  of  gastric  lavage  in  these  cases.  No  matter  how  stren- 
uously the  patient  objects,  it  must  be  done,  and  the  fluid  which  regurgitates 
from  the  stomach  must  be  washed  out  as  fast  as  it  accumulates.  We  may,  in 
fact,  say  that  that  is  the  corner-stone  of  the  treatment.  The  contents  of  the 
somach  must  be  evacuated  from  time  to  time  as  necessity  requires. 

"I  had  a  recent  example  of  this  condition  in  a  gentleman  that  I  operated 
on  in  the  Pilcher  Hospital  for  the  relief  of  ileovesical  fistula.  This  patient  I 
operated  on  two  years  ago,  also  at  the  Pilcher  Hospital,  and  found  an  appendix 
adherent  and  communicating  with  the  bladder.  I  removed  the  appendix  and 
closed  the  opening  into  the  bladder,  in  the  expectation  that  I  had  cured  the  pa- 
tient. However,  almost  immediately  an  attack  of  ileus  occurred  and  the  pa- 
tient was  very  ill  for  nearly  ten  days ;  after  a  long  struggle  the  patient  recovered 
with  ventral  hernia  as  a  result  of  the  extreme  distention  and  a  persisting  fecal 
fistula  into  the  bladder.  He  received  careful  preliminary  treatment  to  forestall 
a  similar  condition.  The  ileum  was  found  to  have  a  communication  into  the 
bladder.  This  was  closed  but  in  spite  of  our  precautions,  he  again  developed 
ileus.  The  ileus  was  not  quite  so  severe  as  it  was  on  the  preceding  occasion  but 
be  developed  an  enormously  dilated  stomach  and  vast  regurgitation  of  bile- 
stained  fluid  until  after  three  days  of  ineffective  treatment,  when  he  was  given 
40  c.c.  of  "Hormonal"  intravenously  by  Dr.  James  T.  Pilcher.  He  vomited  twice 
only  after  the  "Hormonal"  was  given,  though  he  was  vomiting  constantly  before. 
After  the  "Hormonal,"  the  patient  received  lavage  but  twice  and  had  his  first 
expulsion  of  gas,  with  a  stool,  about  four  hours  after  the  injection  of  "Hor- 
monal." From  that  time  on  there  was  no  further  vomiting.  He  began  having 
his  stools  regularly  and  has  had  them  regularly  every  day  since. 

"The  intravenous  method  is  far  preferable  to  the  intramuscular  injec- 
tion and  it  is  better  to  use  40  c.c.  than  20  c.c." 
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•Dr.  Joseph  Merzbach  continued  the  discussion  and  said:  "I  shall  resist 
the  temptation  of  going  into  the  etiological  aspect  of  the  subject  that  was  so  ably 
brought  to  your  attention  and  shall  limit  myself  to  the  discussion  of  gastric  dila- 
tion mainly  as  it  appears  in  non-surgical  conditions.  There  are  three  lesions  in 
connection  with  which  we  observe  the  acute  dilatation.  One  is  the  chronic 
ectasia  such  as  we  find  in  people  who  are  given  to  over-feeding  and  over-drink- 
ing. Just  as  you  may  get  an  acute  dilatation  of  the  heart  in  chronic  insuf- 
ficiency of  this  organ  so  we  are  likely  to  have  an  acute  dilatation  in  these  cases, 
and  I  am  inclined  to  believe  that  the  case  cited  by  Dr.  Pilcher  belongs  to  this 
category. 

"The  second  class  is  the  sub-acute  dilatation  such  as  we  observe  in  obstruc- 
tions of  the  pylorus  which  have  been  of  short  duration.  Here,  of  course,  gastric 
lavage  serves  but  a  temporary  relief  and  sooner  or  later  the  surgical  procedure 
becomes  an  absolute  necessity. 

"The  third  class,  as  mentioned  by  the  essayist,  is  observed  during  the 
course  of  infectious  diseases  or  during  the  period  of  recovery.  By  a  strange  co- 
incidence I  have  seen  four  cases  in  the  pre-critical  stage  of  pneumonia,  and  not 
during  the  period  of  recovery.  The  diagnosis  is  made  on  the  clinical  symptoms 
described  by  Dr.  Pilcher  and  mainly  by  inspection  of  the  patient.  Our  suspicion 
of  this  complication  being  present  must  be  excited  if  the  pulse  respiration  rate 
typical  of  pneumonia  is  disturbed. 

"As  far  as  treatment  is  concerned  the  necessity  of  immediate  thorough  and 
systematic  lavage  has  been  sufficiently  emphasized  by  the  previous  speakers.  Un- 
fortunately the  introduction  of  the  stomach  tube  is  still  considered  by  many 
physicians  a  barbarous,  cruel  and  bothersome  procedure.  It  is  for  this  reason 
that  I  relate  an  incident  which  occurred  recently  in  my  practice.  I  saw  a  child 
who  was  about  eighteen  months  of  age  in  a  relapse  of  an  acute  pneumonia  com- 
plicated by  a  very  marked  dilatation  of  the  stomach,  accompanied  by  a  very 
rapid  and  feeble  pulse.  A  catheter  was  introduced  through  the  nostril  into  the 
stomach.  That  child  knew  from  previous  experience  that  it  would  obtain  im- 
mediate relief  and  it  was  pathetically  amusing  to  me  to  observe  how  happily  the 
child  played  with  the  part  of  the  tube  prejecting  from  the  nostril.  So  no  matter 
how  sick  the  patient  is  lavage  must  be  used,  even  if  it  should  involve  a  risk. 
For  without  this  procedure  the  patient  is  doomed  to  death." 

Dr.  William  J.  Cruikshank  said:  "I  have  been  deeply  interested  in  Dr. 
Pilcher"s  paper,  more  especially  in  that  part  of  it  which  refers  to  the  use  of 
Hormonal.  The  statement  of  McBurney,  Stimson,  and  others,  made  in  connec- 
tion with  the  early  history  of  appendicitis,  that  post-operative  intestinal  paresis, 
when  once  thoroughly  established  is  rarely,  if  ever,  recovered  from,  holds  good 
to-day.  This  paretic  condition  of  the  intestine  which  has  given  the  surgeon 
such  grave  concern  is  also  familiar  to  the  clinician  because  it  not  infrequently 
complicates  some  of  the  acute  infections,  more  especially  the  various  forms  of 
pneumonia,  and  many  medical  men  have  come  to  look  upon  its  early  manifesta- 
tion in  this  disease,  namely,  slight  painless  distension  of  the  abdomen,  with 
considerable  apprehension. 

"My  own  experience  has  constrained  me  to  the  opinion  that  this  vaso- 
motor mischief  which,  of  course,  has  its  seat  in  the  medulla,  is  fully  as  much,  if 
not  more  to  be  dreaded  as  a  complication  in  pneumonia  than  are  the  cardiac 
disturbances  due  to  embarrassed  pulmonary  circulation  and  myocardial  change. 
I  have  seen  pneumonic  patients  who,  in  the  course  of  their  disease,  successfully 
resisted  severe  cardiac  complications  and  other  results  of  the  infection,  suc- 
comb  finally  to  intestinal  paresis. 

"Thus  it  would  seem  that  here,  at  least,  the  identical  etiological  and  clinical 
factors  obtain  in  medical  as  well  as  in  surgical  cases  and  it  must  be  admitted 
that  this  pathological  condition,  when  fully  established,  often  resists  our  best 
endeavors.  Persistent  gastric  lavage,  the  administration  of  large  doses  of  atropin, 
eserin  salicylate,  alum  and  other  enemata  have,  in  these  cases,  often  served  us 
faithfully  and  well,  but  even  they  are  frequently  found  to  be  inadequate.  By 
their  use  we  may  sometimes  succeed  in  re-establishing  the  intestinal  peristalsis 
to  the  extent  of  thoroughly  and  repeatedly  moving  the  bowels  and  even  then 
the  patient  will  die.  Xow  then,  if  Hormonal,  which  seems  to  have  a  scientific 
basis,  can  accomplish  what  it  evidently  did  accomplish  in  Dr.  Bristow's  case, 
does  it  not  also  promise  well  in  the  treatment  of  the  distressing  medical  cases 
to  which  I  have  referred,  and  should  not  its  trial  in  those  cases  be  pushed  to  a 
conclusion?  If  we  are  to  judge  by  the  knowledge  gleaned  from  the  study  of 
Dr.  Bristow's  case,  the  intravenous  method  of  administration  does  away  with  the 
risk  of  the  delayed  results  attending  intramuscular  injection,  thus  removing  a 
serious  objection  to  the  use  of  Hormonal  in  the  very  acute  cases  of  intestinal 
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paresis.  Dr.  Pilcher  and  Dr.  Bristow  are  to  be  congratulated  on  their  very  in- 
teresting demonstration  of  this  fact  and  also  upon  the  results  obtained.  My 
attention  was  first  called  to  the  use  of  Hormonal  by  Dr.  H.  W.  Lincoln's  paper 
on  the  subject  recently  read  before  the  Caledonian  Medical  Society.  Dr.  Lin- 
coln, in  that  paper,  spoke  of  twenty-six  cases,  representing  a  variety  of  condi- 
tions, in  50  per  cent,  of  which  Hormonal  was  used  with  gratifying  results  and  he 
has  since  informed  me  that  subsequent  experience  with  the  drug  has  increased 
his  confidence  in  its  efficacy.  It  seems  to  me  that  the  whole  subject  is  worthy  of 
a  more  extended  consideration  and  investigation." 

Dr.  James  T.  Pilcher,  in  closing  the  discussion,  said:  "The  case  quoted, 
by  Dr.  Bristow  is  particularly  illustrative  of  the  peculiar  phenomenon  which  is 
evoked  in  the  intestines  by  the  administration  of  Hormonal.  It  was  unquestion- 
ably a  typical  case  of  retrograde  peristalsis  accompanied  by  marked  paresis  of 
the  stomach,  and  a  distal  point  of  paralytic  ileus,  and  it  seemed  absolutely  cer- 
tain that  the  stimulus  which  was  being  sent  to  the  small  intestine  and  which  was 
being  erroneously  interpreted  by  the  intestinal  musculature  was  corrected  per- 
manently by  the  injection  of  this  so-called  normal  peristaltic  hormon. 

"For  those  present  who  may  be  unfamiliar  with  the  method  of  its  prepara- 
tion, I  may  say  that  it  is  an  extract  prepared  from  the  spleen  of  an  animal  killed 
at  the  height  of  digestion.  The  spleen  is  removed,  macerated,  and  extracted 
with  physiological  salt  solution  or  diluted  hydrochloric  acid  (about  .4%).  The 
pressed-out  liquid  or  the  neutral  extracts  are  filtered  under  aseptic  precautions. 
The  liquid  is  then  protected  from  the  light  and  seems  to  be  stable  for  at  least 
one  year. 

"I  have  made  several  injections  as  was  first  advised  by  Zuelzer,  who  advo- 
cated the  use  of  this  substance  intramuscularly  in  20  c.c.  doses.  While  the  results 
in  some  cases  were  quite  favorable  they  did  not  seem  to  be  as  much  so  as  those 
in  which  the  intravenous  injection  was  employed.  We  now  advocate  40  c.c.  in- 
travenously in  preference  to  20  c.c.  formerly  advocated.  It  does  not  seem  to  have 
given  the  patients  any  particular  untoward  symptoms  other  than  a  pounding 
in  the  head  and  a  very  transient  engorgment  of  the  arterioles  of  the  face. 

"I  have  not  had  any  experience  in  using  this  substance  in  cases  where  the 
heart  has  been  previously  embarrassed,  as  in  cases  of  pneumonia,  and  am  not 
able  to  state  exactly  what  the  action  might  be  in  cases  where  the  heart  action 
has  already  been  greatly  interfered  with. 

"As  has  been  pointed  out  by  some  of  the  speakers  here  this  evening  they 
have  used  this  seemingly  valuable  remedy  only  as  a  last  resort,  rather  than  as  a 
primary  agent.  It  should,  in  my  judgment,  be  employed  early  and  precede  those 
older  remedies  which  we  have  been  in  the  habit  of  using,  for,  if  it  is  going  to  be 
efFacious,  its  action,  after  an  intravenous  injection  of  40  c.c.  will  be  evident  cer- 
tainly at  the  end  of  ten  hours.  In  those  cases  in  which  it  has  been  used,  it  will 
be  observed  that  the  gas  and  feces  have  been  passed  uniformly  before  the  end 
of  the  fifth  hour  after  the  injection.  If  at  the  end  of  the  tenth  hour  there  is 
no  result,  recourse  may  be  had  to  eserin  and  the  various  enematas. 

"The  remarks  of  Dr.  Merzbach  are  very  instructive  and  interesting,  and  I 
regret  that  my  paper  had  to  be  curtailed  on  account  of  the  limitation  of  time,  so 
that  I  was  unable  to  consider  a  great  many  points,  such  as  those  which  Dr. 
MacEvitt  has  very  justly  alluded  to  in  the  question  of  differential  diagnosis,  and 
those  dealing  more  with  the  medical  aspects  of  this  subject,  which  have  been  so 
well  considered  by  Dr.  Merzbach. 

"In  answer  to  Dr.  Chase's  query  as  to  whether  I  have  ever  noticed  an  acute 
dilatation  without  intestinal  paralysis,  or  intestinal  paralysis  without  dilatation,  1 
may  say  that  there  are  a  great  many  cases  in  which  cither  condition  may  be 
found,  and  I  certainly  have  seen  paretic  intestines  without  a  dilated  stomach.  I 
have  likewise  seen  acutely  dilated  stomachs  without  paretic  intestines,  and  this  is 
particularly  relevant  to  the  class  of  cases  which  Dr.  Merzbach  referred  to  as 
coming  under  the  medical  category,  in  which  the  stimulus  or  lack  of  stimulus  has 
come  from  above.  This  is  particularly  so  in  pneumonic  cases,  where  the  vagi 
spread  over  the  lung  and  course  through  the  mediastinal  space,  and  must  natural- 
ly become  pressed  upon  by  the  hepatized  tissue,  and  so  invoke  direct  inhibition 
of  the  nerve  impulses,  and,  as  has  been  demonstrated  by  Braun  and  Seidel,  acute 
paralysis  and  dilatation  of  the  stomach  without  any  interference  with  the  action 
of  the  intestines  whatever  can  be  produced  through  interference  with  or  severance 
of  the  vagi  nerves.  But,  in  those  cases  where  the  intestines  are  manipulated, 
and  where  one  may  either  directly  traumatize  or  reflexly  irritate  the  semilunar, 
pelvic  or  renal  plexuses,  T  think  we  will  find  it  the  rule  in  those  cases,  to  have 
both  conditions  present  concomitantly." 
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SENILITY— WITH  SUGGESTIONS  AS  TO  MANAGEMENT* 
By  John  A.  McCorkle,  M.D., 

of  Brooklyn,  N.  Y. 

IN  early  youth  we  are  anxious  to  be  grown  up.  When  adult  we 
have  no  desire  to  grow  old.  Still,  paradoxical  as  it  may  seem, 
we  all  hope  to  attain  a  ripe  old  age  some  time.  Few  are  priv- 
ileged to  grow  old,  and  very  few  to  become  very  old.  Of  those 
born  to-day,  at  the  age  of  47,  one-half  will  be  gone ;  at  90  years 
there  will  be  living  one  in  a  thousand,  and  at  the  advanced  and 
helpless  age  of  105,  out  of  50,000  there  will  be  living  only  one.  Our 
lives  expire  by  a  law  that  limits  life.  The  seeds  of  decay  are  sown 
in  our  bodies  at  our  birth,  and  to  die  is  as  natural  as  to  be  born. 
Senescence  is  as  natural  as  youth ;  decadence  is  not  less  natural 
than  growth  and  repair.  From  the  time  of  embryo  life  all  the 
tissues  of  the  body  gradually  condense  until  the  primitive  gelatinous 
mass  becomes  the  withered  and  decrepit  old  man.  It  has  been  said 
"that  the  changes  from  infancy  to  old  age  are  far  greater  than  those 
from  old  age  into  the  grave." 

The  time  is  well  within  the  memory  of  many  when  malaria  was 
the  explanation  for  many  obscure  diseases  having  a  symtomatology 
of  chills  and  high  temperature ;  but  with  the  discovery  of  the  Plas- 
modium malariae  this  retreat  for  vague  and  indefinite  knowledge 
became  untenable.  Then  uric  acid  became  the  ruling  factor  in  the 
minds  of  the  public,  and  was  a  satisfactory  explanation  for  a  wide 
range  of  diseases  that  were  obscure.  But  now  both  malaria  and 
uric  acid  are  superseded  by  arteriosclerosis,  or  hardening  of  the 
arteries.  This  has  been  brought  into  prominence  by  the  daily  press 
in  the  search  for  the  cause  of  sudden  death  in  many  cases.  Blood 
pressure  appeals  to  the  lay  mind;  it  suggests  the  possibility  of 
rupture,  a  stroke  of  apoplexy,  paralysis,  and  the  dire  consequences 
that  follow  in  its  train.  This  public  discussion  helps  to  intensify  a 
morbid  fear  engendered  by  too  little  knowledge  and  too  much  time 
for  self-inspection  and  selfishness.  Many  persons  independent  of 
active  occupation  reap  a  rich  harvest  of  mental  surTering  from  per- 
verted and  misdirected  mental  energy. 


*  Read  before  the  Medical  Society  of  the  County  of  Kings,  April  16,  1912. 
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Arteriosclerosis  is  a  frequent  process  in  the  natural  progress 
of  decay.  It  is  seen  in  nature  everywhere.  In  the  spring,  hidden 
away  under  the  beautiful  apple  blossom  is  the  embryo  fruit;  its 
nutrition  is  supplied  by  a  tiny  vessel.  During  the  summer  the  fruit 
reaches  its  full  development,  and  then  the  nutritive  vessel  begins 
to  sclerose,  the  lumen  diminishes  and  finally  closes  up.  At  this 
time  vital  action  gives  place  to  chemical  action, — the  fruit  mellows 
and  falls  to  the  ground.  This  process  in  the  fruit  is  completed 
within  six  months.  In  the  human  organism  the  process  is  the  same, 
but  it  requires  60,  70,  or  more  years,  for  its  completion.  The  first 
step  in  the  decadence  of  the  blood  vessels  is  usually  in  the  nature 
of  atheromatous  change,  which  is  degenerative  in  character  and 
may,  and  often  is,  followed  by  calcification.  Only  in  the  degenerat- 
ing or  dead  tissue  does  calcification  occur.  The  source  at  least  of 
some  of  the  lime  salts  may  be  the  bony  structure  of  the  body,  the 
skeleton.  MetchnikofT  and  others  have  directed  attention  to  the 
connection  of  atheromatous  lesion  of  the  blood  vessels  with  the 
degeneration  of  the  bones.  In  senescence  the  bones  become  lighter, 
more  fragile,  and  are  easily  broken,  because  of  the  absorption  of 
lime.  But  just  how  this  transference  of  the  lime  of  the  bones  to 
the  blood  vessels  takes  place,  and  how  the  soluble  lime  salts  in 
the  blood  become  converted  into  insoluble  salts  and  precipitated,  is 
not  understood. 

In  nature's  handiwork  we  find  that  under  almost  all  circum- 
stances her  efforts  are  in  the  direction  of  protection  and  repair, 
even  to  extreme  old  age.  Arteriosclerosis  is  in  a  measure  a  safe- 
guard, a  protection  in  the  interest  of  the  individual,  and  tending  to 
prolong  life.  The  deposited  lime  salts  seem  to  fortify  the  decaying 
vessels.  At  the  present  time  there  is  much  discussion  among  scien- 
tists of  this  question:  "Are  the  changes  incident  to  advanced  life 
physiological  or  pathological?    Is  there  a  natural  death?" 

There  is  a  marked  similarity  between  senility  and  disease.  In 
the  aged  the  modification  of  various  structures  leads  to  weakness 
and  lessened  resistance;  the  individual  becomes  a  ready  subject  for 
various  diseases,  which  often  prove  speedily  fatal.  Many  obstacles 
prevent  a  careful  and  successful  investigation  of  senile  decay.  The 
study  of  domesticated  animals  will  not  avail,  for  their  lives  are 
lived  under  abnormal  conditions.  The  only  normal  animal  life  is 
wild  life,  and  the  difficulty  of  obtaining  definite  knowledge  of  it  is 
only  too  apparent.  Again,  the  wild  animal  rarely  lives  out  its 
allotted  period  of  time,  for  when  old  and  feeble  it  becomes  an 
easy  prey  to  its  natural  enemies.  The  question  is  far  from  settled, 
but  the  weight  of  evidence  seems  to  be  on  the  side  of  pathological 
change.  Whether  pathological  or  physiological,  however,  death 
must  be  in  order  that  life  may  be,  for 

"Life  evermore  is  fed  by  death, 
In  earth  and  sea  and  sky, 
And  that  a  flower  may  breathe  its  breath, 
Something  must  die." 

A  condition  not  infrequently  encountered  in  the  old,  or  pre- 
maturely old,  is  now  known  as  vascular  crisis — a  spasm  of  the 
vessels,  usually  associated  with  arteriosclerosis  and  high  blood 
pressure.  This  result  of  arterial  change  was  brought  to  the  atten- 
tion of  the  profession  by  Pal,  of  Vienna,  well  illustrated  by  Cabot 
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in  his  recent  work  on  "Differential  Diagnosis,"  and  discussed  by 
Hirschfelder  in  his  excellent  book  on  "Diseases  of  the  Heart  and 
Arteries." 

The  symptoms  of  vascular  spasm  were  formerly  accounted  for 
by  the  transudation  of  serum,  and  the  ailment  was  called  "serous 
apoplexy."  Speedy  disappearance  of  the  symptom,  such  as  paraly- 
sis, aphasia,  or  coma,  was  explained  by  the  absorption  of  the  serum, 
with  relief  from  local  pressure.  Pal's  theory  explains  many  of  the 
transient  hemiplegias,  monoplegias,  aphasias,  and  the  like,  which 
occur  without  warning  and  from  which  there  is  quick  recovery. 
Briefly,  a  case  in  point :  A  lady  77  years  of  age,  remarkably 
healthy  for  one  so  old,  was  suddenly  seized  with  almost  complete 
hemiplegia,  her  arteries  were  hard  and  tortuous,  the  blood  pressure 
was  185,  and  the  immediate  symptoms  were  those  of  cerebral 
apoplexy.  Vaso  dilator  remedies  were  given  to  her,  and  within 
a  few  days  she  had  almost  completely  recovered.  With  relief  from 
spasm  came  disappearance  of  the  infirmity. 

A  plausible  theory  must  not  lead  us  to  forget  that  vascular 
spasms  occur  in  the  young  and  middle  aged  without  any  manifest 
evidence  of  arteriosclerosis.  In  migraine,  the  temporal  artery  is 
often  found  firmly  contracted  and  feels  under  the  finger  like  a  piece 
of  piano  wire.  The  spasm  is  overcome  and  the  pain  relieved  by 
that  most  powerful  vaso  dilator,  vomiting.  No  doubt  many  of  the 
unexplained  pains  in  the  abdomen  are  due  to  vascular  spasm,  with 
or  without  arterial  change.  Sir  Lauder  Brunton  characterized 
these  pains  as  "headache  in  the  stomach." 

Seneca,  the  stoic  philosopher  and  the  most  brilliant  figure  of 
his  time,  said  "Man  does  not  die,  he  kills  himself."  What  was  true 
twenty  centuries  ago  is  equally  true  and  more  manifest  in  the  twen- 
tieth century  now.  The  pace  at  which  we  are  living  is  a  killing 
one.  The  haste  to  get  rich,  to  attain  some  desired  object,  or  to 
gratify  an  ambitious  longing;  the  responsibility  of  a  large  and  har- 
assing practice,  medical  or  legal,  or  kindred  work  in  other  walks 
of  life,  tell  heavily  on  the  arterial  system.  Attainment  of  the  object 
is  called  success.    A  better  term  in  many  cases  would  be  suicide. 

The  danger  of  arterial  strain  and  subsequent  degeneration  is 
not  confined  to  the  overworked.  There  is  equal,  if  not  greater, 
danger  in  luxurious  idleness,  with  its  wasted  energy  and  dissipa- 
tion. Thus,  the  period  of  decadence  is  often  hastened  by  the  stress 
and  strain  of  civilized  life.  Adverse  circumstances,  mental  worries, 
and  brain  distress,  cause  the  arrival  of  age  before  the  appointed 
time.  Illustrations  are  numerous  in  our  everyday  work.  A  few 
years  ago  I  attended  an  ambitious  and  very  conscientious  but  over- 
worked business  man,  aged  60.  He  had  reached  a  nervous  break- 
down, and  rest  was  imperatively  required.  During  even  a  short 
period  of  rest  he  improved,  but  like  many  others  of  his  kind  he 
seemed  haunted  by  a  spirit  of  unrest  and  insisted  on  returning  to 
his  work.  Argument  was  unavailing.  I  said  to  him,  using  his 
occupation  as  an  illustration :  "You  are  running  a  heavily  loaded 
freight  train  with  an  express  engine  and  at  express  speed.  You 
have  already  run  past  three  danger  signals,  and  an  open  switch  or 
an  open  drawbridge  will  complete  the  wreck.  You  must  rest." 
His  reply  was,  "I  have  never  rested ;  I  don't  know  how  to  rest ; 
I  can't  rest  now,  and  I  don't  believe  I  shall  ever  rest  until  I  get  to 
Greenwood,  and  then  in  all  probability  I  shall  have  a  hell  of  a 
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time."  He  returned  to  his  business  soon  thereafter  and  within 
fifteen  months  died  suddenly  of  cerebral  hemorrhage.  It  was  a 
case  of  chronic  suicide.  Thus 

"Men  deal  with  life 
As  children  with  their  play, 
Who  first  misuse 
Then  cast  their  toys  away." 

Regulation  of  diet  is  very  important  in  the  treatment  of  senil- 
ity. The  unperverted  tastes  and  desires  of  healthy  age  will  usually 
guide  rightly  in  the  use  of  food.  The  taste  for  animal  food  dimin- 
ishes and  the  desire  for  the  simpler  forms  of  food  grows  with  the 
years.  George  Cheyne,  175  years  ago,  summed  up  with  great  wis- 
dom the  dietetic  management  of  the  old.  He  said :  "every  wise 
man  after  50  ought  to  begin  to  lessen  at  least  the  quantity  of  his 
ailment,  and  if  he  would  continue  free  of  great  and  dangerous  dis- 
tempers, and  preserve  his  senses  and  faculties  clear  to  the  last, 
he  ought  every  seven  years  to  go  on  abating  gradually  and  sensibly, 
and  at  last  descend  out  of  life  as  he  ascended  into  it,  even  into  the 
child's  diet." 

The  management  of  the  aged  is  often  a  difficult  problem. 
Little  things  count  for  so  much.  A  slight  cold,  too  trifling  for 
treatment  or  attention  in  middle  life,  may  turn  the  scale  from 
ease  to  disease  and  the  end  of  life.  Old  people  constitute  a  chilly 
race.  This  is  due  in  a  measure  to  the  obsolescence  of  the  cutaneous 
capillaries.  Hence  the  traditional  chimney  corner  becomes  their 
favorite  resting  place.  The  old  Scotchman,  who,  in  order  to  avoid 
the  chill  and  treachery  of  his  native  climate,  went  to  bed  in  the  fall 
and  got  up  in  the  spring,  took  a  long  chance  of  dying  of  old  age. 

Many  old  people  sleep  far  more  than  they  think  they  do.  On 
the  other  hand  many  old  people  sleep  far  less  than  we  think  they 
do,  and  the  want  of  sleep  in  the  decadent  is  a  constant  menace  to 
comfort,  well-being  and  life.  A  sleepless  night  propagates  its  un- 
pleasant influence  into  and  casts  a  gloom  over  the  following  day. 
Pure  circulating  air,  without  draft,  is  a  wonderful  tonic  to  the  aged, 
but  the  bed  should  be  warm.  Cold  sheets  drive  the  blood  out  of 
the  cutaneous  area  and  in  on  the  internal  organs,  especially  the 
brain,  stimulating  it  above  the  sleep  point.  It  has  been  said  that 
"wine  is  the  milk  of  old  age."  A  little  hot  toddy  at  bedtime  is  a 
wonderful  hypnotic  for  the  old.  At  first  it  stimulates  the  cerebral 
circulation,  giving  pleasant  thoughts  and  a  sense  of  well-being  and 
comfort.  Soon  the  tide  changes  and  then  the  warm  blood  from 
the  internal  organs  is  carried  to  the  surface,  giving  a  sense  of 
warmth  to  the  body.  The  circulation  in  the  brain  comes  down  to 
the  sleep  point  and  sleep  speedily  supervenes.  But  this  sleep  is 
often  of  short  duration  and  must  be  supplemented  by  other  reme- 
dies. Chloralamid,  although  not  much  used  in  general  practise,  is 
of  signal  service  in  treatment  of  the  old.  It  is  soluble  in  whiskey, 
and  may  be  taken  with  the  hot  toddy  at  bed  time.  By  the  time 
the  alcohol  has  reached  its  limit  of  usefulness  the  chloralamid  will 
take  up  the  good  work,  and  in  the  majority  of  cases  a  good  night's 
sleep  is  the  result.  Even  though  the  patient  be  disturbed  by  a 
distended  bladder  he  soon  drops  to  sleep  again. 

The  senile  heart  is  the  organ  that  calls  for  the  most  watchful 
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care ;  having  grown  weary,  it  is  often  sorely  in  need  of  help.  Dr. 
Richardson  made  the  statement  years  ago  that  almost  every  heart 
after  60,  without  any  manifest  disease,  becomes  at  times  irregular, 
and  that  not  infrequently  there  may  be  established  a  regular  irregu- 
larity of  the  heart.  Many  remedies  are  at  hand,  but  when  we  get 
into  trouble  digitalis  is  the  remedy  par  excellence.  The  question 
arises  at  once,  what  about  the  blood  pressure?  Not  all  sclerosed 
arteries  have  high  blood  pressure.  In  many  cases  there  is  hypoten- 
sion, and  here  digitalis  becomes  invaluable,  and  even  with  high 
tension  its  untoward  action  can  be  counterbalanced  by  vaso  dilators, 
such  as  potassium  iodid,  and  erythrol  tetranitrate.  The  senile 
heart  as  a  rule  does  not  need  large  doses  of  the  remedy,  nor  oft 
repeated  doses.  The  text  book  dose  is  too  large  and  repeated  too 
often.  Digitalis  is  a  chronic  remedy  and  lasting  in  its  effects.  Its 
action,  once  established,  will  last  two  or  three  days  after  the  admin- 
istration of  it  has  been  discontinued.  In  senility  a  sustaining  dose 
is  indicated — a  single  dose  once  a  day  may  be  all  that  will  be  re- 
quired. Any  preparation  of  digitalis  may  serve  the  purpose,  but  the 
fat  free  tincture  is  perhaps  better  borne  by  the  stomach.  Another 
preparation  known  as  Nateville's  digitalin  is  a  most  reliable  one. 
The  dose  is  small ;  one  granule  once  a  day,  or  every  second  day, 
may  be  all  sufficient.  Some  years  ago  a  patient  78  years  old,  hale 
and  hearty  in  his  green  old  age,  spent  a  summer  in  the  country. 
He  had  what  his  family  called  "a  touch  of  the  sun."  He  returned 
to  the  city  in  the  fall  a.  decrepit  and  broken-down  old  man.  His 
heart  was  irregular  and  intermittent,  with  some  precordial  dis- 
tress and  a  painful  consciousness  of  the  disturbed  action  of  the 
organ.  Various  remedies  were  tried  without  avail.  He  was  then 
put  on  Nateville  granules,  one  every  second  day,  this  dose  being 
sufficient  to  control  all  the  distressing  symptoms.  From  time  to 
time  the  remedy  was  withheld,  but  always  with  a  return  of  his 
suffering.  In  short,  he  took  the  remedy  almost  up  to  the  time  of 
his  death  at  the  age  of  82.  He  died  not  from  cerebral  apoplexy,  as 
might  have  been  feared,  but  from  senile  pneumonia. 

Another  excellent  remedy  for  the  very  old  is  opium.  After  life's 
work  is  over  and  when  the  affairs  of  today  have  lost  their  interest 
and  memories  of  the  past  fill  the  dreamy  waking  hours,  opium  in 
small  doses  becomes  a  solace  and  a  comfort  to  the  aged  and  infirm. 
In  small  quantities  it  is  an  excellent  heart  tonic,  as  well  as  a  gentle 
cerebral  stimulant,  and  this  is  in  keeping  with  the  well  known  thera- 
peutic law  that  wrhen  a  stimulating  drug  (of  which  opium  is  the  type), 
is  given  in  small  doses,  the  period  of  stimulation  is  long  and  the  stage 
of  sedation  is  short,  or  nil ;  but  if  the  dose  is  large  the  stage  of  stimu- 
lation is  short  and  that  of  sedation  is  long,  as  in  opium  sleep.  Dr.  H. 
C.  Wood  years  ago  advocated  the  use  of  opium  in  advanced  senility, 
and  most  wisely.  The  gum  opium  is  the  preferable  form  for  its 
administration. 

The  unrest  of  the  peripheral  nerves,  and  general  nervousness, 
known  as  "the  fidgets,"  often  occur  in  old  people  of  nervous  tempera- 
ments. Bromides  might  seem  to  be  indicated  here  as  in  similar  states 
in  early  life,  where  they  are  so  very  efficient.  But  in  the  aged  they  are 
contra-indicated,  as  shown  by  their  physiological  action.  In  the 
adult,  bromides  confuse  the  mental  process  and  make  it  slow.  Under 
their  influence  ideas  group  themselves  slowly  and  are  put  into  words 
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with  difficulty,  while  speech  likewise  becomes  slow  and  hesitating. 
Thus  they  produce  a  condition  of  mentality  in  the  adult  very  much 
like  the  mental  state  found  in  senility.  The  physiological  action  of 
bromides  therefore  becomes  an  untoward  action  in  the  aged  and  their 
use  should  be  interdicted. 

In  treating  the  diseases  of  advanced  life  the  least  possible  amount 
of  medicine  that  will  meet  the  indication  is  the  measure  of  the  dosage. 

Those  who  have  crossed  the  divide  and  have  begun  the  descent 
should  heed  the  warning  signal,  "down  brakes,"  and  level  down  their 
work,  their  desires  and  their  pleasures  in  keeping  with  the  income  of 
their  circulation  and  the  age  at  which  they  have  arrived.  They  should 
not  give  up  work  altogether,  for  this  simply  courts  decay,  but  they 
should  work  less  and  be  able  to  do  it  better,  because  of  accumulated 
knowledge,  the  result  of  years  of  practice,  observation  and  experience. 
It  would  be  well  if  we  could  bow  gracefully  to  the  inevitable.  The 
pitiful  vanity  of  some  leads  them  to  resort  to  various  artificial  methods 
for  prolonging  at  least  the  appearance  of  younger  years,  but  nature 
resents  this  insult  and  in  turn  carves  the  lines  of  senility  more  deeply, 
thus  making  the  contrast  more  marked  and  the  artificiality  more 
apparent. 

The  arteries  are,  as  a  rule,  the  first  to  show  senility.  The  veins 
are  rarely  implicated.  The  arteries  led  the  van  in  growth  and  devel- 
opment and  are  the  first  to  show  the  first  stage  of  decadence.  This 
is  easily  explained  when  we  recall  our  knowledge  that  there  is  a  cease- 
less rush  of  blood  through  the  vessels  at  a  speed  of  ten  inches  per 
second,  making  the  circuit  of  the  body  in  22  to  30  seconds,  and  that 
those  vessels  near  the  heart  are  subjected  to  a  distending  force  of 
nearly  2]/2  pounds  to  the  square  inch.  This  distention  is  repeated 
70  to  80  times  every  minute,  80,000  to  100,000  times  every  day,  and 
during  a  long  life  a  number  of  times  rising  to  figures  inconceivable. 
The  mystery  is  not  why  a  blood  vessel  should  occasionally  break  with 
disastrous  results,  but  how  the  blood  vessels  stand  the  strain  so  long 
and  serve  their  purpose  so  admirably  and  so  well. 

(For  discussion,  see  page  234.) 


TREATMENT  OF  SUMMER  GASTRO-ENTERIC  DISEASE 
IN  CHILDREN.  (THE  CHOLERAIC  FORMS.) 

By  LeGrand  Kerr,  M.D., 

of  Brooklyn,  N.  Y. 

AS  was  suggested  in  a  previous  communication  (L.  /.  M.  J.,  May, 
1912),  the  treatment  of  summer  gastro-enteric  disease  in  chil- 
dren should  begin  before  the  heated  term.  In  the  management 
of  the  choleraic  cases,  the  effort  must  be  made  to  support  the  patient 
and  place  him  in  a  position  to  bear  up  until  the  acute  symptoms  sub- 
side. Everything  should  be  made  subservient  to  the  conservation  of 
strength. 

Enforced  rest  (preferably  in  the  open)  should  be  instituted  im- 
mediately. Rest  of  mind  as  well  as  of  body  is  needed,  therefore,  a 
single  attendant  is  desirable. 

Stomach  washing  is  useless  (vomiting  empties  the  stomach  and 
is  dependent  upon  the  toxemia)  and  bowel  irrigations  are  unnecessary. 
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Absolute  abstinence  from  all  food  and  fluids  is  indicated  for  many 
hours  (12  to  36),  and  the  first  administration  of  fluid  (sterile  water) 
must  be  at  long  intervals  (2  to  6  hours)  and  in  small  quantities  (few 
drops  to  tablespoonful) .  With  the  subsidence  of  vomiting,  thin  cereal 
gruels  may  be  used  frequently  (every  15  minutes),  in  small  (1  dram) 
but  increasing  (tablespoonful)  amounts.  The  return  to  milk  must  be 
cautious  and  very  gradual.  It  is  only  safe  to  allow  one  or  two  feed- 
ings of  small  quantities  at  first  and  then  individual  judgment  must  be 
displayed,  but  more  cases  are  fed  too  early  and  too  freely  than  not. 
Use  skimmed  milk  at  first.  Proprietary  foods  are  harmful  from  the 
usually  large  percentages  of  sugar.  Albumin  water  (popular  but  de- 
ceiving) is  of  small  value  and  may  do  much  harm,  adding  a  putre- 
factive element  which  leaves  us  uncertain  as  to  its  part  in  a  foul- 
smelling  stool. 

Alcohol  is  disturbing  to  the  stomach  and  vomiting  is  a  contra- 
indication to  it,  therefore  meat  extractives  containing  it  are  apt  to 
be  poorly  tolerated ;  they  are  best  withheld. 

Soiled  napkins  demand  immediate  removal  and  adequate  disin- 
fection. 

Stimulants  (always)  and  sedatives  (usually)  are  the  only  forms 
of  medication  that  are  indicated.  These  must  be  given  hypoder- 
matically,  except  in  rare  instances  (as  not  more  than  two  emergency 
rectal  injections).  After  thorough  experimentation,  I  have  found  the 
most  dependable  stimulant  to  be  tincture  of  strophantus.  This  is 
given  with  brandy  in  the  serious  cases  and  alone  in  the  less  severe. 

Morphine  is  the  best  sedative  (acting  indirectly  as  a  cardiac  stimu- 
lant also)  being  certain,  safe,  and  prompt,  and  its  action  is  enhanced 
by  the  addition  of  atropine  (which  lessens  excessive  loss  of  fluids). 

For  subnormal  temperature,  use  the  hot  bath  (105  to  no  degrees 
F.)  for  a  short  period  (three  to  five  minutes)  and  repeated  every  30 
to  60  minutes,  if  the  indications  are  present. 

For  hyperpyrexia,  use  the  cool  pack  (85  degrees  F.)  by  wetting 
the  sheet  every  30  to  60  minutes  as  indications  suggest  and  without 
disturbing  the  patient. 

For  cold  extremities  use  hot  bottles  and  bags  (but  not  in  the 
usual  manner).  The  writer's  experience  has  taught  that  a  few 
minutes'  local  use  of  mustard  water  (hot)  prepares  the  patient  for 
the  comfort  and  protection  that  should  come  from  hot  bottles. 
Use  the  mustard  water  first;  then  apply  the  bottles  or  bags.  Bags 
and  bottles  alone  take  hours  to  accomplish  desired  results :  test  it 
yourself,  using  both  methods. 

Promptly  and  thoroughly  protect  all  excoriated  surfaces;  they 
are  dangerous. 

Rectal  injection  of  hot  coffee,  brandy  or  camphor  is  justified  in 
extreme  cases  (if  not  repeated  more  than  once). 

Hot  (105  to  no  degrees  F.)  saline  solution  per  rectum,  given 
very  slowly  (if  possible  by  Murphy  drip)  is  often  serviceable  after 
excessive  peristalsis  has  been  controlled  (to  supply  fluid;  not  as  irriga- 
tion). 

Hypodermoclysis  is  rarely  indicated.  The  milder  and  the  more 
common  type  of  cases  demand  an  entirely  different  treatment  and  will 
be  considered  in  a  future  communication  (in  this  journal). 

Relapses  are  rare  in  the  choleraic  cases ;  these  choleraic  forms 
result  in  early  death  or  prompt  recovery  (proven  by  autopsy).  How- 
ever, ileo-colitis  as  a  sequel  is  most  common  in  occurrence. 


INFECTION  FOLLOWING  ABORTION— TREATMENT.* 


By  Donald  S.  MacNaughton,  M.D., 

of  Brooklyn,  N.  Y. 

IN  puerperal  infections  of  various  types  we  have  an  extremely  com- 
mon condition,  this  variety  of  case  making  up  a  fairly  large  per- 
centage of  the  cases  admitted  to  the  gynecological  wards  of  the 
general  hospitals. 

Many  cases  enter  in  an  extremely  serious  condition,  frequently  liv- 
ing only  a  few  hours,  while  others  run  widely  varying  courses,  fre- 
quently followed  by  a  more  or  less  permanent  disability.  The  subject 
is,  therefore,  one  of  extreme  importance,  and  it  is  desirable  that  treat- 
ment should,  so  far  as  possible,  become  standardized. 

Various  forms  of  organisms  are  responsible  for  infections  fol- 
lowing abortion,  in  no  way  differing  in  their  action,  from  infections  in 
other  parts  of  the  body. 

Of  interest  in  connection  with  the  bacteriology  of  the  genital  tract 
are  the  findings  of  Konig,  who  in  a  series  of  afebrile  puerperal  women 
found  that  staphylococci  and  streptococci  were  not  infrequently  present 
in  the  uterine  cavity  by  the  end  of  the  third  day,  usually  disappearing 
after  the  seventh  day  when  the  lochia  becomes  sterile.  Observations 
by  Bunn,  Sigwart,  Stolz  and  others  show  that  staphylococci  are  present 
in  the  uterus  in  from  40  to  80  per  cent,  of  the  cases  of  afebrile  women 
during  the  puerperium. 

The  main  types  of  infection  are: 

(1)  The  lymphatic;  examples  of  which  are  metritis,  oophoritis, 
parametritis,  pelvic  cellulitis,  etc. 

(2)  The  toxic  forms  in  which  chemical  substances  found  by 
bacteria  are  absorbed  producing  symptoms ;  such  as  putriendometritis. 

(3)  General  blood  infections,  septicemia,  metrophlebitis,  phleg- 
masia, etc.  Every  form  of  wound  infection  is  attended  with  absorbtion 
of  toxins  even  in  the  absence  of  any  penetration  of  organism  into  the 
blood. 

The  importance  of  differentiation  of  the  class  designated  toxemia 
from  those  cases  in  which  organisms  have  penetrated  beyond  the  endo- 
metrium is  most  important,  as  the  former  clear  up  very  readily  under 
proper  treatment  while  the  latter  type  are  made  worse  by  any  manipula- 
tion. Further  a  toxemic  case  may  readily  become  a  septicemia  should 
the  uterus  be  not  promptly  evacuated;  and  further  the  patient  may 
readily  die  of  a  pure  toxemia. 

In  the  early  cases  of  puerperal  infection  it  is  often  impossible  to 
distinguish  with  certainty  between  the  symptoms  due  to  a  pure  toxemia, 
and  those  in  which  organisms  have  penetrated  the  tissues ;  as,  in  both 
forms  of  infection  the  symptoms  are  due  entirely  to  the  absorbtion  of 
bacterial  toxins. 

It  must  be  remembered  that  pyogenic  organisms,  especially  the 
streptococcus,  may  cause  a  toxemia  of  a  severe  type  without  any  evi- 
dence of  decomposition.  In  fact,  a  definite  opinion  of  a  case  can  fre- 
quently be  given  only  after  evacuation  of  the  uterus.    If  it  subsides  it 

is  a  toxemia. 

*  Read  before  the  Brooklyn  Gynecological  Society,  February  2,  1912,  at 
Brooklyn,  N.  Y. 
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The  following  case  occurred  in  the  services  of  Dr.  MacNaughton 
in  the  wards  of  the  Kings  County  Hospital : 

Mrs.  N.,  age  38,  married,  family  history  and  previous  illness  unimportant. 
Para-seven ;  no  complications.  December  30,  1910,  began  taking  ergot  (one 
dram  every  four  hours ;  keeping  it  up  for  three  days  to  bring  on  her  period 
which  occurred  last  on  November  25th,  two  months  previous.  Also  had  taken 
douches  but  was  able  to  obtain  no  other  history  of  interference  though 
suspicious  of  it. 

Admitted  to  the  ward,  Januuary  2,  191 1.  States  she  began  flowing  three 
days  ago.  Yesterday  had  violent  chill  followed  by  fever  and  severe  pains  in 
the  knees.  Temperature  on  admission  ioo^o  degrees,  pulse  96.  General  examina- 
tion shows  heart,  lungs,  etc.,  normal.  Pelvic  examination,  uterus  enlarged  to 
the  size  of  a  two  months'  pregnancy,  soft  movable,  Hegar's  sign  present.  Slight 
bleeding,  some  yellowish  secretion  on  cervix ;  smear  made.  January  3d,  violent 
chill  lasting  twenty  minutes,  temperature  103  degrees,  pulse  112,  very  severe 
pains  in  knees.    Blood  culture  taken. 

January  4th,  pathological  report  of  blood  culture  shows  staphylococcus ; 
smear  also  shows  staphylococcus.  Profuse  hemorrhage  occurred.  It  was 
thought  that  the  cause  of  the  hemorrhage  was  decidual  remains  and  curettage 
was  performed. 

Findings.  Uterus  four  inches  deep,  ante-position,  large  amount  of  detritus 
removed.    Iodine  douche. 

Uneventful  recovery,  temperature  never  again  rising  above  99  degrees, 
pulse  averaging  84. 

In  the  first  place  the  curettage  in  the  presence  of  positive  blood 
findings,  showing  that  the  process  was  not  a  local  one,  is  open  to  ques- 
tion, yet  it  was  done  for  the  indication  of  hemorrhage  with  its  peculiar 
significance.  The  staphylococcus,  an  organism  less  often  found  in 
the  blood  than  the  streptococcus  has  generally  a  sinister  significance, 
yet  the  absolute  disappearance  of  all  symptoms  on  the  removal  of  the 
decidual  remains  would  place  the  case  in  the  toxemic  group  rather  than 
the  septicemic  classification. 

The  above  case,  so  mixed  in  its  indications  led  me  to  try  to  classify 
the  cases  of  which  I  have  notes.  The  findings  in  eight  cases  were 
as  follows  : 

In  three  the  lochia  had  a  very  foul  odor,  and  of  these  three,  two 
died,  one  from  general  peritonitis,  the  second  from  a  pelvic  peritonitis 
as  disclosed  by  autopsy,  thus  going  to  show  the  frequency  of  mixed  in- 
fections, and  the  fact  that  little  aid  is  given  in  determining  the  type  of 
infection  from  the  character  of  the  odor,  and  likewise  the  indications 
for  interference  or  non-interference. 

Hemorrhage  was  present  and  severe  in  one  case  requiring  im- 
mediate curettage;  in  a  second  case  it  was  a  prominent  symptom. 
These  were  the  cases  in  which  the  use  of  the  curet  was  most  salutary. 
In  practically  all  cases  the  uterus  was  more  or  less  softened,  enlarged 
and  the  cervix  open. 

Abdominal  pain  and  tenderness  was  severe  in  three  cases,  these 
being  the  most  severe  types  of  infection,  and  seemed  to  be  proportional 
to  the  amount  of  peritoneal  involvement. 

Of  the  cases  which  proved  later  to  be  purely  toxemic  in  nature, 
two  showed  general  symptoms  which  would  give  one  the  impression 
that  their  condition  was  extremely  critical,  due  to  the  great  prostration, 
high  temperature,  rapid  pulse,  etc.  Fatal  cases  explored  by  means  of 
the  curet,  one  with  abdominal  pain  and  an  excessively  foul  lochia  and 
generally  in  a  very  serious  condition,  seemed  to  be  made  worse  by  the 
combination  of  an  anesthesia  and  manipulation.  The  second  case  also 
with  excessively  foul  lochia,  but  no  physical  signs  of  extension  from 
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the  uterus  seemed  unchanged  in  any  way,  dying  two  days  later  of 
pelvic  peritonitis. 

With  respect  to  the  uterine  contents  of  the  seven  cases  curetted, 
two  showed  a  considerable  amount  of  decidual  tissue  with  bad  odor, 
and  these  reacted  most  favorably.  Three  showed  considerable  material 
with  no  odor,  and  recovered  in  a  few  days.  Two  showed  an  empty 
uterus,  the  infection  having  penetrated  beyond  the  endometrium,  one 
with  marked  symptoms  of  extension,  the  second  without  such  symp- 
toms. 

Of  course  few  conclusions  can  be  drawn  owing  to  the  limited 
number  of  cases  observed,  but  they  exemplify  the  difficulty  of  dis- 
tinguishing, either  by  signs  or  symptoms,  between  the  cases  in  which 
we  have  to  do  with  a  pure  toxemia  with  organisms  of  low  virulence 
growing  on  the  surface  of  the  endometrium,  and  the  septicemic  class, 
the  infection  having  become  more  or  less  generalized. 

It  has  been  shown  that  in  the  hospitals  those  cases  having  gen- 
erally the  worst  prognosis  have  most  often  been  subjected  to  curettage 
and  this  has  been  held  to  account  for  the  generalization  of  the  process. 
It  would  seem  rational  to  suppose  that  the  greatest  number  of  cases 
seen  in  the  hospitals  are  of  the  seriously  infected  type.  These  cases 
have,  because  of  the  absence  of  improvement  under  less  radical  pro- 
cedures, been  most  often  subjected  to  curettage,  often  under  very  un- 
favorable conditions.  We  are  therefore  very  apt  to  draw  false  conclu- 
sions from  the  wards  of  the  hospitals  as  to  the  danger  of  the  curet. 

Quoting  from  Lea  as  to  the  dangers  of  the  use  of  the  curet:  "An 
important  distinction  must  be  made  between  infections  occurring  as  a 
result  of  abortion  in  the  early  months  of  pregnancy,  and  labor  at  full 
term.  The  results  of  curettage  after  abortion  are  almost  invariably 
favorable.  The  organisms  are  often  of  relatively  slight  virulence  and 
manifest  little  tendency  to  penetrate  deeply.  The  cavity  of  the  uterus 
is  relatively  small  and  there  is  absence  of  large  venous  sinuses,  which 
exist  in  the  uterus  at  term.  Under  these  conditions  if  fragments  can- 
not be  removed  with  the  finger,  the  curet  may  be  used  without  hesita- 
tion." 

It  is  a  general  surgical  principle  to  attack  an  infection  at  its  source, 
even  in  the  presence  of  extension  of  that  infection.  At  this  location 
bacteria  are  in  many  cases  most  active.  In  the  case  of  the  appendix, 
most  surgeons  believe  in  removing  the  offending  organ  at  any  stage  of 
the  process ;  this  in  spite  of  the  dangers  arising  from  the  combination 
of  a  major  operation  plus  septic  intoxication.  In  spreading  infections 
of  the  arm,  we  incise  and  provide  drainage,  with  disinfection  of  the 
original  focus. 

With  this  end  in  view  hysterectomy  was  done  for  sepsis,  but  the 
combination  of  major  operation  with  anesthesia  and  sepsis  was  too 
much,  and  most  of  the  patients  died. 

In  all  cases  of  septic  infection,  the  outcome  is  determined  by  the 
equation,  individual  resistance  minus  the  infective  power  of  the  organ- 
ism. Any  factor  which  lowers  the  resistance  therefore  decreases  the 
chances  of  recovery.  Of  the  causes  which  lower  resistance  may  be 
mentioned,  prolonged  operative  procedure,  anesthesia,  hemorrhage,  be- 
sides others  of  lessened  importance. 

The  septic  uterus  has  an  open  cervix,  the  pain  of  exploration  of 
the  uterus  is  caused  mostly  by  dilatation,  therefore  it  has  been  our 
practice  whenever  possible  to  explore  the  uterus  with  the  analgesia  pro- 


INFECTION  FOLLOWING  ABORTION. 


205 


duced  by  a  dose  of  morphine  and  whiskey  given  one-half  hour  before 
operation.  When  this  procedure  is  not  possible,  we  might  best  use 
gas-oxygen,  thus  reducing  the  amount  of  anesthetic  shock  to  a  mini- 
mum. If  then  the  danger  of  exploration  is  somewhat  exaggerated,  and 
a  neglected  toxemia  may  readily  become  a  septicemia,  if  it  is  often  im- 
possible to  tell  positively  to  which  class  a  given  case  belongs,  would  it 
not  be  wise  to  subject  most  infected  uteri,  following  abortion,  to  ex- 
ploration, either  with  the  curet  or  finger,  to  make  sure  that  the  case 
does  not  belong  to  the  class  ordinarily  designated  toxemia,  the  method 
of  exploration  selected  being  that  which,  in  a  particular  case,  would 
give  the  least  amount  of  mechanical  disturbance  to  the  inflamed  tissues. 

In  some  cases  we  see  a  rise  of  temperature  following  this  method 
of  treatment,  this  being  due  to  an  increased  absorption  of  bacterial 
toxins.  This  is  not  necessarily  a  bad  sign,  as  the  temperature  as  a 
rule  subsides  after  forty-eight  hours. 

There  are,  of  course,  cases  where  the  infection  has  so  obviously 
extended  that  this  means  of  reaching  it  is  impracticable,  also  others 
where  the  absorption  from  any  raw  surface  would  produce  an  added 
toxemia  which  would  prove  fatal,  these  cases  would  naturally  be  ex- 
cluded. 

Respecting  the  teachings  of  several  of  the  American  schools  on 
this  point,  inquiries  from  recent  graduates  elicited  the  following : 

"In  ten  schools  four  advocated  the  use  of  the  curet,  six  were 
against  it.  Five  advocated  the  exploration  by  means  of  the  finger,  one 
was  against  all  interference.   Nine  advised  the  use  of  the  douche." 

In  England  and  Germany  the  concensus  of  opinion  seems  to  be 
against  the  routine  use  of  the  curet.  The  radical  opinion  expressed  by 
Sinclair,  in  which  he  advocates  the  use  of  the  sharp  curet  at  the  earliest 
possible  moment,  to  be  repeated  if  no  improvement  ensues,  would 
be  granted  by  but  few  gynecologists,  yet  his  experience  is  extensive. 
The  method  of  promoting  disinfection  as  well  as  drainage  of  the 
uterine  cavity  by  means  of  a  self-retaining  catheter,  placed  within  the 
cervix,  with  irrigation  every  three  or  four  hours,  may  be  useful  in 
some  cases. 

Should  no  improvement  be  produced  by  the  cleansing  of  the  uterus, 
the  organisms  have  evidently  penetrated  beyond  the  endomethium  and 
further  measures  should  be  directed  toward  increasing  the  powers  of 
resistance  of  the  patient  by  vaccines,  collargol,  nucleinic  acid,  etc., 
with  such  operative  procedures  as  are  indicated  by  the  localization  of 
the  process. 

(For  Discussion,  see  page  232.) 


THE  DRAINAGE  OF  ABDOMINAL  WOUNDS.* 


By  Frank  Henry  Knight,  M.D., 


of  Brooklyn,  N.  Y. 


HE  frequent  closure  of  abdominal  wounds,  and  the  bold  and 


daring  manner  with  which  certain  operators  neglect  to  drain 


many  acutely  infected  peritoneal  cavities  have  led  me  of  late 
to  give  the  subject  of  drainage  very  serious  thought. 

The  natural  method  of  drainage  is  through  the  lymphatics, 
which  may  very  materially  be  assisted  by  the  posture  of  the  patient; 
by  either  the  Clark  position  or  its  reverse,  the  Fowler  position. 

Much  discussion  took  place  at  our  last  meeting,  of  the  pros 
and  cons  of  the  two  positions  relative  to  the  avoidance  of  post- 
operative adhesions  and  thereby  minimizing  the  danger  of  intes- 
tinal obstruction,  but  little  mention  was  made  of  their  respective 
values  in  regard  to  drainage.  The  upper  and  diaphragmatic  region 
of  the  peritoneal  cavity  being  so  richly  supplied  with  lymphatics, 
has  by  far  the  greater  absorbtive  power,  and  therefore  Clark's  theory 
was  quite  correct,  but  clinically  was  far  from  being  practical  in 
cases  of  infection,  for  it  is  obvious  that  not  only  are  the  toxines 
permitted  to  be  absorbed  with  overwhelming  rapidity,  but  other 
products  of  inflammation  are  gravitated  to  the  upper  abdomen 
where  circumscribed  areas  of  inflammation  may  localize  and  break 
down  into  pockets  of  pus  in  localities  difficult  to  evacuate  and 
drain.  The  pelvis,  on  the  other  hand,  with  the  patient  in  the 
Fowler  position,  is  quite  the  convenient  place  to  catch  the  drainage. 
Here  we  can  much  more  readily  localize  our  septic  material,  there 
is  less  systemic  absorption,  and  artificial  drainage  is  easy. 

It  is  obvious,  therefore,  from  the  foregoing,  that  the  Clark 
position  is  decidedly  undesirable  in  the  drainage  of  abdominal  in- 
fections. The  Fowler  position  is  decidedly  of  advantage  in  cases 
where  free  septic  material  may  be  localized  in  a  portion  easy  of 
access.  The  horizontal  position  is  useful  in  all  cases  of  localized 
infection  and  for  infections  in  the  upper  abdomen. 

The  methods  used  by  most  surgeons  for  drainage  is  by  either 
the  glass  or  rubber  tube  or  the  cigaret  drain.  These  are  frequently 
far  from  adequate  and  the  tube  occasionally  harmful.  It  is  obvious 
that  as  soon  as  the  tissues  fall  together  about  the  lower  end  of  a 
tube,  the  tube  is  either  blocked  or  a  very  limited  area  is  given 
drainage.  The  same  applies  to  the  cigaret  drain,  for  although 
there  may  be  free  absorption  from  its  lower  end,  still  the  remaining 
portion  is  sealed  by  the  rubber  and  so  the  full  capacity  of  the 
drain  is  handicapped.  The  pressure  of  a  glass  tube  or  the 
lower  end  of  a  rubber  tube  may  cause  ulceration  and  fistula,  for  I 
have  seen  it  demonstrated  at  autopsy  that  the  lower  end  of  a  rubber 
drainage  tube  ulcerated  directly  through  the  wall  of  the  cecum. 
The  little  advantage  of  easy  removal  of  these  rubber  drains  is  far 
over-balanced  by  their  incomplete  drainage  and  other  dangers. 

The  old-fashioned  wick,  without  any  armor,  seems  to  have 
been  quite  lost  sight  of  by  many  of  us  in  the  rush  for  something 
new.    The  plain  wick  drain  came  to  be  discarded  because  of  the 


*  Read  before  the  Brooklyn  Gynecological  Society,  Jan.  5,  1912. 
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unfortunate  results  in  the  former  days  with  infected  peritoneal 
cases,  but  it  would  be  a  safe  wager  that  the  improved  results  came 
more  from  improved  technic  and  less  meddlesome  surgery  than  from 
the  tube  or  cigaret  drain. 

I  have  appended  here  a  summary  of  the  infective  peritoneal 
conditions  which  have  come  into  our  service  at  St.  John's  Hospital 
during  the  past  year,  191 1. 

All  infective  peritoneal  cases  are  drained  for  a  varying  period, 
dependent  upon  the  condition  at  hand. 

The  wick  drain  in  the  form  of  iodoform  gauze  is  used  exclus- 
ively. 

If  the  infection  is  low  in  the  pelvis  and  indications  of  a  walled- 
off  condition  are  present,  then  drainage  is  established  through  the 
vault  of  the  vagina,  the  abscess  cavity  sponged  dry  and  the  cavity 
loosely  packed  with  iodoform  gauze. 

Where  the  infection  is  high  in  the  pelvis,  drainage  is  made 
through  the  abdominal  opening,  using  a  liberal  quantity  of  iodoform 
gauze  with  which  to  wall  off  the  intestines,  and  a  direct  drain  to 
the  structures  involved. 

Diffuse  septic  peritonitis  is  drained  by  strips  of  iodoform  gauze 
inserted  in  various  directions  with  a  large  loose  strip  inserted  to  the 
source  of  the  infection.  General  irrigation  of  the  peritoneal  cavity 
is  never  employed,  likewise  counter-drainage. 

Cases  of  gangrenous  appendicitis,  in  which  there  is  the  slightest 
indication  of  peritoneal  infection,  are  all  drained  by  a  small  strip  of 
iodoform  gauze.  It  is  with  this  class  of  cases  that  some  surgeons  take 
the  greatest  amount  of  chance  and  close  the  wound  without  drainage, 
on  the  ground  that  the  infection  is  usually  of  colonic  variety,  and  that 
the  peritoneum  will  take  care  of  it.  It  is  very  true  that  a  certain  per- 
centage of  such  cases  get  well  without  further  trouble,  but  when  we 
consider  that  some  of  them  do  not  do  well  or  have  to  be  reopened  later, 
the  slight  inconvenience  of  a  small  drain  for  a  few  days  is  far  safer 
and  better. 

In  support  of  this  method,  I  present  herewith  a  summary  of  our 
infected  peritoneal  cases  for  191 1,  which  were  thirty-three  in  all  and 
without  a  single  mortality. 

The  average  length  of  time  the  initial  drain  remained  in  place  was 
four  days.  At  the  end  of  this  time  it  was  removed,  nitrous  oxide 
usually  being  administered,  and  if  there  were  still  signs  of  infection, 
a  fresh  drain  was  inserted. 

The  Fowler  position  was  used  in  all  cases  of  acute  pelvic  infec- 
tions and  in  acute  diffuse  septic  peritonitis,  except  where  the  source 
of  the  infection  was  not  high  in  the  abdomen,  in  such  cases  the  hori- 
zontal position  was  maintained.  All  other  cases  were  kept  in  the 
horizontal  position. 

The  wound  in  all  cases  except  one  was  healed  before  the  patient 
left  the  hospital  and  the  date  of  discharge  from  the  hospital  averaged 
four  weeks  after  the  operation. 

(For  Discussion,  see  page  22J.) 


IS  PHLYCTENULOSIS  A  MANIFESTATION  OF 
TUBERCULOSIS? 


By  Louis  C.  Ager,  M.D., 

Senior  Physician,  Brooklyn  Home  for  Consumptives,  Brooklyn,  N.  Y. 

IN  order  to  discuss  intelligently  the  relation  of  tuberculosis  to 
phlyctenulosis  it  is  necessary  to  give  some  consideration  to  those 
eye  lesions  which  are  known  to  be  due  to  the  direct  invasion  of 
the  eye  by  the  tubercle  bacillus.  That  this  bacillus  may  produce 
lesions  in  any  part  of  the  eye  is  proven  by  the  occasional  clinical 
reports  in  the  ophthalmological  journals  both  in  this  country  and  in 
Europe.  I  believe  that  they  are  classed  among  the  "less  frequent" 
eye  diseases,  and  that  they  are  terminal  infections  of  a  generalized 
tuberculosis. 

Tubercular  iritis  is  seen  occasionally  in  children  and  young 
people.  It  may  occur  as  a  solitary  tubercle  which  develops  rather 
rapidly.  It  is  very  difficult  to  differentiate  such  a  tumor  from  sar- 
coma or  gumma.  The  more  frequent  type  shows  small  gray  translu- 
cent tubercles,  from  three  or  four  to  a  large  number.  Some  disappear 
while  others  form.  Spontaneous  recovery  has  been  reported,  but  the 
infection  usually  spreads  to  other  parts  of  the  eye. 

Tuberculous  choroiditis  is  statistically  somewhat  more  frequent, 
but  a  majority  of  the  cases  are  a  terminal  infection  of  a  miliary  tuber- 
culosis in  infants.  According  to  Carpenter  and  Stephenson  tubercles 
can  be  demonstrated  in  the  choroid  post  portem  in  a  large  majority  of 
cases  of  acute  miliary  tuberculosis.  On  the  other  hand,  Northrup 
says  he  has  been  looking  unsuccessfully  for  such  a  condition  for 
twenty  years.  Lesions  of  this  character  are  rarely  observed  outside 
of  institutions  and  they  therefore  do  not  figure  in  the  statistical  reports 
of  eye  clinics.  Nevertheless  I  am  surprised  to  find  no  mention  of 
tuberculosis  in  the  last  report  of  the  Brooklyn  Eye  and  Ear  Hospital, 
none  in  the  report  of  the  Massachusetts  Charitable  Eye  and  Ear 
Infirmary,  and  only  three  cases  from  the  New  York  Eye  and  Ear 
Infirmary.    I  greatly  doubt  the  accuracy  of  such  statistics. 

Some  of  the  figures  with  a  direct  bearing  on  the  subject  of  this 
paper  are  as  follows :-  B  R  R  H     Mqss  Inf       ^  y  Inf 

Total  eye  cases    II>3°5    27>5°9 


Conj.  and  cornea   4,975  7,458  n,455 

Phlyctenulosis    289  691  667 

Ratio  phlyctenulosis    1:17  1:11  1:17 

(Ratio  trachoma)    (1:20)    ( 1  :i  1 ) 

Ulcerative  keratitis    103  461   

Ulcer  of  cornea       528 

Phlyct.  keratitis    139  345  387 

Tuberculosis  of  the  Conjunctiva:  According  to  Ball  of  St.  Louis 
{Mod.  Ophth.,  p.  289)  tubercular  lesions  of  the  conjunctiva  may  be 
primary  due  to  direct  infection  of  an  abrasion  or  ulcer,  but  it  is 
usually  secondary  to  tuberculosis  of  the  nose  or  pharynx,  or  to  facial 
lupus.  This  also  is  a  rare  lesion.  Among  31,000  eye  cases  Eyre  of 
London  saw  but  eleven  of  conjunctival  tuberculosis.  (Trans.  Ophth. 
Soc.  Und.  Kingd.,  1897.)  Prof.  Saemisch  of  Bonn  says  (Handbuch 
Gesamt.  Augenheilk.  Vol.  V.,  p.  498)  :    "From  the  previous  state- 
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ments  concerning  verified  tuberculosis  of  the  conjunctiva  this  disease 
may  be  considered  very  rare."  On  the  other  hand  Fuchs  of  Vienna 
said  (19  Vers.  d.  Ophth.  Ges.  su  Heidelberg):  "I  see  in  Vienna 
many  cases  of  conjunctival  tuberculosis  probably  because  tuberculosis 
is  generally  widespread  in  Vienna. 

In  1 89 1  Sattler  (21  Vers.  d.  Ophth.  Ges.  su  Heidelberg)  de- 
scribed four;  his  classification  has  been  generally  adopted, 

First  Group:    Small  miliary  ulcers  which  may  coalesce. 

Second  Group:    Small  miliary  subconjunctival  nodules. 

(Reasoning  from  our  knowledge  of  the  progress  of  miliary 
tuberculosis  in  other  parts  of  the  body,  group  two  would  seem  to  be 
merely  the  early  stage  of  group  one.) 

Third  Group:  Inflamed  and  hypertrophied  conjunctival  papillae 
with  granulations. 

Fourth  Group:  "Conjunctival  lupus"  showing  numerous  jelly- 
like pedunculated  tumors  in  the  fornices,  more  or  less  ulcerated. 

It  seems  highly  improbable  that  lesions  of  such  a  pronounced  char- 
acter as  this  classification  describes  could  be  overlooked  in  the  eye  clin- 
ics of  this  city.  Furthermore  the  general  opinion  seems  to  be  that  in  all 
these  forms  of  tuberculosis  the  prognosis  is  very  grave  and  that  a 
cure  is  possible  only  under  radical  treatment.  Until  very  recently 
the  diagnosis  has  depended  very  largely  upon  the  finding  of  tubercule 
bacilli  in  the  scrapings  from  these  lesions  and  in  the  stubborn  resist- 
ance to  treatment.  Nevertheless,  all  writers  have  admitted  the  possi- 
bility of  spontaneous  recovery.  These  facts  will  be  discussed  later, 
after  the  more  important  facts  in  regard  to  phlyctenulosis  have  been 
presented. 

For  a  number  of  years  there  has  been  a  growing  tendency  to 
regard  phlyctenulosis  as  a  manifestation  of  a  tubercular  infection  in 
spite  of  the  apparent  contradictions  that  such  a  theory  brings  up. 
This  is,  of  course,  a  natural  corollary  to  the  theory  that  scrofulosis 
is  a  form  of  tuberculosis ;  for  from  the  time  of  the  "tender-eyed" 
Leah,  conjunctivitis  has  been  a  prominent  symptom  of  scrofula. 

The  most  exhaustive  study  of  phlyctenulosis  in  medical  literature 
is  probably  contained  in  Prof.  Saemisch's  "Handbuch  der  Gesamten 
Augenheilkunde,"  Vol.  V.,  pp.  371-405.  He  describes  in  detail  two 
types,  simple  and  miliary,  and  apparently  follows  the  older  writers 
(see  Ziemsen's  Cyclopedia,  Vol.  XVI,  p.  795)  in  including  Herpes 
conjunctivae  in  this  classification.  The  phlyctenulosis  consist  of  yel- 
lowish red  accumulations  of  lymphoid  cells  producing  discrete  eleva- 
tions in  the  conjunctiva  or  cornea.  In  the  simple  form  they  are  few 
in  number  and  from  one  to  two  millimeters  in  diameter.  In  the 
miliary  form  they  are  much  smaller,  very  numerous  and  widely  scat- 
tered over  the  conjunctiva  and  cornea.  The  epithelial  layer  breaks 
down  and  there  result  numerous  elevated  semilunar  ulcers.  The 
disease  is  usually  characterized  by  a  high  degree  of  pain,  photophobia 
and  lachrymation. 

Probably  most  ophthalmologists  will  agree  with  Prof.  Saemisch's 
statement  that  "Conjunctivitis  phlyctenulosis  is  of  frequent  occur- 
rence. One  may  even  point  it  out  as  the  most  frequent  of  all." 
Nevertheless,  there  seems  to  be  a  hopeless  discrepancy  between  the 
statistics  of  this  country  and  those  of  Europe.  In  Bonn,  1887- 1898, 
among  47,850  eye  cases,  10,269  (about  21  per  cent.)  were  phlyc- 
tenular. In  Dusseldorf  in  1891,  45  per  cent,  of  the  cases  were 
said  to  be  "eye  scrofulosis,"  note  the  term.  From  the  American  sta- 
tistics quoted  above  it  will  be  seen  that  about  40  per  cent,  of  all  eye 
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cases  are  diseases  of  the  cornea  and  the  conjunctiva  and  of  these  from 
5  per  cent,  to  10  per  cent,  are  classified  as  phlyctenular.  That  is 
from  2  per  cent,  to  4  per  cent,  of  all  cases  in  comparison  with  the 
European  21  per  cent,  to  45  per  cent. 

Most  of  the  earlier  writers  in  discussing  the  etiology  of  this 
disease  were  satisfied  with  an  attempt  to  determine  whether  it  was 
a  manifestation  of  eczema  or  scrofula.  In  this  connection  Prof. 
Saemisch  says,  "Concerning  the  relation  of  eczema  to  phlyctenular 
conjunctivitis  it  is  only  fully  determined  that  both  are  frequently 
seen  in  scrofulous  individuals,  so  that  the  first  is  often  found  upon 
the  skin  of  the  eyelids.  In  a  strict  dermatological  sense,  however,  it 
does  not  show  itself  like  a  true  eczema  since  the  contents  of  the 
blisters  appears  to  be  cloudy  instead  of  clear." 

Later,  when  bacteriologic  studies  became  more  general,  the 
various  pyogenic  organisms  were  isolated  in  these  cases,  as  would 
naturally  be  expected;  and  an  exaggerated  importance  was  attributed 
to  their  presence  by  various  investigators.  We  now  know  that  a 
"gemisch"  of  such  organisms  will  usually  be  found  in  any  muco- 
purulent discharge,  regardless  of  the  exact  etiology.  These  studies, 
therefore,  have  little  direct  value  in  answering  the  question  at  issue. 
In  fact  it  is  only  in  very  recent  years  that  any  definite  attempt  has 
been  made  to  study  the  relation  of  phlyctenulosis  to  tuberculosis,  or 
to  accurately  determine  the  frequency  of  tubercular  infections  of  the 
eye.  On  both  these  points  I  am  inclined  to  believe  that  ophthalmol- 
ogists have  been  led  astray  by  too  great  a  subservience  to  the  older 
traditions  of  their  specialty,  and  that  the  investigations  of  the  next 
few  years  will  prove  former  beliefs  to  have  been  at  variance  with  the 
facts. 

Some  of  the  European  physicians  have  already  suggested  this 
idea.  In  1907  Helbron  said  that  in  his  clinic  in  Berlin  one  case  in 
every  two  hundred  was  tubercular  and  he  expressed  a  belief  that  this 
infection  will  be  noted  much  more  frequently  than  it  has  been  in  the 
past. 

In  1907  and  1908,  Dr.  G.  S.  Derby  of  Boston  began  the  system- 
atic use  of  tuberculin  reactions  in  eye  cases  and  published  his  results 
in  the  Archives  of  Ophthalmology  for  September,  1908.  At  that  time 
the  limitations  of  these  reactions  were  not  as  well  understood  as  they 
are  at  present,  and  possibly  too  much  importance  was  attributed  to 
the  findings. 

Later  (Jour.  Amer.  Med.  Assoc.,  May  28,  1910),  Derby  and  Ayer 
reported  further  findings  and  W.  H.  Wilder  (Jour.  Amer.  Med.  Assoc. 
July  2,  1910),  gave  the  report  of  the  "Committee  for  the  Study  of  the 
Relation  of  Tuberculosis  to  Diseases  of  the  Eye."  All  these  writers 
prove  conclusively  the  correctness  of  the  growing  belief  that  there  is 
some  clinical  relation  between  phlyctenular  disease  and  tuberculosis, 
and  they  show  also  that  the  tuberculin  reaction  is  much  more  frequent 
in  individuals  with  certain  eye  diseases  than  it  is  in  people  with  normal 
eyes.  It  is  unnecessary  to  give  the  details  of  these  reports  but  some 
of  the  statistics  of  Derby  and  Ayer  are  worth  presenting.  They 
studied  clinically  many  cases  of  phlyctenulosis  in  patients  with  an 
average  of  nine  and  a  half  years  and  found  that  24  per  cent,  had  a 
positive  family  history  of  tuberculosis,  48  per  cent,  had  more  or  less 
definite  signs  of  tuberculosis  in  other  parts  of  the  body,  and  89  per 
cent,  reacted  to  tuberculin.  For  the  past  two  years  we  have  been 
making  tuberculin  tests  on  all  phlyctenular  cases  referred  to  the 
children's  room  for  systematic  treatment  and  they  all  react  to  tuber- 
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culin.  I  regret  that  I  have  no  more  definite  figures.  At  the  Brook- 
lyn Eye  and  Ear  Hospital  I  recently  made  six  tests  in  children  in  one 
afternoon  and  all  were  strongly  positive.  One  had  broken  down 
cervical  glands  and  one  had  just  lost  her  mother  with  pulmonary 
tuberculosis.  It  was  this  last  child  that  inspired  this  paper.  Her 
father  had  already  had  her  examined  by  the  family  physician  on 
account  of  his  fear  of  an  hereditary  infection.  Nothing  definite  had 
been  found.  On  careful  examination  I  found  that  the  cervical  glands 
were  just  palpable,  that  the  respiratory  sounds  were  a  little  harsh  and 
high  pitched  and  there  was  very  slight  dullness  in  the  region  of  the 
upper  right  bronchus.  Although  we  are  not  warranted  in  making 
a  positive  diagnosis  on  a  single  examination  with  such  findings,  even 
with  a  positive  Von  Pirquet  reaction,  I  am  quite  convinced  that  the 
child  has  a  bronchial  gland  infection  and  that  she  ought  to  have  routine 
care  and  treatment.  This  is,  after  all,  the  essential  fact  to  be  learned 
from  the  various  investigations  cited.  If  it  is  generally  recognized 
that  in  children  at  least,  phlyctenulosis  almost  invariably  means  tuber- 
culosis in  some  other  part  of  the  body,  very  many  individuals  will 
be  referred  for  proper  treatment,  who  would  otherwise  be  permitted 
to  develop  advanced  tubercular  lesions.  Colman  Cutler  {Jour.  Amer. 
Med.  Assoc.,  Nov.  20,  1909)  expressed  his  opinion  as  follows:  "These 
true  phlyctenules  should  then  be  classed  as  stigmata  of  tuberculosis, 
and  as  they  not  infrequently  occur  in  apparently  healthy  children, 
they  offer  an  important  indication  for  further  investigation  and 
general  treatment." 

Derby  in  the  paper  referred  to  says:  "If  tubercular  disease  of 
the  eye  is  as  prevalent  as  my  figures  tend  to  show,  it  will  lie  in  the 
power  of  the  ophthalmologist  to  take  a  more  active  part  in  the  fight 
against  tuberculosis." 

Derby  and  Ayer  say:  "We  believe  that  for  the  good  of  the 
community,  if  not  for  the  individuals  themselves,  these  eye  patients 
should  be  given  a  thorough  physical  examination  as  a  routine  pro- 
cedure." 

Conclusions:  There  is  rapidly  accumulating  clinical  evidence  that 
tuberculous  infection  of  the  eye,  particularly  in  the  young,  is  much 
more  common  than  has  been  supposed,  and  the  percentage  of  spon- 
taneous recovery  in  such  infections  is  perhaps  as  high  as  in  tubercu- 
lous infections  in  other  parts  of  the  body. 

Although  we  are  not  yet  justified  in  saying  that  phlyctenulosis  is 
directly  due  to  infection  with  human  or  bovine  tubercle  bacilli,  it  is 
quite  possible  that  this  will  be  shown  later  to  be  the  case. 

If  phlyctenulosis  is  not  the  direct  product  of  a  tuberculous  infec- 
tion, the  statistics  of  clinical  investigations  and  of  tuberculin  reac- 
tions show  that  there  is  some  causative  relation  between  the  two. 

It  follows  from  the  previous  conclusions  that  all  children  with 
phlyctenulosis  should  receive  the  most  thorough  expert  physical 
examinations  for  evidences  of  incipient  tuberculosis,  and  that  the 
systemic  treatment  should  be  guided  by  the  results  of  such  exami- 
nations. 

Inasmuch  as  phlyctenulosis  constitutes  such  a  large  proportion 
of  the  cases  seen  at  eye  clinics,  proper  provision  should  be  made  for 
diagnosis  and  treatment,  and  tuberculosis  classes  should  be  instituted. 

Since  phlyctenulosis  appears  to  be  one  of  the  signs  of  incipient 
tuberculosis,  Boards  of  Health  and  Boards  of  Education  and  organi- 
zations devoted  to  the  prevention  of  tuberculosis  should  have  their 
attention  called  to  this  aid  to  diagnosis. 
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THE  TREATMENT  OF  UNDESCENDED  TESTIS  * 


By  Warren  L.  Duffield,  M.D., 

of  Brooklyn,  N.  Y. 

IT  is  not  the  purpose  of  this  paper  to  attempt  to  describe,  except  in 
the  briefest  possible  way,  the  anatomy  and  pathology  of  un- 
descended testis,  but  rather  to  call  attention  to  a  well-known, 
though  apparently  much  misunderstood  operation  for  the  relief  of 
this  condition,  that  of  Bevan. 

The  testis  is  originally  in  close  proximity  to  the  kidney  and 
passes  along  the  posterior  abdominal  wall  and  through  the  inguinal 
canal  to  reach  the  scrotum.  It  may  be  arrested  at  any  point  along 
its  course  of  descent,  or  descending  properly  to  the  external  inguinal 
ring  may  there  be  deflected  in  an  abnormal  direction,  upon  the  aponeu- 
rosis of  the  external  oblique  beneath  the  deep  layer  of  the  superficial 
fascia,  or  into  the  upper  portion  of  Scarpa's  triangle  or  may  even  mi- 
grate into  the  structures  of  the  perineum. 

The  dangers  and  discomforts  of  an  undescended  or  misplaced 
testicle  are  more  than  psychic  or  cosmetic.  Such  an  organ  has  to  be 
considered  in  its  relation  to  an  existing  or  potential  hernia,  to  the 
possibility  of  epididymitis,  atrophy  and  twisting  of  the  cord  with  re- 
sulting gangrene.  The  dangers  of  an  epididymitis  in  a  normally 
situated  organ  are  practically  dangers  to  the  organ  itself,  but  an 
epididymitis  in  a  testis  situated  within  the  abdomen  are  infinitely 
greater.  A  misplaced  testis  may  be  more  prone  to  injury  by  external 
violence  or  muscular  exertion  and  by  no  means  of  least  importance 
is  the  probability  of  malignant  disease. 

Aside  from  the  malposition  of  the  testis  there  are  usually  changes 
in  its  structure  and  that  of  the  cord.  The  body  of  the  testis  is  usually 
small  and  softer  than  normal.  The  epididymis  is  not  infrequently 
separated  from  the  body  of  the  testis.  The  vas  deferens  is  always  of 
ample  length.  The  processus  vaginalis  is  as  a  rule  open  and  in  com- 
munication with  the  general  peritoneal  cavity.  The  spermatic  cord 
is  not  gathered  into  a  normal  cord-like  structure,  but  is  spread  out 
fanshape  over  a  considerable  area.  The  spermatic  vessels  are  poorly 
developed.  Moschowitz  is  of  the  opinion  that  the  small  size  and 
softness  of  the  testicle  is  due  to  this  hypoplasia  of  the  spermatic  ves- 
sels. The  scrotum  is  usually  small.  The  undescended  testicle  is 
usually  functionless,  that  is,  the  spermatogenetic  function  is  lost. 

To  overcome  this  deformity  various  operations  have  been  de- 
vised from  simple  manipulation  and  the  application  of  a  forked  truss 
to  retain  the  testis  in  place  to  the  more  complicated  procedure  of 
placing  the  testicle  in  the  scrotum  by  brute  force  and  then  compelling 
it  to  stay  there  by  attaching  one  end  of  a  cord  to  it  and  the  other  end 
of  the  cord  to  the  great  toe.  A  refinement  of  the  above  method  has 
just  been  published  in  which  the  Fowler  hernia  operation  is  done, 
the  testis  placed  in  the  scrotum  and  a  silkworm  gut  suture  passed 
through  the  gubernaculum  testis  and  through  the  most  dependent 
part  of  the  scrotum,  to  which  is  attached  a  rubber  band,  the  other  end 
of  which  is  attached  to  a  cuff  of  adhesive  plaster  encircling  the  thigh 


*  Read  before  the  Brooklyn  Surgical  Society,  May,  1911. 
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immediately  above  the  knee.  The  thigh  is  then  encased  in  plaster  of 
pans  to  prevent  flexion. 

The  operation  which  seems  most  simple  and  at  the  same  time 
most  surgical  is  that  of  Bevan,  which  he  described  as  follows : 

An  incision  is  made  three  inches  long  over  the  inguinal  canal  and 
through  the  aponeurosis  of  the  external  oblique.  Under  the  external 
oblique  will  be  found  a  pouch  of  peritoneum  extending  from  the  ab- 
dominal peritoneum  through  the  canal  and  down  to  the  scrotum. 
This  pouch  of  peritoneum  is  covered  by  the  cremasteric  muscle  and 
fascia  and  the  transversalis  fascia.  These  three  layers  are  divided 
and  the  peritoneal  pouch  opened.  The  vaginal  process  of  peritoneum 
should  be  divided  transversly  well  above  the  testicle.  Care  should 
be  taken  not  to  injure  the  cord,  and  in  children,  where  the  peritoneal 
process  is  as  delicate  as  tissue  paper,  the  dissection  must  be  made  with 
great  care  and  with  small  instruments.  After  complete  transverse 
division  of  the  vaginal  process  the  upper  end  is  closed  with  a  cat  gut 
ligature,  as  in  the  sac  in  a  hernia  operation,  and  the  lower  end  is 
closed  with  a  purse  string  suture,  making  a  tunica  vaginalis  for  the 
testis.  Then,  with  a  gauze  sponge,  the  peritoneum  is  carefully  wiped 
off  from  the  cord.  As  the  wiping  proceeds  the  cord  will  gradually 
lengthen  until  the  testicle  can  be  brought  well  down  upon  the  thigh. 
Tense  fibrous  strands  in  the  cord  are  to  be  torn  either  with  the  fingers 
or  blunt  dissecting  forceps  and  the  cord  is  to  be  freed  from  every- 
thing except  the  vas  and  vessels.  When,  as  in  the  exceptional  case,  a 
large  peritoneal  pouch  extends  to  the  bottom  of  the  scrotum,  the  tes- 
ticle can  now  be  pushed  into  this  and  retained  by  a  purse  string  suture 
within  the  neck  of  the  scrotum.  As  a  rule,  however,  it  is  necessary 
to  make  a  cavity  by  blunt  dissection  with  the  fingers. 

"In  a  few  cases — but  these  will  be  quite  the  exception — it  is  found, 
even  after  the  free  exposure  of  the  cord,  that  it  is  not  long  enough 
to  permit  of  the  reduction  well  into  the  scrotum.  In  such  cases  it 
will  be  seen  that  the  shortened  structures  are  the  spermatic  artery 
and  veins.  These  can  be  divided  between  two  ligatures,  care  being 
taken  to  avoid  injury  jto  the  vas  and  the  vessels  of  the  vas.  It  will 
then  be  found  that  the  testicle  can  by  gentle  traction  be  brought  down 
sufficiently  to  replace  it  in  the  scrotum  without  tension.  It  will  be 
found  that  the  artery  of  the  vas  and  the  veins  of  the  vas  are  quite 
sufficient  to  supply  the  entire  testicle  after  the  ligation  of  the  spermatic 
artery  and  anterior  group  of  veins"  (Bevan).  This  statement  of 
Bevan's  apropos  of  the  blood  supply  has  been  borne  out  by  Moschco- 
witz  in  a  series  of  some  twenty  cases.  Personally,  in  the  few  cases  I 
wish  to  report,  I  have  not  found  it  necessary  to  ligate  and  divide  the 
vessels.* 

*  Bevan  goes  on  to  say  that  the  wound  is  now  closed  as  in  an  ordinary 
hernia  operation,  not  transplanting  the  cord,  as  is  done  in  the  Bassini  operation, 
but  allowing  it  to  remain  in  its  normal  position.  I  have,  however,  performed 
the  typical  Bassini  operation  and  have  found  it  facilitated  the  operation  to 
postpone  applying  the  purse-string  suture  in  the  upper  part  of  the  scrotum 
to  hold  the  testicle  until  the  suture  of  the  posterior  canal  wall  was  completed, 
surrounding  the  testicle  and  cord  meanwhile  by  warm  laparotomy  sponges. 

The  after  care  is  that  of  an  ordinary  herniotomy.  It  is  well,  how- 
ever, to  suspend  the  scrotum  to  prevent,  as  far  as  possible,  extravasa- 
tion of  blood  which  sometimes  takes  place  due  to  the  blunt  dissection 
in  forming  a  pocket  for  the  testicle.  An  ice-bag  has  served  well  in 
preventing  this. 

The  age  most  favorable  for  operation  is  after  the  child  has  passed 
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three  years,  though  Bevan  elects  the  time  between  the  tenth  and 
twelfth  years. 

Before  proceeding  to  report  a  few  cases  upon  which  this  opera- 
tion has  been  performed,  I  would  like  to  call  attention  to  the  apparent 
misunderstanding  of  Bevan's  technic.  He  distinctly  states  that  "in 
the  exceptional  case  it  will  be  seen  that  the  shortened  structures  are 
the  spermatic  artery  and  veins.  These  can  be  divided  between  two 
ligatures,  care  being  taken  to  avoid  injury  to  the  vas  and  the  vessels 
of  the  vas,  etc."  Yet,  in  spite  of  so  emphatic  a  statement  that  it  is 
only  in  a  ''few,"  in  the  "exceptional"  case  that  division  of  the  vessels 
will  be  necessary,  Moschcowitz  {Annals  of  Surgery,  Vol.  LII,  page 
833)  states,  "We  have  to  proceed  to  the  essential  part  of  the  Bevan 
operation,  namely,  the  division  and  ligation  of  the  spermatic  vessels," 
and  Morris,  in  discussing  Moschcowitz's  paper,  "thought  that  in  the 
treatment  of  undescended  testis  we  have  little  need  for  any  other 
operation  than  that  devised  by  Bevan.  By  cutting  everything  except- 
ing the  vas  and  its  artery,  the  vas  immediately  unravels  for  three 
or  four  inches  without  any  trouble,  as  a  rule,  in  adults."  Apparently 
indicating  that  he  considers  section  of  the  vessels  as  an  integral  part 
of  the  operation.  Dr.  Charles  Davidson,  in  the  Surgical  Treatment 
of  Undescended  Testicle  (page  283,  Vol.  XII,  Surgery,  Gynecology 
and  Obstetrics) ,  says:  "In  the  operation  in  which  the  spermatic  ves- 
sels are  ligated  and  severed  as  recommended  by  Bevan,  the  testicle 
can  be  placed  and  retained  in  the  scrotum,"  clearly  indicating  that 
he  also  has  missed  the  point  that  it  is  only  in  the  exceptional  case 
that  section  of  the  vessels  will  be  found  necessary. 

In  conclusion  I  wish  to  report  the  following  cases.  At  the  time 
of  their  discharge  from  the  hospital  a  good  anatomical  result  was 
evident  in  each  case  without  the  slightest  tendency  toward  recurrence : 

Case  I.  Mr.  9578,  17  years  old,  admitted  to  the  Jewish  Hospital  on  the 
10th  of  November,  1910,  and  discharged  November  26th.  For  the  past  three 
years  has  had  attacks  of  sharp  sticking  pains  in  right  inguinal  region,  pains 
very  sickening  and  nauseating.  Examination  reveals  an  avoid  body  in  right 
inguinal  canal  exquisitely  tender  to  touch.  Can  be  dislocated  through  inter- 
nal ring;  it  recedes  into  the  abdomen  but  cannot  be  displaced  towards  the 
external  ring.  Bevan's  operation  done  on  November  nth,  revealing  a  large 
processus  vaginalis  occupying  the  greater  part  of  the  inguinal  canal  and  with  a 
large  opening  into  the  peritoneal  cavity;  a  small  testicle  with  separation  of 
epididymis,  cord  spread  out  over  walls  of  sac  and  right  side  of  scrotum  poorly 
developed.  Good  recovery,  slight  simple  orchitis  for  a  few  days  responding 
to  application  of  cold. 

Case  II.  Master  9041,  aged  6  years,  admitted  on  September  14,  1910,  and 
discharged  on  the  28th.  Absence  of  testicles  noticed  by  parents  from  birth. 
Occasional  swelling  in  right  inguinal  region.  On  day  of  admission  symptoms 
of  strangulation,  but  reduction  occurred  before  admission.  Examination 
revealed  large  ring  on  right  side  testicle  not  palpable,  on  left  side  testicle  at 
upper  end  of  inguinal  canal.  Bevan's  operation  on  both  sides  with  Bassini 
operation  on  right  side  on  September  16th.    Good  recovery. 

Case  III.  Master  9039,  5  years,  admitted  September  14,  1910,  and  dis- 
charged the  28th.  Day  prior  to  admission  father  noticed  swelling  in  scrotum 
which  disappeared  on  reclining  and  reappeared  on  assuming  the  erect  position. 
Examination  revealed  a  large  ring  on  right  side  through  which  a  hernial  mass 
would  protrude  into  scrotum  upon  coughing  but  which  would  immediately 
recede.  Testicle  in  internal  ring,  disappearing  into  abdomen  upon  manipula- 
tion. Right  Bassini  and  Bevan's  operation  done  on  September  16,  1910,  followed 
by  good  recovery. 

Case  IV.  Master  9070,  14  years,  admitted  September  17,  1910,  and  dis- 
charged October  I,  1910.  One  year  ago  noticed  absence  of  right  testicle  and 
was  troubled  with  some  pain  on  walking.  Also  noticed  a  movable  nodule  in 
right  inguinal  region.    Examination  revealed  a  large  ring  on  right  side  and 
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testicle  in  right  inguinal  canal.  Operations,  Bassini  and  Bevans,  September 
19th;  good  recovery. 

Case  V.  Operation  May  3,  1911,  patient  17  years  of  age;  both  testicles 
absent  from  scrotum  and  not  palpable.  At  operation  both  testis  were  found 
just  internal  to  internal  ring  and  delivered  with  some  difficulty  due  to  good 
development.  The  processus  vaginalis  on  the  right  side  extended  into 
scrotum,  that  on  the  left  side  to  external  ring.  On  both  sides  the  vas  were 
of  ample  length  but  the  vessels  held  the  testis  firmly  at  a  point  very  slightly 
below  the  internal  ring.  Vessels  on  both  sides  ligated  and  severed  and  testicles 
placed  in  scrotum  keeping  posterior  to  conjoined  tendon. 

In  closing  I  would  like  to  add  that  in  all  of  these  cases  our  ef- 
forts did  not  cease  until  the  testicle  could  be  easily  placed  in  the  very 
lowest  portion  of  the  scrotum  and  that  without  the  slightest  traction 
upon  the  cord.  The  purse-string  suture  at  the  neck  of  the  scrotum 
was  only  placed  there  to  prevent  the  testicle  from  slipping  out  of  a 
poorly  developed  scrotum  and  not  to  overcome  tension  on  the  cord 
or  to  fix  the  testicle.  By  wiping  the  peritoneum  away  from  the  cord 
the  testicle  was  easily  placed  in  its  proper  position  and  it  was  not 
necessary  to  cut  any  of  the  blood  vessels. 

Discussion. 

Dr.  A.  T.  Bristow  said,  in  discussion  of  Dr.  Duffield's  paper,  that  "he 
thought  the  practice  of  tieing  of  both  spermatic  arteries  at  the  same  time  most 
objectionable,  since  the  main  blood  supply  of  both  testicles  was  cut  off,  reliance 
being  placed  solely  on  the  little  artery  of  the  vas  deferens.  Dr.  Bristow  said 
he  had  not  that  faith  in  the  ability  of  the  artery  of  the  vas  deferens  to  support 
the  nutrition  of  the  testicle,  to  bring  him  to  do  a  double  operation  and  then 
perhaps  get  a  slough  on  both  sides  and  turn  the  patient  into  a  eunuch." 

Dr.  Russell  S.  Fowler  had  had  upwards  of  thirty  cases  in  the  last  few 
years  and  he  found  that  in  his  hands  the  Hahn  operation  gave  the  best  results. 
He  has  not  had  any  bad  results  following  the  operation.  He  has  found  that 
whatever  method  used  the  more  deft  one  becomes  the  better  the  results.  The 
Bevan  operation  is  a  good  operation,  but  personally  he  prefers  the  Hahn  method. 
He  has  shown  before  the  Society  cases  operated  upon  by  the  Hahn  method  with 
perfect  results. 

Dr.  W.  F.  Campbell  said,  in  discussion  of  Dr.  Duffield's  paper,  that  he 
thought  there  were  certain  points  which  should  be  emphasized  in  the  considera- 
tion of  undescended  testicle. 

First,  the  surgeon  should  be  very  careful  to  differentiate  retained  testicle 
from  retracted  testicle.  In  childhood  the  canal  is  well  opened  and  the  cremas- 
teric reflex  is  very  strong,  and  often  the  testicles  are  drawn  up  into  the  canal 
and  retained  there  a  while,  and  Dr.  Campbell  cited  an  instance  of  a  very  good 
surgeon  who  was  called  out  of  town  to  operate  on  an  undescended  testicle  and 
after  the  anesthesia  was  completed,  he  found  the  testicles  were  in  the  scrotum. 

Dr.  Campbell  understood  Dr.  Duffield  to  say  the  third  year  was  the  best 
time  to  operate.  Dr.  Campbell  took  exception  to  this  in  a  large  number  of  cases, 
since  it  is  simply  a  delayed  descent,  and  one  can  afford  to  wait  until  near  the 
age  of  puberty  to  give  the  testicles  every  chance  to  reach  the  scrotum.  It 
seems  to  Dr.  Campbell  that  the  tenth  year  is  the  proper  time  to  operate. 

In  regard  to  ligations  of  the  veins,  unless  this  is  done,  there  is  very  little 
in  Bevan's  operation  to  recommend  it,  since  the  shortened  spermatic  artery  and 
vein  are  the  structures  that  prevent  the  testicle  reaching  the  scrotum. 

Dr.  Thqmas  B.  Spence  said  he  was  seeing  some  of  these  cases  every  year, 
but  he  is  not  seeing  hundreds  of  any  one  kind.  He  uses  the  Bevan  operation 
with  very  great  satisfaction. 

He  has  a  case  in  the  hospital  now  complicated  by  a  hernia.  He  has  found 
that  the  patients  come  for  operation  for  the  herniae  and  not  for  the  unde- 
scended testicles. 

Dr.  Spence  finds  that  the  Bevan  operation  works  in  the  cases  he  has  seen 
without  destroying  the  veins.  One  can  cut  down  some  of  the  tissues  of  the 
cord  without  sectioning  the  vessels. 

Dr.  Warren  L.  Duffield  said  that  in  all  but  one  of  his  cases,  it  was  not 
necessary  to  section  the  vessels.  It  was  perfectly  possible  to  get  the  testicle  down 
without  any  tension  on  the  cord.  In  one  case  he  did  have  to  section  the  vessels 
on  both  sides  at  the  same  operation.  The  patient  made  a  very  good  surgical 
recovery  as  far  as  Dr.  Duffield  knows.  What  the  functional  recovery  was,  Dr. 
Duffield  does  not  know. 


THE  JUNE  MEETING  OF  THE  ASSOCIATED  PHYSICIANS 
OF  LONG  ISLAND. 

THE  June  meeting  and  outing  of  the  Association  will  be  held  at 
Sayville,  Long  Island,  on  Saturday,  June  22,  1912.  The  Commit- 
tee has  planned  for  an  open  air  meeting  and  clam  bake,  to  be  held 
at  Water  Island,  which  is  reached  by  a  five-mile  sail  across  Great  South 
Bay  from  Sayville.  Stages  will  meet  the  trains  arriving  from  the 
East  and  West,  at  the  Sayville  Station,  and  conduct  the  members  to 
the  boats  at  the  foot  of  Candee  Avenue.  Notice  of  the  train  schedule 
will  be  furnished  each  member.  Dinner  will  be  served  promptly  after 
arrival  at  the  beach,  and  a  short  scientific  session  will  follow.  Sail- 
ing, bathing,  etc.,  may  be  indulged  in  after  the  meeting.  For  those 
desirous  of  sailing,  the  committee  will  arrange  to  have  boats  at  the 
beach,  which  may  be  hired  at  a  nominal  cost.  It  is  expected  that  this 
will  be  the  largest  meeting  in  our  history. 

William  B.  Brinsmade. 


THE  ANNUAL  MEETING  OF  THE  STATE  MEDICAL 
SOCIETY,  APRIL,  1912. 

AS  it  is  impossible  for  one  person  to  attend  all  the  present  sec- 
tions and  sessions  of  the  society's  annual  meeting,  the  reader 
is  referred  for  any  survey  of  the  literary  and  scientific  phases 
to  the  program  or  the  papers  as  they  appear. 

Remaining  matters  of  interest  that  might  call  for  report  include 
news  items,  novelties  of  procedure,  and  new  tendencies  in  the 
Society's  field  of  affairs. 

Some  forty  or  more  confreres  attended  from  the  Second  District. 
And  a  dozen  or  fifteen  names  from  this  district  appeared  on  the 
scientific  program.  Our  official  recognition  comprised  the  re-election 
of  Dr.  William  F.  Campbell  as  Second  Vice-President  and  of  Dr.  J. 
M.  Van  Cott  as  Chairman  of  the  Health  Committee,  the  selection  of 
Dr.  J.  P.  Warbasse  as  Delegate  for  two  years  to  the  A.  M.  A.  and 
the  subsequent  appointment  of  Dr.  Henry  G.  Webster  on  the  Publica- 
tion Committee.  The  question  of  transferring  Richmond  County  from 
the  Second  to  the  First  District  comes  up  for  action  next  year.  The 
chief  reason  for  this  transfer  was  not  stated. 

Badges  were  introduced  this  year — red  for  delegates,  blue  for 
guests,  and  a  special  gold  service  medal  for  the  President. 

I  lotel  accommodations  again  ran  short.  It  would  be  an  improve- 
ment when  meeting  again  in  Albany,  if  the  preliminary  announcements 
contained  a  list  of  tolerable  hostelries.  And  the  organization  might 
run  a  rooming  bureau.  It  may  not  be  realized  by  the  fortunate  how 
many  had  trouble  of  this  kind. 
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The  new  arrangement  of  work  by  sections  proved  attractive  and 
advantageous.  There  was  a  record  attendance,  at  least  for  recent 
years  and  for  our  District. 

Something  of  a  novelty  for  this  body  was  the  word  of  welcome 
by  the  Governor  and  by  the  Mayor. 

It  is  still  a  question  whether  the  mixing  of  oil  and  water,  or  in 
this  case,  business  and  science,  is  altogether  advantageous.  A  com- 
plete cleavage,  even  into  distinct  organizations,  seems  possible,  and 
would  attract  many  now  holding  back. 

The  presentation  of  matters  and  questions  of  policy,  for  immedi- 
ate action,  should  in  some  way  be  forstalled.  They  often  demand  the 
kind  of  thought  and  judgement  that  is  not  possible  off-hand. 

Very  striking  is  the  centralization  of  power  and  in  more  or  less 
continuous  holders  of  office.  The  including  of  the  chairmanship  of 
the  leading  committee  in  the  main  contingent  makes  this  now  fairly 
complete.  As  a  member  sitting  nearby  exclaimed,  "If  you  are  not 
with  New  York,  you  are  not  in  it."  So  long  as  such  power  is  used 
for  the  common  good,  there  may  be  acquiescence.  But  it  is  bound 
sometime  to  get  into  hands  that  will  make  trouble.  In  general  politics, 
government  by  commission  bureaucracy,  et  cetera,  however  advanta- 
geous in  many  ways,  has  led  to  proposals  for  referendum  and  recall, 
as  means  for  nevertheless  securing  a  voice  in  affairs.  And  something 
similar  may  yet  develop  in  medicine. 

Some  of  the  points,  however,  that  were  guardedly  touched  upon 
in  a  former  report  (see  this  Journal  for  March,  1909)  have  been 
fairly  remedied.  For  the  appreciative  onlooker  there  is  a  fill  of  amuse- 
ment at  almost  any  such  meeting. 

To  see  the  rush  for  the  all-star  reader,  and  then  the  immediate 
exodus ;  to  see  how  some  with  lightning  rods  up,  keep  themselves 
anxiously  in  evidence;  to  hear  a  proposition  that  no  one  shall  be 
graduated  in  medicine  until  at  least  twenty-five  years  of  age,  or  that 
each  candidate  must  have  first  served  a  year's  interneship  in  a  hos- 
pital ;  to  see  men  trembling  with  fire  and  threat  in  the  evening,  softly 
swallow  the  plated  pill  in  the  morning;  to  see  men  hurry  to  Albany 
and  then  dally  the  busy  hours  in  lobby  or  grill ;  to  see  an  honest 
query  successfully  met  by  flippancy  and  sarcasm — really,  it  is  getting 
to  be  quite  a  show ! 

The  wonderful  ability  of  Wiley,  his  turning  of  current  events  to 
time  his  lessons,  was  well  shown  in  his  address.  And  yet  he  goes 
in  an  uncalled-for  manner  far  out  of  his  way  to  administer  petty  slaps 
at  important  medical  matters  of  which  clearly  he  knows  nothing. 
Small  wonder  he  got  dumped,  if  he  pursues  the  same  tactics  in  all 
things. 

In  the  main  it  was  an  auspicious  meeting,  showing  an  ability  to 
get  out  of  ruts  and  the  possibility  of  progress.  A  touch  of  geniality 
was  added  by  some  thought  for  the  accompanying  ladies,  a  movement 
looking  to  provision  for  infirm  and  old  members  (a  difficult  propo- 
sition without  encroaching  on  other  lines),  and  the  decision  to  meet 
elsewhere  next  year. 

Phillips'  fine  presiding  was  a  feature.  He  has  lifted  the  standards, 
made  the  path  of  his  successors  more  exacting,  gained  general  ad- 
miration, and  made  the  profession  of  the  Empire  State  his  debtor. 

The  next  annual  meeting  is  to  be  held  at  Rochester,  N.  Y.,  late 
in  April  (the  fourth  Tuesday),  1913. 

William  Browning. 
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THE  HEALTH  OFFICE  OF  THE  PORT  OF  NEW  YORK. 

ONE  of  the  most  picturesque  districts  in  the  Greater  New  York 
is  Staten  Island,  facing  as  it  does  on  one  side  the  New  Jersey 
coast  and  looking  out  on  the  other  towards  the  lower  bay,  the 
Narrows  and  the  ocean.  Historic  it  is,  too,  for  here  in  the  little  town 
of  Rosebank  is  located  one  of  the  greatest  quarantine  stations  in  the 
world.  One  has  but  to  scan  the  water  front  of  New  York  and  Brook- 
lyn, or  to  watch  the  ingress  and  egress  of  ocean-going  vessels  of  every 
type,  flying  the  national  emblems  of  every  maritime  country  on  earth, 
to  realize  this.  What  an  interesting  tale  of  the  Port  of  New  York 
would  be  unfolded  by  the  pen  of  an  Irving  or  Dickens !  Here  are 
inspected  by  the  health  officer  and  his  deputies  all  vessels  entering 
the  harbor  of  New  York.  He  is  a  veritable  czar,  for  he  has  absolute 
power  over  all  vessels  suspected  of  carrying  infectious  or  contagious 
diseases,  condemning  cargoes  and  incarcerating  individuals  suspected 
of  being  carriers  of  disease  which  are  a  menace  to  the  public  health, 
irrespective  of  nationality  or  rank. 

Under  the  present  regime  the  personnel  of  the  health  officer  of  the 
Port  of  New  York  consists  of  the  following: 

1.  The  health  officer  and  his  deputies,  to  whom  is  relegated  the 
general  superintendence  of  the  quarantine  station. 

2.  An  advisory  board  to  the  health  officer,  composed  of  five  medi- 
cal gentlemen  of  experience  and  training  in  modern  hygiene,  pathology 
and  bacteriology,  which  meets  at  stated  intervals  and  directs  the  scien- 
tific work  of  the  quarantine  station,  and  controls  the  pathological 
and  bacteriological  laboratory.  This  board  is  without  compensation 
other  than  the  honor  of  membership. 

3.  Eight  port  wardens,  whose  duties  are  exclusive  cognizance 
relating  to  surveys  of  vessels  and  their  cargoes  arriving  at  port  in  dis- 
tress, or  damaged  in  port.  They  specify  the  amount  of  damage  and 
judge  of  repairs  necessary  to  render  vessels  again  seaworthy.  They 
are  paid  by  fees. 

At  Rosebank  are  accommodations  for  the  Health  Officer  and  his 
deputies,  all  of  whom  are  subject  to  call  for  inspection  of  vessels  at 
any  hour  of  the  day.  The  pathological  and  bacteriological  laboratory  is 
also  here.  The  present  structure  is  soon  to  be  replaced  by  a  new, 
modern  building  at  a  cost  of  $43,000,  including  equipment.  It  will 
embody  all  the  features  of  an  up-to-date  laboratory  of  its  type,  with 
spacing  for  single  investigation  and  provision  for  squads  in  rush 
seasons.  The  laboratory  regime  will  be  rigid  and  consistent  with 
advanced  requirements.  This  building  will  stand  on  elevated  ground 
and  so  placed  as  to  face  due  north  and  south. 

Aside  from  Rosebank,  which  faces  Brooklyn,  are  Hoffman  and 
Swinburne  Islands  lying  far  out  beyond  the  Narrows.  These  are 
hospital  islands,  the  former  being  used  for  the  general  detention  or 
inspection,  the  latter  for  isolation  of  cholera,  bubonic  plague,  epidemic 
cerebro-spinal  meningitis,  typhus,  smallpox  and  all  other  highly  infec- 
tious and  contagious  diseases.  They  are  at  present  in  a  dilapidated 
condition,  being  totally  inadequate  for  the  handling  of  any  consider- 
able importation  of  contagion  or  infection.  Swinburne  Island  is  badly 
washed  away  on  its  coast  line  and  should  be  shored  up.  The  buildings 
on  both  islands  are  in  sad  need  of  reconstruction.  It  would  seem  man- 
datory on  the  Empire  State  to  spare  no  expense  in  providing  a  quar- 
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antine  station  second  to  none  in  the  civilized  world  and  adequate  to 
meet  the  necessities  of  any  great  emergency. 

Recognizing  these  facts,  the  Health  Officer,  Dr.  Joseph  J.  O'Con- 
nel  and  his  Advisory  Board  obtained  an  audience  with  Governor  Dix 
prior  to  the  closing  of  the  last  session  of  the  New  York  State  Legis- 
lature and  asked  for  an  appropriation  of  $400,000  as  the  smallest  sum 
that  would  insure  immediately  necessary  improvements.  The  Gov- 
ernor favored  this  request  and  a  proper  bill  was  drawn  up,  which, 
however,  owing  to  the  nearness  of  closing  of  the  session  was  never 
presented.  In  the  last  analysis  $63,000  was  appropriated  for  the 
laboratory  and  the  repair  of  the  dock  at  Rosebank.  In  a  recent  con- 
versation with  E.  B.  Hebberd,  Secretary  of  the  New  York  State  Board 
of  Charities  regarding  the  requirements  for  the  quarantine  station, 
Mr.  Hebberd  stated  it  as  his  opinion  that  at  least  two  millions  of 
dollars  should  be  expended  upon  reconstruction  of  the  water  front, 
repair  of  docks  and  erection  of  new  buildings  for  light,  heat,  power 
and  hospital  purposes,  so  that  the  people  of  the  Empire  State  could 
point  not  only  with  pride  to  their  fine  quarantine  provisions,  but  also 
rest  secure  in  the  belief  that  they  were  doing  full  duty  in  their 
endeavor  to  protect  the  Port  of  New  York  and  the  entire  United 
States  from  invasion  of  disease. 

We  believe  it  to  be  the  duty  of  the  medical  profession  in  New 
York  State  to  lose  no  opportunity  of  informing  or  influencing  state 
legislators  as  to  the  needs  of  the  Port  Office  and  their  own  individual 
responsibility  in  securing  liberal  appropriation  funds  for  properly 
carrying  on  the  work  of  the  quarantine  station. 

Joshua  M.  Van  Cott. 


IMPENDING  CHANGES  IN  THE  SOCIAL  ORDER  AND 
THEIR  PROBABLE  INFLUENCE  UPON  MATERNITY. 

WE  observe  a  tendency  in  many  quarters  to  reason  that  the 
entrance  of  women  into  the  larger  life  will  surely  result  in 
a  permanent  diminution  of  their  maternal  activities.  Thus 
Madame  Juliette  Adam  has  said  that  "we  have  had  the  rights  of  man 
sacrificing  the  woman — we  are  beginning  to  have  the  rights  of  woman 
sacrificing  the  child."  YVe  are  told  that  a  neuter  type  is  evolving, 
corresponding  to  the  worker  bees  and  ants.  These  women  are  said  to 
be  losing  both  the  instinct  and  capacity  for  motherhood.  The  ability 
to  nurse  is  also  lessening  everywhere.  A  University  of  California 
professor  goes  so  far  as  to  say  that  marriage  will  before  long  be 
interdicted  as  regards  a  certain  class  of  these  neuters  and  that  society 
as  well  as  nature  will  set  them  apart  as  workers.  Then,  of  course,  we 
know  that  there  is  a  decided  tendency  among  our  most  intelligent 
people  at  present  voluntarily  to  limit  progeny,  making  due  allowance 
for  sterility  referable  to  gonorrhea. 

But  all  these  phenomena  are  purely  transitional,  and  there  is  not 
the  slightest  reason  for  pessimism  as  regards  ultimate  conditions. 
Just  now  economic  forces  are  militating  strongly  against  maternity, 
and  an  immediate  effect  of  the  enlightment  and  freedom  that  are  being 
conferred  upon  and  acquired  by  womankind  so  rapidly  will  undoubt- 
edly be  a  further  diminution  in  the  birthrate.  It  seems  to  be  an 
expedient  to  which  the  thinking  classes  are  driven  while  society  is 


220 


EDITORIAL. 


in  the  throes  of  an  adjustment  that  will  in  the  end  give  us  decent 
conditions  of  life.  We  refuse  to  believe  for  a  moment  that  when  the 
conditions  of  living  are  good  and  women  free  from  the  spectre  of 
economic  destruction  that  maternity  will  not  flourish.  That  we  will 
attain  this  desirable  state  no  thinking  man  can  doubt.  The  forces 
engaged  in  the  struggle  for  social  righteousness  and  regeneration  are 
most  efficient.  Idealism  is  matched  by  a  genius  for  practical  social 
service  possessed  by  men  in  all  ranks — a  late  and  significant  social 
phenomenon.  The  social  conscience  was  never  so  wide  awake,  and 
this  keenness  characterizes  all  sorts  and  conditions  of  men,  churchmen 
and  free  lances  alike.  Indeed  the  church,  as  such,  has  not  caught  up 
with  the  movement.  Spencer  said  that  a  Golden  Age  could  not  be 
made  out  of  a  leaden  people,  but  there  are  signs  that  stupid  selfishness 
is  giving  place  to  enlightened  selfishness,  when  it  is  not  being  sup- 
planted by  more  desirable  traits.  Even  leaden  people  can  at  least  be 
gilded. 

Pending  social  readjustments,  which  women  are  to  have  an  equal 
share  in  effecting,  how  can  the  sex  be  expected  to  act  as  human 
incubators  for  the  factories,  the  armies  and  the  navies  of  the  world? 
Among  civilized  peoples  women  should  have  children  because  they 
want  them  and  not  because  manufacturers  need  them.  Some  of  our 
conventional  social  tyrannies  are  fit  for  beasts,  rather  than  for  men 
and  women,  and  wherever,  in  the  name  of  religion  and  morality,  these 
customs  are  bolstered  up,  there  will  be  found  the  reason  for  the 
people's  waning  faith  in  ecclesiastical  institutions.  There  is  no  mys- 
tery about  these  things  and  no  occasion  to  malign  the  people  most  con- 
cerned. Patience,  humility,  long  suffering  and  propitiatory  sacrifices 
can  no  longer  be  counselled  our  exploited  classes.  Sad  to  say,  the 
poverty  and  industrial  slavery  of  the  world,  operative  over  long  years, 
have  made  for  moral,  mental  and  physical  decadence  in  many  of  the 
children  born  into  them,  and  in  their  children's  children,  and  these 
make  up  the  larger  part  of  the  indifferent  classes  who  cannot  be 
roused  and  who  far  outnumber  the  pure,  stall-fed  parasite,  that  other 
indifferent  one,  who  always  makes  us  think  of  Tennyson's  lines  on 
the  wife  of  Sir  Aylmer  Aylmer: 

"His  wife  a  faded  beauty  of  the  Baths, 
Insipid  as  the  Queen  upon  a  card; 
Her  all  of  thought  and  bearing  hardly  more 
Than  his  own  shadow  in  a  sickly  sun." 

But  mother  instinct  is  not  dying.  There  need  be  no  fear  of  that. 
It  is  only  balked  by  vicious  economic  conditions.  As  Bernard  Shaw 
has  pointed  out,  there  is  a  direct  connection  between  this  balked 
mother  instinct  seen  in  the  millions  of  industrially  exploited  women 
and  the  thousands  of  homeless  children  in  the  land. 

The  improvements  in  our  social  order  which  women  are  to  help 
inaugurate — and  which  it  is  not  too  much  to  say  cannot  be  effected 
without  their  co-operation — will  be  radical  in  character,  from  our 
present-day  viewpoint.  This  is  the  reason  why  the  politicians  and 
the  molders  of  the  average  man's  opinions  fear  their  participation  in 
the  political  life  of  the  country,  particularly  here  in  the  east,  where 
the  "interests"  are  most  strongly  entrenched.  How  easy  it  is  to  see 
the  bearings  of  all  this  on  the  rehabilitation  of  maternity  that  is  to 
come.  Any  one  who  doubts  that  it  is  the  mother  instinct  itself  that 
is  prompting  in  large  part  the  present  feverish  activity  of  women 
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need  only  reflect  that  one  of  their  chief  grievances,  and  one  that 
will  be  effectively  attacked  just  as  soon  as  they  have  acquired  suffi- 
cient political  importance  and  power,  is  the  matter  of  the  "age  of  con- 
sent" in  many  of  the  states.  In  quite  a  number  of  our  blessed  com- 
monwealths ten  is  the  legal  age  after  which  a  girl  may  consent  to  her 
defloration.  In  Wyoming,  where  the  women  are  direct  political  fac- 
tors, it  is  twenty-one ! 

Neither  the  larger  life  nor  anything  else  can  destroy  maternity 
except  by  destroying  sex.  Those  who  have  fears  on  this  score,  says 
Otto  Charles  Glaser,  of  the  University  of  Michigan,  will  do  well  to 
remember  that  the  sex  of  woman  is  no  less  solidly  grounded  than  the 
sex  of  man,  and  that  both  are  infinitely  older  than  our  civilization, 
whose  earliest  date  is  only  this  morning  in  the  complete  history  of 
the  race.  We  are  the  descendants  of  untold  generations  before  Adam 
and  Eve,  Glaser  reminds  us,  and  sex  is  more  strongly  inbred  than 
the  ten  fingers.  "Biology  knows  only  racial  justice/'  That  is  its 
answer  to  the  questions  that  the  body  politic  is  asking  now. 

Of  course  the  tremendous  industrial  development  that  is  going 
on  in  this  country  must  continue  to  go  on.  Indeed,  it  cannot  be 
stopped,  and  there  is  no  reason  why  any  one  should  wish  to  stop  it, 
but  its  benefits  must  be  made  to  accrue  to  the  people  who  create  them 
and  industrial  exploitation  must  cease.  Women  must  help  to  bring 
these  things  about  by  direct  action,  if  they  wish  to  fulfil  their  whole 
destiny  in  life,  and  enable  their  daughters  to  fulfil  theirs. 

Of  course  women  cannot  nurse  their  children,  nor  give  to  the 
world  many  happy  and  healthy  offspring,  so  long  as  the  economic  con- 
ditions remain  what  they  are.  Their  total  refusal  to  do  so  would  be 
in  the  highest  sense  ethical,  in  which  improbable  event  there  would 
be  a  great  scurrying  to  alter  alterable  conditions.  Their  partial 
refusal,  which  we  are  now  witnessing,  is  entirely  a  wholesome  phe- 
nomenon and  a  thing  that  will  yet  bear  splendid  fruit,  when,  to  com- 
plete the  quotation  from  Madame  Juliette  Adam,  partially  cited  at  the 
beginning  of  this  article,  "we  shall  have  the  rights  of  the  child  recon- 
stituting the  family." 

Arthur  C.  Jacobson. 


REMARKS  ON  MEDICAL  EXPERT  TESTIMONY  * 

IN  the  course  of  his  remarks  at  the  annual  dinner  of  the  Associated 
Physicians  of  Long  Island,  Mr.  Justice  Frederick  E.  Crane,  of 
the  Supreme  Court,  Brooklyn,  said : 

"If  the  doctors  are  always  looking  for  a  'subject'  I  suppose  that 
for  the  present  I  will  have  to  submit  to  their  'hospitable  treatment.' 
Lord  Bacon  has  said  that  Holy  Writ  enjoins  us  to  forgive  our  enemies, 
but  says  nothing  about  forgiving  our  friends,  and  it  was  due  to  a 
friend  and  his  importunities  that  I  am  in  the  present  trouble. 

"It  has  been  stated  that  doctors  could  be  hired  to  almost  any  num- 
ber as  experts  upon  either  side  of  a  medical  or  surgical  question.  My 
experience  has  been  that  this  is  not  true.  In  medicine,  as  in  law, 
there  are  a  great  many  questions  which  cannot  be  definitely  settled 
or  determined;  they  are  in  the  hazy  borderland  of  uncertainty  and 


*  Response  to  a  toast,  "Lawyers  and  Doctors,"  at  the  Annual  Dinner  of  the 
Associated  Physicians  of  Long  Island,  Brooklyn,  N.  Y.,  January  27,  1912. 
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an  opinion  ventured  upon  one  side  or  the  other  could  hardly  be 
classed  as  an  untruth.  Many  wild  statements  have  been  made  about 
this  matter  which  have  been  a  slander  upon  the  doctor's  profession. 

"To-day  I  heard  a  lawyer  in  summing  up  a  case  in  my  court, 
make  the  following  remark:  'I  have  called  doctors  to  testify  for  my 
side ;  if  I  wished  I  could  have  had  the  streets  outside  this  Court  House 
lined  with  doctors  willing  to  testify,  and  so  could  my  opponent/  This 
was  a  careless  and  untrue  statement  to  make,  as  the  doctors  in  the 
case  were  giving  opinions  upon  conditions  which,  themselves,  were 
uncertain  and  could  never  be  fully  ascertained  until  an  autopsy  was 
performed. 

'The  cases  where  the  expert  medical  witness  has  been  subject  to 
great  criticism  have  involved  a  conflict  of  opinion,  the  doctor- wit- 
nesses differing  in  their  testimony,  but  this,  nine  times  out  of  ten, 
is  not  due  to  the  venality  or  dishonesty  of  the  medical  profession,  but 
arises  from  conscientious  differences  of  opinion  upon  matters  incap- 
able of  definite  solution  until  perhaps  after  death.  In  this  particular 
many  of  these  questions  are  like  the  legal  questions  arising  for  the 
determination  of  lawyers  and  judges.  What  difference  of  opinion  we 
find  here!  The  history  of  litigation  is  the  history  of  civic  and  busi- 
ness activities  and  also  the  history  of  continued  disagreements  in 
opinion  among  judges  and  lawyers  as  to  what  the  law  is. 

"Why  should  we  expect  all  doctors  to  agree  when  conscientious 
judges  seldom  agree  as  to  the  law.  The  law  cannot  do  without  the 
doctor.  He  is  needed  in  insanity  cases,  in  the  criminal  case  where  the 
liberty  or  life  of  man  is  at  stake;  he  is  needed  in  the  negligence  case 
where  some  poor  unfortunate  desires  to  have  compensation  for  a 
grevious  wrong  inflicted  upon  his  person,  perhaps  maiming  him  for 
life  and  bringing  his  family  to  the  point  of  starvation,  or  where  some 
rascal  is  attempting  to  impose  dishonest  and  fraudulent  injuries  upon 
some  other  fellow-citizen  or  body  of  fellow  citizens  called  a  corpora- 
tion ;  it  may  be  that  the  doctor  is  needed  to  determine  the  rights  of 
vast  fortunes  depending  upon  whether  a  testator  knew  the  nature  of 
his  act  when  he  made  an  alleged  will.  Outside  of  saving  life  and 
restoring  health  what  greater  work  lies  before  any  man  than  to  help 
in  bringing  about  justice  in  such  matters.  And  the  law  cannot  suc- 
ceed without  the  doctors  to  help  and  assist  in  ascertaining  the  truth 
and  in  doing  the  right.  This  work  calls  for  the  best  skill,  energy, 
character  and  reputation.  Let  no  man  speak  disrespectfully  of  the 
medical  expert,  and  let  no  doctor,  no  matter  how  busy  or  how  exalted, 
hesitate  to  act  as  such  when  duty  calls." 


THE  HOUSE-FLY  PROBLEM. 

\YO  distinct  mental  processes  must  precede  each  human  act, 


first  acquiring  knowledge,  and  second,  feeling  an  emotion  over 


the  knowledge.  The  great  majority  of  people  have  not  yet 
reached  the  stage  of  knowledge  in  the  solution  of  the  house-fly 
problem.  Very  few  show  any  signs  of  feeling,  except  when  a  swarm 
of  flies  annoy  them  at  meal  time,  or  spoil  their  after-dinner  nap. 
A  universal  spread  of  knowledge  concerning  the  dangers  of  house 
flies,  and  a  wide-spread  horror  at  their  sight  must  precede  any 
concerted  action  for  their  extermination.  The  knowledge  and  the 
horror  will  come  very  slowly  in  the  natural  course  of  events.  It 
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came  with  a  sudden  shock  to  the  army  after  the  discovery  that 
house  flies  caused  ten  times  more  deaths  than  Spanish  bullets.  A 
hecatomb  of  human  victims  from  private  life  must  yet  be  sacrificed 
in  order  to  appease  the  American  god  of  personal  liberty,  and  per- 
mit the  health  officers  to  invade  the  sacred  precincts  of  those  temples 
of  filth,  the  private  cowyard  and  pig  pen,  and  make  clean  the 
breeding  places  of  the  imps  of  disease. 

Getting  rid  of  house  flies  is  a  problem  which  is  almost  ridicu- 
lous in  its  simplicity.  The  solution  is  simply  to  clean  up  all  manure 
piles  and  filth  in  order  that  flies  can  not  breed.  Protection  with 
screens,  traps,  and  poison  is  good  so  far  as  it  goes,  but  these  means 
do  not  reach  the  root  of  the  problem. 

It  is  probable  that  the  extermination  of  flies  will  be  helped  by 
indirect  means  quite  as  much  as  by  warfare  directly  against  the  pests. 
Farmers  are  compelled  to  keep  their  stables  and  barnyards  clean  in 
order  to  sell  milk.  Liverymen  clean  up  their  yards  because  manure 
has  a  cash  value.  Cities  dispose  of  their  garbage  and  sewage  in  order 
to  get  rid  of  a  nuisance  which  is  offensive  to  sight  and  smell.  In  all 
these  ways  the  breeding  places  of  flies  are  becoming  restricted,  and 
the  fly  will  disappear  in  the  natural  evolution  of  civilization.  But 
still  there  are  direct  means  of  spreading  a  knowledge  of  the  truth 
about  the  fly,  and  of  arousing  an  active  interest  in  its  extermination. 
Let  doctors  preach  a  crusade  against  the  fly  from  every  sick  room. 
Let  teachers  in  public  schools  instruct  the  pupils  about  the  life  history 
of  the  fly,  and  impress  upon  their  minds  the  fact  that  every  maggot 
is  a  young  fly.  Let  boards  of  health  compel  all  liverymen  and  farmers 
in  the  vicinity  of  a  case  of  contagious  disease  to  clean  their  stables 
and  yards.  Let  civic  societies  use  the  illustration  of  the  fly  as  a  terrible 
example  of  the  dangers  arising  from  unsightly  yards.  Let  the  leaders 
do  these  things,  a  .d  an  aroused  public  will  gradually  learn  to  do  their 
part  in  fly  extermination. 

Frank  Overton. 


FADS   IN   INFANT  FEEDING. 

IX  infant  feeding  as  in  all  other  lines  of  human  endeavor  there  is 
a  tendency  to  run  to  extremes  ;  a  few  years  ago  the  proteid  was 
the  cause  of  all  the  disturbances  that  were  produced  by  modified 
milk,  and  cream  was  used  in  abundance.  Then  it  was  discovered 
that  some  of  these  ill  results  were  due  to  excess  of  fat  and — presto — 
we  must  always  use,  it  would  seem  from  some  of  the  things  we  read, 
skimmed  milk. 

At  one  time  we  must  always  make  our  formulae  from  whey  and 
cream,  the  proteids  of  the  curd  are  rank  poison ;  now  forsooth  we  still 
coagulate  the  milk  but  we  throw  away  the  whey  and  break  up  and 
use  the  curd. 

Even  indeed  we  learn  that  the  chief  cause  of  our  troubles  is  the 
sugar,  our  babies  canot  digest  milk-sugar,  we  must  use  maltose. 

What  is  the  lesson  to  be  learned  from  all  this  apparent  discrep- 
ancy ?  In  the  first  place  babies  are  individuals ;  what  will  agree  with 
one  will  not  with  another;  some  want  low  proteid,  some  want  high; 
some  can  digest  very  little  fat,  some  can  make  good  use  of  a  great 
deal.     Individualize  then,  learn  all  you  can  about  the  particular 
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patient,  by  examination,  of  course,  but  more  in  this  case  by  a  history 
of  the  feedings  employed  and  their  results.  Then  order  the  simplest 
combination  of  the  food  elements  which  you  think  will  agree  with 
this  baby,  not  too  strong  at  first.  If  you  have  not  been  fortunate  in 
your  first  attempt  you  will,  it  is  hoped,  by  continued  observation,  soon 
be  able  to  learn  wherein  the  fault  lies.  Then  you  can  increase  or 
diminish  the  different  food  elements;  you  can  peptonize,  pancreatize, 
dextrinize;  you  can  add  maltose  or  starch  instead  of  lactose;  or  you 
can  prepare  our  German  friend's  Eiweiss-Milch  or  any  other  difficult 
combination,  if  you  so  desire,  but  do  not  try  any  complex  formula 
where  a  simple  one  will  do  the  work.  I  am  not  advocating  the  sacrifice 
of  efficiency  to  convenience,  but  it  is  well  to  remember  that  you  cannot 
measure  the  effects  of  the  complex  formula  as  easily  as  you  can  the 
simple  one.  Moreover  some  one  has  to  prepare  the  mixture  and  there 
are  more  slips  in  many  manipulations  than  in  few. 

Stick  then  to  the  simple,  and  do  not  use  a  stereotyped  batch  of 
formulae.  You  must  have  some  average  standard  and  the  general  run 
of  formulae  of  a  dozen  years  ago  will  still  answer,  with  a  little  change 
only,  for  the  general  run  of  cases.  Know  what  you  are  doing;  how 
much  of  the  different  food  elements  you  are  using,  else  how  can  you 
intelligently  vary  them ;  even  the  caloric  value  is  not  negligible,  though 
it  is  hardly  more  than  a  slight  check  to  the  other  considerations,  for 
it  tells  us  nothing  of  the  utilization  of  the  different  kinds  of  food. 

Just  a  word  about  these  much  talked  of  formulae;  one  would 
think  from  much  of  what  is  said  about  them  that  Dr.  Holt,  Coit  and 
other  prominent  pediatrists  taught  their  students  to  feed  babies  by 
rule  of  thumb.  Of  course  many  a  baby  can  be  fed  that  way,  but 
these  pediatrists  simply  have  learned  by  study  and  experience  that  an 
infant  of  such  an  age,  weight  and  apparent  development  would  be 
expected  to  take  about  such  food  in  amount  and  kind  and  they  have 
tried  to  express  these  results  in  as  simple  a  form  as  possible. 

The  fad  of  pasteurizing  all  the  milk  all  the  time,  and  neglecting 
to  care  for  it  after  it  has  been  pasteurized,  is  well  known.  Just  how 
completely  pasteurization  removes  all  dangerous  germs  from  the 
milk  is  still  an  open  question. 

It  is  best  then  always  to  secure  the  very  best  available  milk,  keep 
it  as  carefully  as  possible  and  then,  if  pasteurized,  pasteurize  as  close 
to  the  consumer  as  possible  and  keep  just  as  carefully  after  pasteuriz- 
ing as  before. 

As  a  final  word  just  keep  in  the  middle  of  the  road;  do  not  be 
carried  off  your  feet  by  some  unusual  measure  which  seems  to  have 
been  and  perhaps  really  has  been  of  great  usefulness  in  some  par- 
ticular case.    Remember  that  real  progress  is  made  slowly. 

W.  D.  Ludlum. 
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Stated  Meeting,  January  5,  191 2. 
The  President,  A.  M.  Judd,  M.D.,  in  the  chair. 
Gonorrheal  Salpingitis. 

Dr.  John  O.  Polak  reported  the  following  case  because  of  its  bearing  upon 
the  question  of  the  advisability  of  removal  of  the  uterus  in  cases  requiring  re- 
moval of  the  ovaries  and  tubes  for  gonorrheal  infection.  The  patient  was  a 
woman,  twenty-six  years  of  age  who  had  two  children,  the  youngest  three  years 
of  age.  The  last  delivery  was  followed  by  an  infection  due  to  a  pus  tube  on 
the  right  side.  She  recovered  from  this  and  shortly  after  leaving  the  hospital 
suffered  from  an  active  hemorrhage  from  the  uterus,  which  was  controlled  by 
packing.  Following  this  the  menstrual  periods  never  were  regular,  and  two 
years  later  it  was  found  necessary  to  remove  the  left  tube  and  ovary  for  sup- 
purative disease.  After  leaving  the  hospital,  her  menstrual  periods  were  still  as 
irregular  as  before,  occurring  every  fifteen  to  sixteen  days  and  lasting  from 
twelve  to  fifteen  days.  There  resulted  a  secondary  anemia.  Eight  months  ago 
she  again  underwent  operation,  at  which  time  the  right  tube  was  removed  for 
suppurative  disease,  and  supposedly  the  right  ovary.  However,  her  menstrual 
history  continued  as  before,  occurring  every  fifteen  or  sixteen  days.  She  was 
operated  upon  the  last  of  December  by  Dr.  Polak,  and  the  uterus  was  removed. 
It  was  found  that  a  portion  of  the  right  ovary  about  the  size  of  a  ten  cent 
piece  had  been  left  from  the  last  operation.  The  endometrium  of  the  uterus 
was  absolutely  free  from  disease  and  no  hypertrophy  of  the  lymphoid  structures 
can  be  demonstrated.  The  third  operation  would  have  been  avoided  if  the  uterus 
had  beeen  removed  at  the  second  operation,  and  in  such  cases,  where  these  is 
double  gonorrheal  infection  of  the  tubes,  Dr.  Polak  believes  that  complete  re- 
moval of  the  organs  should  be  practiced. 

Dr.  Philip  Manecke,  in  discussing  Dr.  Polak's  case  said  that  he  con- 
sidered it  necessary  to  remove  the  uterus  in  such  cases,  because  the  simple  re- 
moving of  the  tubes  and  ovaries  did  not  give  satisfactory  results. 

Dr.  W.  P.  Pool  asked  if  Dr.  Polak  advocated  the  extirpation  of  the 
uterus  in  all  cases  of  pus  tube  of  gonorrhoeal  origin,  and  stated  that  he  had  se- 
cured many  complete  symptomatic  cures  by  simply  exsecting  the  tubes  in  such 
cases.  Owing  to  his  results,  he  felt  that  it  is  often  unnecessary  to  do  a  hysterec- 
tomy, and  especially  in  young  women  he  would  conserve  the  uterus  wherever 
possible.  It  may  be  a  light  thing  for  the  surgeon  to  remove  the  uterus,  as  he 
regards  it  of  little  value  after  its  childbearing  function  is  destroyed,  but  such  is 
not  always  the  view  taken  of  it  by  the  patient,  if  she  be  young,  to  whom  the  loss 
of  the  organ  and  function  of  menstruation  may  be  a  serious  matter.  This  con- 
sideration, of  course,  should  not  weigh  when  the  uterus  is  extensively  and 
deeply  involved,  but  it  must  be  borne  in  mind  that  gonorrhoea  is  essentially  a 
surface  infection,  and  that  its  upward  progress  is  prevented  by  closing  the  horns 
of  the  uterus;  also  that  the  gonococcus  is  often  comparatively  short  lived.  Con- 
valescence may,  indeed,  be  somewhat  retarded  because  of  slow  involution  of  the 
uterus,  though  this  has  not  always  been  true  in  many  of  the  speaker's  cases. 
But  ultimate  recovery  leaves  the  woman  in  a  condition  more  nearly  approaching 
the  normal. 

Dr.  W.  H.  Cary  said  that  since  the  removal  of  the  tubes  and  ovaries  had 
been  accompanied  by  the  removal  of  the  uterus,  it  had  been  his  experience  that 
the  patients  made  a  better  recovery,  and  those  patients  in  whom  the  uterus  had 
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been  allowed  to  remain  came  back  with  active  discharges  which  were  difficult 
to  control,  and  he  would  therefore  advise  the  removal  of  the  uterus  in  these 

cases. 

Dr.  Polak,  in  closing  the  discussion,  said  that  he  did  not  advocate  the  re- 
moval of  the  uterus  or  tubes  in  all  gonorrheal  cases  inasmuch  as  he  had  seen  a 
large  number  of  these  cases  in  which  the  trouble  entirely  disappeared  under 
appropriate  treatment.  He  had  at  the  present  time  a  patient  under  observation 
who  was  pregnant,  who  had  previously  had  a  gonorrheal  infection  of  both  tubes. 
Where,  however,  it  is  necessary  to  remove  both  tubes  for  suppurative  disease, 
the  woman  is  better  off  without  her  uterus.  There  is  not  only  a  gonorrheal 
endometritis  but  a  persistent  endocervicitis  which  is  very  troublesome  to  treat. 

Encephalus. 

Dr.  A.  M.  Judd  reported  a  case  which  was  shown  through  the  courtesy 
of  Dr.  L.  J.  J.  Commiskey.  There  was  a  history  of  repeated  abortions  and  mis- 
carriages and  attempts  to  prevent  conception  with  the  resulting  production  of 
a  monster. 

A  Case  of  Intussusception. 

Dr.  A.  M.  Judd  reported  the  case  of  a  child  who  was  born  healthy  but  cried 
persistently  for  the  first  three  days  after  birth.  On  the  third  day  it  was  discovered 
that  the  baby  had  a  temperature  of  103  degrees.  The  crying  stopped  but  the  child 
was  restless  and  moaned.  There  had  been  three  bowel  movements  during  the  first 
three  days,  and  after  that  greenish  mucus  stools.  Dr.  J.  W.  Parrish,  who  saw 
the  case  in  consultation,  advised  the  giving  of  castor  oil  and  using  colonic  irri- 
gation. The  tenth  day  after  delivery  vomiting  commenced  and  continued. 
There  were  one  or  two  spots  of  blood  in  the  stools.  The  child  died  in  convul- 
sions. 

Examination  after  death  showed  a  condition  of  intussusception  one  foot 
and  a  half  from  the  stomach  involving  a  part  of  the  jejunum.  The  intussuscep- 
tion was  not  sufficiently  great  to  shut  off  the  lumen  of  the  bowel  entirely.  Dr. 
Judd  said  that  this  case  was  interesting  especially  because  the  intussusception 
had  taken  place  so  high  up. 

Dr.  O.  P.  Humpstone,  in  discussing  the  case,  spoke  of  a  series  of  photo- 
graphs in  the  possession  of  Dr.  Clark,  of  Philadelphia,  which  showed  the  pe- 
culiar arrangement  of  the  intestines  in  infants.  He  suggested  the  possibility  of 
the  intussusception  having  occurred  when  the  vomiting  began,  which  was  only 
a  few  days  before  its  death,  and  was  the  result  of  an  enteritis  which  existed 
before.  The  poisons  elaborated  in  such  a  condition  might  be  irritating  enough 
to  set  up  a  peristaltic  wave  which  would  cause  intussusception  in  a  bowel  with  a 
long  mesentary. 

Dr.  J.  W.  Parrish  remarked  that  this  case  was  of  great  interest  to  him 
on  account  of  the  difficulty  of  a  satisfactory  diagnosis.  The  child  had  a  high 
temperature,  rapid  pulse  and  an  unduly  flat  abdomen  without  any  distention. 
There  was  no  marked  history  of  vomiting  and  very  little  blood  with  the  stools. 
The  day  before  the  child  died  it  vomited  repeatedly.  There  were  frequent  evac- 
uations from  the  bowels.  No  tumor  could  be  made  out.  He  did  not  see  how 
the  fatal  outcome  could  have  been  prevented. 

Fibromyoma  of  the  Uterus.    Carcinoma  of  the  Uterus.    Carcinoma  of  the 

Ovary. 

Dr.  Paul  M.  Pilcher  presented  the  history  of  the  following  case :  The 
patient,  a  woman  fifty-seven  years  of  age,  was  admitted  to  the  Pilcher  Private 
Hospital  on  October  26th,  191 1,  stating  that  she  knew  of  the  presence  of  a 
fibroid  tumor  of  the  uterus,  and  wished  to  have  the  uterus  removed.  Her 
mother  had  died  of  cancer  of  the  liver  and  intestines.  Nine  years  previously 
she  had  had  dysmenorrhea,  for  which  a  curettement  was  done.  She  had  been 
married  twenty-five  years,  had  never  been  pregnant.  Seven  years  ago  she  came 
to  Brooklyn  knowing  of  the  presence  of  fibroid  myomata  of  the  uterus,  and 
asked  her  physician  to  recommend  her  to  some  surgeon  who  would  remove 
them.  He  told  her  there  was  absolutely  no  danger  from  their  presence,  and 
that  after  the  menopause  they  would  reduce  in  size  and  it  probably  would  not 
be  necessary  for  any  operation  to  be  done.  Two  years  later,  after  worrying 
over  the  condition  for  some  time,  she  again  presented  herself  requesting  that  an 
operation  be  done.  There  had  been  no  symptoms  of  intra-mural  fibroid,  therefore 
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no  alarm  was  felt  by  the  patient.  Latterly  there  had  been  increased  frequency 
of  urination,  otherwise  no  untoward  symptoms.  An  operation  was  performed 
on  October  28th,  191 1,  with  the  following  results: 

Usual  longitudinal  suprapubic  incision.  Upon  opening  the  peritoneum  a 
moderate  amount  of  blood-stained  serum  escaped.  A  large  myomatous  mass 
presented  itself,  which,  upon  being  drawn  out,  proved  to  be  a  myoma  the  size 
of  two  fists,  springing  from  the  left  cornu  of  the  uterus,  and  growing  into  the 
substance  of  the  left  broad  ligament.  The  left  ovary,  apparently  normal,  was 
spread  out  upon  its  surface.  This  mass  was  amputated  and  the  bleeding  sur- 
faces left  upon  the  uterus  were  controlled  by  suitable  sutures.  Right  ovary  was 
found  to  be  transferred  into  a  goose-egg  sized  papillomatous  cyst  which  had 
undergone  a  carcinomatous  change.  It  was  found  ruptured  and  a  considerable 
amount  of  pultaceous  material  which  had  apparently  escaped  from  it,  lay  loose 
in  the  cul-de-sac  to  the  right  of  the  uterus.  The  uterus  posteriorly  was  densely 
adherent  to  the  rectum  and  sigmoid  flexure.  In  view  of  the  extent  of  the  malig- 
nant change  and  the  evident  impossibility  of  its  entire  removal,  after  removing 
the  affected  ovary,  the  operation  was  suspended,  and  after  toilet  of  the  peri- 
toneum, the  abdominal  wound  was  closed. 

The  lesson  which  this  case  teaches  is  that  a  tumor  of  the  uterus,  which  is 
of  any  considerable  size,  is  always  a  source  of  danger  to  the  patient,  and  in 
cases  where  we  have  multiple  large  fibroids  of  the  uterus,  it  is  to  be  recom- 
mended that  they  be  removed  at  operation.  Where  small  single  fibroma  or 
multiple  small  fibromata  of  the  uterus  exist  the  surgeon  is  able  from  time  to 
time  to  determine  the  exact  condition  of  the  uterus,  but  in  those  cases  of  large 
multiple  fibromata  or  large  single  fibroma  uteri  it  is  impossible  to  determine  the 
condition,  and  malignant  change  may  take  place  without  any  warning  to  the 
patient  or  knowledge  on  the  part  of  the  physician. 

Hydatid  Mole. 

Dr.  Donald  S.  MacNaughton  reported  the  following  case :  The  patient 
had  had  three  normal  pregnancies.  The  fourth  pregnancy  ended  in  a  miscar- 
riage, after  which  she  was  curetted.  Soon  after  that  she  began  to  flow  again 
and  was  admitted  to  the  hospital  with  a  mass  protruding  from  the  cervix.  Thor- 
ough curettage  was  done  at  the  Hospital  and  a  large  mass  of  material  charac- 
teristic of  a  hydatid  mole  was  brought  away.  She  made  a  good  recovery  and 
when,  she  left  the  hospital  her  uterus  had  contracted  to  practically  its  normal  size. 

'  Dr.  O.  P.  Humpstone  said  that  he  had  seen  nine  or  ten  cases  in  which 
hydatid  cysts  had  been  followed  by  the  development  of  a  deciduoma.  In  most 
of  these  cases  it  is  difficult  to  make  a  diagnosis  between  a  hydatid  mole  and 
a  pregnancy.  The  peculiar  boggy  feeling  of  the  uterus  and  the  absence  of  the 
fetal  heart  sounds  are  important  points  in  the  differentiation. 

Dr.  John  O.  Polak  said  that  there  was  nothing  peculiar  to  the  diagnosis 
excepting  the  persistent  and  undue  enlargement,  as  well  as  the  peculiar  shape  of 
the  uterus.  Dr.  Polak  has  had  two  cases  of  deciduoma  following  hydatid  moles, 
and  he  believes  that  only  about  one-third  of  the  hydatid  cases  are  followed  by 
the  formation  of  a  deciduoma.  Therefore  it  is  important  that  in  every  one  of 
these  cases  a  secondary  curettage  should  be  done  after  an  interval  of  six  weeks. 
Sometimes  it  is  impossible  to  entirely  curette  out  the  hydatid  mass,  and  in  the 
last  two  cases  Dr.  Polak  has  done  an  anterior  hysterotomy,  and  in  this  way  has 
been  able  to  remove  the  entire  mass.  He  strongly  recommends  this  procedure 
in  these  cases. 

The  Drainage  of  Abdominal  Wounds. 

Dr.  Frank  H.  Knight  read  a  paper  with  the  above  title,  for  which  see  page 

206. 

Discussion. 

Dr.  F.  J.  Shoop  said  that  in  operations  for  pus  tube  there  is  no  particular 
reason  for  drainage  unless  a  pelvic  abscess  has  formed.  When,  however,  a  pus 
tube  has  ruptured  during  an  operation  and  considerable  pus  has  been  spilled  into 
the  pelvis,  a  cul-de-sac  drain  is  indicated.  If  an  appendical  abscess  is  ruptured 
and  there  is  likely  to  be  considerable  peritonitis,  it  is  well  to  drain,  despite  the 
fact  that  some  operators  believe  in  closing  the  abdomen  in  such  cases.  If  there 
has  been  a  median  abdominal  incision  it  would  be  well  to  make  a  lateral  punc- 
ture opening  and  drain  through  it. 

As  to  the  choice  of  material  for  drainage  Dr.  Shoop  preferred  the  cigaret 
drain.    Gauze  drains  are  not  as  satisfactory  in  his  experience.    In  the  upper  ab- 
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domen,  in  cases  of  suppurative  gall  bladder,  Dr.  Shoop  thought  a  large  sized  rub- 
ber drainage  tube  or  two  drainage  tubes  were  better. 

Dr.  J.  O.  Polak  said  that  he  attached  very  great  value  to  providing  for 
drainage  in  cases  of  suppuration  through  a  separate  incision.  For  the  past  year 
he  has  been  using  the  transverse  incision  in  the  fascia,  and  he  finds  in  draining 
such  wounds  that  he  can  obtain  more  perfect  union  by  making  his  incision  for 
drainage  above  the  primary  line  of  incision  using  a  cigaret  or  tube  drain,  or  by  in- 
serting a  pelvic  drain  through  the  vagina.  The  cul-de-sac  incision  for  drainage 
should  be  large.  Wherever  there  are  broad  surfaces  denuded,  and  oozing  occurs, 
these  surfaces  should  be  carefully  dried,  the  sigmoid  raised  up  out  of  the  pelvis 
and  the  cavity  drained  with  gauze.  This  gauze  may  be  left  in  from  seven  to 
ten  days  and  then  removed.    After  removing  the  gauze  a  tube  is  inserted. 

Dr.  Paul  M.  Pilcher  did  not  agree  with  the  essayist  when  he  said  that 
a  rubber  drain  should  never  be  used,  for  there  are  some  cases  in  which  they  are 
very  distinctly  indicated.  He  uses  large  rubber  drainage  tubes  properly  fenes- 
trated when  he  wishes  to  drain  a  large  abscess  cavity.  He  could  not  see  the 
logic  of  using  iodoform  gauze  packing  in  such  cases  for  the  reason  that  it  forms 
a  distinct  plug  in  the  wound  and  defeats  every  purpose  for  which  the  drainage 
is  desired.  The  cigaret  drain  is  employed  by  Dr.  Pilcher  in  cases  where  he 
wishes  to  assure  himself  that  there  will  be  no  further  accumulation  of  pus  in  the 
dependent  portion  of  the  wound,  and  he  has  found  its  use  very  satisfactory.  It 
is  also  used  in  cases  where  there  is  slight  oozing  and  it  is  not  desirable  to  close 
the  wound  at  the  time  of  operation.  The  cigaret  drain  is  removed  in  from 
twelve  to  fourteen  hours.  The  Mikulicz  drain  is  employed  in  pelvic  cases  which 
cannot  be  satisfactorily  drained  otherwise.  This  consists  of  a  handkerchief  of 
iodoform  gauze  placed  posterior  to  the  uterus.  The  sigmoid  is  lifted  out  of  the 
pelvis,  the  handkerchief  is  used  to  line  the  cavity  and  with  a  retractor  in  place, 
with  the  sigmoid  on  one  side  and  the  uterus  on  the  other,  the  cavity  is  filled  with 
sterile  gauze.  This  prevents  the  formation  of  pus  in  blind  pockets.  On  the  sec- 
ond or  third  day  the  inner  gauze  is  taken  out  and  later  the  handkerchief  is  re- 
placed by  tube  drainage. 

Dr.  Walter  B.  Chase  said  that  it  is  important,  after  the  drainage  has  been 
placed,  to  watch  it  in  order  to  ascertain  that  the  drainage  is  sufficient.  He 
thought  it  important  to  use  sufficient  drainage  and  not  to  allow  the  drain  to  re- 
main in  one  position  too  long. 

Dr.  W.  P.  Pool,  in  discussion  of  the  paper,  said  that  the  dictum  of  Tait, 
"When  in  doubt,  drain,"  has,  no  doubt,  saved  many  lives,  and  it  has  probably 
cost  some.  The  capable  surgeon  today  endeavors  as  far  as  possible  to  remove 
the  element  of  doubt,  and  to  do  nothing  in  his  work  without  a  definite  reason  for 
it,  bearing  in  mind  that  if  drainage  be  not  beneficial,  it  is  harmful. 

Clark,  investigating  the  subject  of  drainage  in  some  1700  cases  of  laparotomy 
at  Johns  Hopkins,  has  made  the  following  observations  among  others:  1.  That 
the  peritomeum  has  an  enormous  power  of  absorption,  being  able  to  take  up 
from  3  to  8%  of  the  total  body  weight  within  one  hour.  2.  That  under  certain 
circumstances,  such  as  inflammation  or  intense  irritation  it  has  a  secreting  power 
almost  or  quite  equal  to  its  capacity  of  absorption.  3.  That  both  fluids  and 
solids  may  be  taken  up  by  it,  fluids  in  many  places,  solids  only  at  the  spaces  oi 
the  diaphragm.  4.  That  leucocytes  are  the  chief  carriers  of  foreign  matter,  and 
that  it  is  conveyed  by  them  to  the  mediastinal  glands. 

The  normal  absorptive  power  of  the  peritoneum,  together  with  the  natural 
bactericidal  action  of  the  blood  and  the  resistance  of  the  tissues,  forms  a  valu- 
able protection  against  septic  invasion. 

It  has  further  been  observed  that  non-pyogenic  organisms  in  the  peritoneal 
cavity  are  harmless,  and  that  even  pus  producing  organisms  may  occur  there 
without  producing  harm ;  but  that  the  latter  will  inevitably  cause  a  purulent 
peritonitis  if  their  vericle  be  difficult  of  absorption,  or  if  there  be  a  condition  of 
irritation  or  of  traumatism.  In  the  latter  case,  the  wound  of  operation  furnishes 
an  excellent  nidus  for  the  infective  process. 

From  these  facts  it  is  apparent  that  in  deciding  whether  to  drain  or  not 
to  drain  we  must  take  into  consideration,  not  only  the  nature  of  the  foreign  mat- 
ter in  the  abdominal  cavity,  but  also  the  condition  of  the  peritoneum,  as  to  its 
integrity,  and  its  absorptive  ability. 

There  is  no  definite  rule  that  can  be  laid  down  for  the  government  of  all 
cases.  But  in  the  light  of  this  knowledge  it  may  be  seen  that  there  are  certain 
classes  of  cases  in  which  drainage  is  appropriate  or  may  be  positively  indicated. 

1.  When  there  is  an  acute  infection  of  recent  date  in  which  we  might  ex- 
pect to  find  organisms  in  an  active  state  of  virulence.  Tt  is  a  common  thing 
to  find  a  local  accumulation  of  pus  of  gonococcic  origin  which  i?  quite  harmless. 
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The  life  of  this  germ  is  known  to  be  limited,  and  when  the  cause  of  the  infec- 
tion is  clear,  and  a  sufficient  time  has  elapsed  to  insure  the  passing  of  the  or- 
ganism, such  pus  may  be  spilled  freely  over  the  peritoneal  surface  and  still  the 
wound  be  closed  with  perfect  security.  If,  however,  the  infection  originate  from 
other  sources  or  contain  several  varieties  of  organisms,  there  is  no  such  secur- 
ity, and  drainage  should  usually  be  employed. 

2.  Infections,  recent  or  remote,  the  focus  of  which  it  is  impossible  or  inad- 
visable to  remove,  e.  g.,  a  pelvic  abscess,  or  an  extensively  adherent  appendix, 
under  certain  conditions. 

3.  Cases  in  which,  during  a  long  operation,  there  have  been  excessive  ex- 
posure and  mechanical  irritation  of  the  peritoneum.  Under  such  conditions,  not 
only  is  the  power  to  absorb  much  diminished,  but  the  peritoneum  pours  into 
the  abdominal  cavity  a  transudate  which,  while  it  may  be  innocent  in  itself,  serves 
as  an  excellent  culture  medium.  If  there  be  extensive  injury  to  the  serous  cov- 
ering of  the  bowel,  which  cannot  be  repaired,  the  danger  is  greater,  because,  in 
addition  to  the  impairment  of  the  peritoneum,  organisms  may  find  their  way  out 
through  the  weakened  bowel  wall. 

4.  Cases  in  which  there  is  persistent  oozing  from  a  large  surface  that  can- 
not be  covered  over.  Blood,  though  sterile,  is  not  easily  absorbed,  and  is  an 
irritant  in  the  peritoneal  cavity,  and  a  gauze  drain  both  controls  the  bleeding 
and  furnishes  an  outlet.  Such  a  condition  is  frequently  met  with  after  digging 
a  large  inflammatory  mass  out  of  the  pelvic  cavity. 

In  general  peritonitis  drainage  is  usually  employed,  though  its  value  may 
be  questioned.  Here,  too,  the  character  of  the  infection  must  be  taken  into  ac- 
count. Tuberculous  peritonitis,  even  when  so  extensive  as  to  involve  the  entire 
covering  of  the  bowel,  and  abdominal  walls,  and  so  far  advanced  as  to  have 
caused  great  serous  effusion  into  the  peritoneal  cavity,  may  be  treated  by  removal 
of  the  focus  (usually  in  the  tubes),  washing  out  the  abdomen,  and  complete  clos- 
ure of  the  wound  of  operation.  These  cases  seem  to  do  quite  as  well  without 
drainage  as  with  it,  and  the  same  may  be  true  of  the  more  severe  forms  of 
infection,  the  reason  being  that  a  drain  really  affects  a  very  small  area  and  only 
for  a  short  time.  Agglutination  of  peritoneal  surfaces  that  are  held  together  is 
very  rapid,  as  for  example,  in  an  anastomosis  operation  where  it  is  believed  to  take 
place  within  half  an  hour.  How  much  more  then,  should  be  expect  a  rapid  plas- 
tic process  in  the  presence  of  an  irritating  foreign  body.  A  drain  soon  becomes 
the  core,  as  it  were,  of  a  canal,  the  walls  of  which  are  formed  by  plastic  lymph, 
and  which  leads  to  only  one  spot.  So  drainage  is  most  valuable  in  a  local  in- 
fection, and  it  is  necessary  to  carry  the  drain  directly  to  the  infected  point,  as 
in  a  gangrenous  appendix.  In  the  latter  case  closure  of  the  abdominal  wound  is 
sometimes  permissible  even  when  there  is  a  considerable  area  of  inflammation. 
Some  operators  close  all  such  cases  indiscriminately ;  which  would  seem  to 
indicate  a  sublime  faith  in  Providence  and  in  the  protective  power  of  the  peri- 
toneum. The  probable  reason  for  their  good  results  is  that  the  infecting  or- 
ganism is  often  of  a  low  degree  of  virulence.  The  speaker's  rule  is  to  drain 
if  pus  has  been  spilled  in  the  cavity  either  before  or  during  the  operation.  Drain- 
age, to  be  efficient,  should  reach  every  point  where  there  is  a  pus  focus.  This 
may  sometimes  be  remote  from  the  original  site  of  infection,  as  in  connection 
with  appendicitis,  foci  may  be  found  deep  in  the  pelvis.  Additional  drains  must 
then  be  placed  for  such  foci.  One  may  hesitate  to  break  through  adhesions  in 
order  to  find  and  evacuate  these,  but  the  operation  will  fail  unless  it  be  done. 

As  to  material.  Dr.  Pool  believed  that  so  far  as  effecting  drainage  is  con- 
cerned, there  is  little  difference  in  the  use  of  glass  or  rubber  or  gauze,  but  he 
prefers  the  softer  material  to  avoid  possible  traumatism,  and  employs  the  so- 
called  cigaret  drain — a  strip  of  gauze  protected  by  rubber  tissue.  When  gauze 
alone  is  used  it  becomes  entangled  in  lymph  and  granulation  tissue,  and  is  some- 
what difficult  to  remove.    Rubber  tissue  prevents  much  of  this  adhesion. 

The  location  of  the  drain,  when  there  is  any  choice  in  the  matter,  should 
of  course  be  in  the  most  dependent  portion  of  the  abdomen.  Drainage  through 
the  vaginal  vault  is  best,  whenever  possible,  and  all  pelvic  infections  should  usual- 
ly be  treated  in  that  way.  Dr.  Pool's  method  in  pelvic  abscess  is  to  puncture  the 
posterior  vaginal  fornix,  and  after  enlarging  the  opening  and  allowing  the  escape 
of  pus,  to  place  in  the  abscess  cavity  one  or  two  large  fenestrated  rubber  tubes 
with  T  tops.  No  douching  is  done  at  the  time  of  the  operation,  but  after  a 
few  days  irrigation  may  be  carried  on  through  the  tubes,  which  are  left  in  place 
for  two  weeks  or  more.  This  does  away  with  the  necessity  of  post-operative 
dressings  which  are  always  troublesome  and  painful. 

The  Fowler  position  is  useful  in  many  cases.    The  method  commonly  em- 
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ployed — raising  the  head  of  the  bed  a  foot  or  two — can  do  little  more  than  help 
to  keep  an  infection  localized  in  the  lower  part  of  the  abdomen.  As  a  real  aid 
to  drainage  the  patient  must  be  raised  nearly  to  a  sitting  position. 
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Stated  Meeting,  February  2,  1912. 

The  President,  Albert  M.  Judd,  M.D.,  in  the  chair. 

Incomplete  Rupture  of  the  Uterus. 

Dr.  V.  L.  Zimmerman  reported  the  following  case:  The  history  of  the 
patient  from  whom  this  specimen  was  removed  is  very  brief.  The  woman  was 
26  years  old,  and  had  given  birth  to  one  child  after  a  hard  labor.  She  was 
referred  to  me  at  the  Brooklyn  Hospital  after  she  had  been  in  labor  only  six 
hours,  but  in  that  time  violent  efforts  to  deliver  with  forceps  had  been  made 
at  her  home.  On  admission  she  was  moribund,  the  picture  being  one  of  hemor- 
rhage and  shock.  The  pulse  was  170  and  almost  imperceptible.  The  abdomen 
was  rather  firm,  the  uterus,  lying  obliquely,  was  tensely  contracted  about  the 
child,  the  amniotic  fluid  having  escaped.  A  thick  ridge  across  the  lower  segment 
of  the  uterus  could  be  plainly  felt  through  the  abdominal  wall.  The  head  was 
unengaged  at  the  brim,  the  occiput  being  plainly  felt  in  the  left  anterior  posi- 
tion. There  was  no  bleeding  on  admission,  but  the  history  was  one  of  earlier 
profuse  hemorrhage.  There  were  eight  inches  of  pulseless  cord  in  the  vagina. 
She  died  undelivered,  while  preparations  were  being  made  for  transfusion. 
The  uterus  containing  the  full-term  child  was  removed  post  mortem.  There 
was  a  small  quantity  of  blood  in  the  pelvic  cavity.  The  peritoneum  over  the 
lower  left  anterior  portion  of  the  uterus,  corresponding  to  the  position  of  the 
occiput,  was  thin  and  macerated,  but  there  was  no  rent  in  it.  The  back  of  the 
fetus  laid  to  the  right,  and  the  neck  was  twisted  so  that  the  occiput  laid  to  the 
left;  the  head  was  in  partial  extension.  Examined  from  the  inside  after  the 
removal  of  the  fetus,  the  mucous  membrane  and  muscular  structures  of  the 
uterus  were  torn  through  to  the  peritoneal  covering. 

Ovarian  Cyst  With  Twisted  Pedicle. 

Dr.  J.  O.  Polak  exhibited  and  described  a  specimen  as  follows : 
Specimen  was  removed  from  a  patient  25  years  of  age,  the  mother  of 
three  children,  who  first  manifested  abdominal  symptoms  while  carrying  her 
last  child.  During  her  last  pregnancy,  she  had  several  acute  attacks  of  abdominal 
pain  each  one  associated  with  vomiting  and  the  loss  of  blood  per  vaginam. 
The  child  was  delivered  at  term  by  uncomplicated  labor.  During  her  con- 
valescence or  puerperium,  she  had  another  attack  of  pain  and  then  for  the  first 
time  noted  in  her  left  side  a  tumor.  This  attack  of  pain  lasted  a  few  hours  and 
was  followed  by  sensitiveness  in  the  side  and  was  attended  with  a  bloody  dis- 
charge. She  had  during  the  last  year  two  other  similar  attacks  of  pain. 
Wednesday  night,  she  had  a  very  severe  attack  of  pain  in  the  lower  left 
abdomen.  The  abdomen  was  distended,  there  was  no  temperature,  some  metor- 
rhagia  and  a  pulse  of  about  ninety.  In  the  left  lower  quadrant  of  the  abdomen 
was  distinctly  palpated  a  tumor  which  was  exquisitely  sensitive  to  touch  and  a 
diagnosis  of  an  ovarian  cyst  with  a  twisted  pedicle  was  made. 

Dr.  Polak  exhibited  a  specimen  which  was  removed  from  this  patient  on 
Tuesday,  a  cyst  of  the  left  ovary  showing  three  distinct  twists  of  the  tube  of 
the  pedicle.  The  interesting  part  of  the  specimen  was  the  fact  that  the  omen- 
tum had  become  adherent  to  the  tumor  and  that  a  portion  of  the  omentum 
about  half  the  size  of  one's  hand  was  gangrenous  as  the  result  of  adhesion 
to  the  omentum  which  had  participated  in  the  twists  of  the  tumor. 

A  Case  of  Ectopic  Pregnancy. 

Dr.  J.  O.  Polak  reported  the  case  of  a  woman  who  had  been  suffering 
from  metrorrhagia  for  six  weeks.  There  was  some  distension  of  the  abdomen 
and  a  vaginal  examination  indicated  the  possibility  of  ectopic  pregnancy.  The 
uterus  was  enlarged  and  the  cervix  soft.  Examination  of  her  blood  showed 
that  her  hemoglobin  index  was  gradually  lowering,  and  in  four  days  she  lost 
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10  per  cent.  Her  blood  count  dropped  six  hundred  thousand.  One  night  she 
had  a  sharp  attack  of  pain  referred  to  the  uterus  and  expelled  some  small  blood 
clots.  A  posterior  vaginal  section  was  done  and  as  soon  as  the  peritoneum  was 
opened  there  was  a  gush  of  dark  red  blood.  The  abdomen  was  opened  and  a 
ruptured  ectopic  pregnancy  was  delivered. 

Dr.  O.  P.  Humpstone  in  discussing  the  case  of  partial  rupture  of  the  uterus 
said  that  packing  of  the  uterus  was  the  best  form  of  treatment  in  these  cases. 

Dr.  J.  O.  Polak  said  he  did  not  agree  with  Dr.  Humpstone,  as  it  has  been 
his  misfortune  to  see  seven  punctures  of  the  uterus,  five  in  his  own  cases.  In 
these  cases,  Dr.  Polak  thought  it  depends  entirely  on  where  the  rent  is  and 
where  the  child  is  as  to  how  one  is  going  to  deal  with  this  particular  condition. 
He  agreed  with  Dr.  Humpstone  that  in  complete  tears,  the  packing  of  the  uterus 
is  a  very  satisfactory  proposition  and  gives  the  best  results.  But  one  does  not 
see  the  incomplete  tears  as  frequently  as  one  does  the  complete  tears,  and  there 
are  two  forms  of  complete  tears,  one  being  the  tear  which  is  an  extension  of 
the  forceps  tear  up  through  the  broad  ligament  and  may  be  into  the  peritoneal 
cavity  but  it  is  through  the  coats  of  the  uterus.  That  class  of  case  can  frequently 
be  handled  by  packing,  but  those  cases  where  it  is  directly  through  the  uterine 
wall,  and  usually  its  posterior  wall  just  where  it  sits  against  the  promontory, 
belong  to  a  different  class  of  cases. 

That  is  why  Dr.  Polak  asked  if  this  was  anterior,  because  it  is  rather  rare 
that  it  occurs  in  the  anterior  wall.  These  cases  have  been  better  dealt  with 
by  hysterectomy.  Dr.  Polak  has  had  a  mortality  of  only  50  per  cent,  that  have 
been  treated  by  hysterectomy. 

Dr.  A.  A.  Hussey  said  he  saw  this  case  and  also  saw  the  autopsy.  The 
case,  to  his  mind,  demonstrates  several  very  interesting  things. 

First,  the  absolute  ignorance  of  some  men  in  regard  to  the  use  of  forceps. 
The  second  is  how  a  woman  can  bleed  to  death  from  the  vagina  without  any 
very  apparently  great  hemorrhage.  So  far  as  is  known  the  woman  did  not  have 
any  alarming  hemorrhage.  If  she  did,  the  fact  was  concealed.  When  the  doctor 
sent  her  to  the  hospital,  he  reported  her  condition  as  very  good.  When  she 
arrived  at  the  hospital,  she  was  moribund  from  hemorrhage  and  shock. 

The  other  feature  that  Dr.  Hussey  was  particularly  interested  in  was  the 
position  of  the  child  in  utero.  When  the  uterus  was  opened,  it  was  found  that 
the  back  of  the  child  was  toward  the  right  while  the  head  of  the  child  was  well 
around  into  the  L.  O.  A.  position.  The  doctor's  diagnosis  was  a  brow.  How 
he.  got  that  Dr.  Hussey  did  not  know,  but  the  position  was  frankly  that  of  an 
L.  O.  A.  engaged,  semi-extended.  The  brow  was  not  in  the  inlet.  It  would 
have  been  fully  extended  if  the  brow  had  been  in  the  inlet.  The  condition  of 
the  uterus  from  the  outset  was  rather  disappointing.  It  was  expected  that  a 
complete  laceration  in  the  abdomen  would  be  found  and  the  abdomen  well 
filled  with  blood.  On  the  contrary  there  were  only  a  few  ounces  of  blood  in 
the  cul-de-sac  and  some  clotted  blood  beneath  the  peritoneum,  dissecting  up 
the  broad  ligaments,  as  if  she  had  bled  into  the  broad  ligaments  somewhat  and 
bled  externally  into  the  vagina. 

In  regard  to  the  question  of  treatment  in  this  case,  Dr.  Hussey  said  they 
were  very  hard  put  to  know  what  to  do.  The  woman  was  in  the  hospital  about 
an  hour  before  she  died.  The  fact  was  recognized  that  she  could  not  be  deliv- 
ered. The  fact  was  also  recognized  that  it  would  be  desirable  to  do  an  abdominal 
section,  but  she  died  before  this  could  be  attempted.  First  she  was  given  some 
saline  while  getting  ready  for  transfusion;  before  the  operating  room  was  ready 
for  the  transfusion  she  died. 

The  question  has  arisen  as  to  how  that  hemorrhage  could  possibly  have 
been  stopped.  Dr.  Hussey  raised  the  question  as  to  whether  the  uterine  arteries 
could  have  been  tied  through  the  vagina.  With  the  head  so  far  down,  it  would 
have  been  rather  difficult  with  the  uterus  retracted  as  it  was.  Dr.  Pomeroy 
suggested  that  a  tourniquet  might  have  been  tied  around  the  abdomen  and  the 
aorta  shut  off,  but  unfortunately  that  was  not  thought  of.  "  It  might  have  been 
accomplished  by  forcing  the  child  against  the  aorta  and  stopping  the  flow  of 
blood.  The  situation  was  altogether  unpleasant  and  Dr.  Hussey  said  he  wished 
for  one  to  register  a  protest  against  that  sort  of  obstetrical  procedure. 

Dr.  O.  P.  Humpstone  said  one  fact  about  the  cause  of  this  rupture  of  the 
uterus  was  the  fact  that  this  child's  head  was  rotated  on  the  neck,  that  the 
physician  had  placed  the  forceps  on  the  head  and  then  did  a  Scanzoni,  which  is 
almost  certain  to  rupture  the  uterus;  that  is,  he  attempted  to  rotate  the  head 
above  the  brim  or  in  the  brim  with  a  pair  of  forceps,  something  which  should 
never  be  done.   And  it  seems  also  a  fact  that  it  is  not  so  much  the  hemorrhage 
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but  the  very  prompt  and  severe  shock  which  occurs  from  which  these  patients 
die. 

Dr.  V.  L.  Zimmermann  said  that  in  this  case  there  was  no  visible  hemor- 
rhage at  any  time  during  her  short  stay  in  the  hospital,  and  that  the  autopsy 
revealed  only  a  small  amount  in  the  peritoneal  cavity.  Death  was  due  to 
shock,  caused  by  rupture  of  the  uterus  and  hemorrhage  before  arrival  at  the 
hospital. 

Intra-Mural  Uterine  Abscess,  Myoma  of  Uterus,  Ovarian  Cystoma  and 

Pyosalpinx. 

Dr.  Paul  Pilcher  presented  the  history  of  the  following  case,  which  was 
referred  to  him  by  Dr.  George  Hamlin  of  Brooklyn. 

The  patient  was  admitted  to  the  Pilcher  Hospital  on  June  23,  1910,  com- 
plaining of  the  presence  of  a  tumor  in  the  lower  abdomen  and  pelvis.  Examina- 
tion revealed  a  globular  tumor  occupying  the  hypogastrium,  whose  upper  limit 
reached  the  level  of  the  umbilicus.    The  tumor  was  connected  with  the  uterus. 

Vaginal  palpation  negative,  beyond  the  presence  of  a  uterine  tumor  and 
a  patulous  os  externum  uteri.  No  signs  of  quickening  had  been  felt,  no  souffle 
could  be  heard,  nor  ballottment  elicited,  nor  other  signs  of  pregnancy.  During 
the  past  month  she  had  had  evening  rises  of  temperature  and  developed  a 
septic  facies. 

Operation  June  24,  1910.  Under  ether  the  cervix  uteri  was  dilated  and 
the  blades  of  an  uterine  dressing  forceps  introduced  into  the  cavity  of  the 
uterus.  This  at  first  provoked  a  free  bleeding,  but  as  the  point  of  the  forceps 
pressed  upward,  it  penetrated  a  sac,  and  immediately  there  issued  a  large  quan- 
tity of  pus,  roughly  about  sixteen  to  twenty  ounces,  with  some  fibrous  shreds. 
The  pus  cavity  having  been  emptied,  was  irrigated  with  1-5,000  bichloride  and 
a  large  drainage  tube  inserted.  The  cavity  was  further  packed  with  gauze 
saturated  with  1-1,000  solution  of  collargolum.  The  drainage  tube  and  packing 
were  removed  on  the  third  day,  and  the  cavity  again  irrigated  with  sterile 
water  injected  with  the  collargolum  solution. 

Subsequent  afebrile  course.  Rapid  diminution  of  discharge  with  general 
improvement  of  health.  Uterus  contracted,  but  remains  still  as  a  moderate 
sized  hypogastric  tumor.  On  vaginal  examination  a  mass  in  the  right  broad 
ligament  can  be  appreciated.    No  pain  or  temperature. 

Second  operation  July  14,  1910.  Five-inch  hypogastric  incision.  Uterus 
exposed,  fundus  reaching  midway  between  the  symphysis  and  the  umbilicus. 
Body  of  the  uterus  symmetrically  enlarged,  apparently  the  seat  of  a  large 
single  myoma.  Many  adhesions  to  surrounding  viscera.  After  these  had  been 
separated,  the  body  of  the  uterus  was  drawn  out,  the  broad  ligaments  tied  off 
after  the  usual  manner  and  an  amputation  through  the  cervix  performed.  After 
the  uterus  had  been  removed  there  was  brought  to  view  upon  the  right  side  of 
the  pelvic  cavity  a  sausage-shaped  mass,  the  dilated  right  fallopian  tube,  which 
was  extirpated.  The  ovary  on  this  side  did  not  come  into  view;  during  the 
process  some  drops  of  pus  escaped  into  the  pelvis.  The  mass  was  a  pyosalpinx. 
On  the  right  side  there  was  present  a  small  cystic  tumor  about  the  size  of  an 
apple,  which  was  extirpated  without  rupture.  Upon  later  examination  it  was 
found  to  be  an  ovarian  cystoma,  the  elements  of  the  left  ovary  forming  a  portion 
of  its  wall.  Over  all  the  stumps  and  raw  surfaces  the  peritoneum  was  drawn 
by  sutures  and  infolding,  and  the  wound  closed.  The  necessary  manipulations 
were  somewhat  prolonged  and  were  attended  with  a  moderate  degree  of  shock. 
Saline  enema  administered. 

A  section  of  the  uterus,  after  removal,  showed  it  to  be  occupied  by  an 
immense  single  myoma  in  its  posterior  wall.  At  the  lower  portion  of  this  there 
was  a  large  cavity  which  had  dissected  up  between  the  uterine  mucosa  and  the 
myoma  so  as  to  really  enucleate  the  lower  third  of  the  tumor  mass.  This  had 
evidently  been  the  seat  of  the  suppurative  process  for  which  the  primary  opera- 
tion of  June  25th  was  made,  and  which  had  been  evacuated  by  the  perforation 
of  its  thin  walls  by  the  forceps  which  were  introduced  through  the  cervical 
canal.  This  cavity  was  now  empty  and  in  the  process  of  obliteration.  The  open- 
ing through  which  it  had  been  evacuated  was  closed.  There  was  no  communica- 
tion between  this  cavity  and  the  pyosalpinx. 

The  aftercourse  was  uneventful.  A  rapid  and  smooth  recovery  followed 
and  the  patient  left  the  hospital  for  her  home  at  the  end  of  three  weeks. 
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Infection  following  Abortion. 

A  paper  of  the  above  title  was  read  by  Dr.  Donald  S.  MacNaughton.  The 
paper  is  given  in  full  on  page  202. 

Dr.  John  O.  Polak,  in  discussing  the  paper,  said  that  a  consideration  of 
these  cases  established  the  fact  that  septic  abortions  and  post-partem  sepsis 
should  be  treated  separately.  In  considering  other  cases  of  sepsis  after  abortion 
it  is  necessary  to  emphasize  the  fact  that  the  abortion  was  incomplete.  The 
period  of  gestation  and  the  condition  of  the  cervix  and  uterus  are  all  important 
factors  in  deciding  this.  When  the  uterus  stands  up  in  its  proper  position,  in 
the  absence  of  hemorrhage,  infection  can  be  taken  care  of  by  that  organ  more 
safely  than  if  repeated  exploration  is  done  and  the  protective  wall  broken  down. 
On  the  other  hand,  where  there  is  a  retro-displacement  of  the  uterus,  and  drain- 
age cannot  possibly  be  good,  the  danger  is  greater. 

Dr.  John  C.  MacEvitt  said  that  the  ideas  of  the  members  had  changed 
considerable  in  the  last  two  years.  He  did  not  believe  that  any  routine  treatment 
could  be  outlined.  A  patient  coming  under  observation  at  the  end  of  the  eighth 
week  of  pregnancy  presents  as  a  rule  a  firm  uterus  with  very  little  dilatation 
of  the  cervical  canal.  It  is  necessary  to  dilate  the  cervix  in  such  cases,  but  it 
is  dangerous  to  use  a  sharp  curet.  The  introduction  of  a  finger  in  such  a  case 
causes  too  much  traumatism,  hence  a  dull  curet  cautiously  used  is  indicated. 
After  the  third  month  of  pregnancy,  where  the  uterus  is  well  down  in  the 
pelvis  and  is  soft  and  flabby,  it  is  dangerous  to  use  any  curet.  It  is  not  neces- 
sary as  a  rule  to  dilate  the  cervix,  but  the  finger  can  be  introduced  and  the 
foreign  material  removed  by  means  of  it.  Dr.  MacEvitt  believes  in  the  use  of 
a  simple  lysol  douche,  especially  where  the  abortion  has  taken  place  more  or 
less  incompletely  before  the  patient  has  entered  the  hospital.  After  the  first 
curettage  has  been  done,  Dr.  MacEvitt  did  not  advise  a  douche.  He  agreed 
with  Dr.  Polak  as  to  the  use  of  iodine.  Packing  of  the  uterus  is  not  believed 
to  be  good  as  it  interferes  with  the  drainage.  If  any  marked  retroversion  is 
present,  a  pessary  is  indicated  to  hold  the  uterus  in  position. 

Dr.  John  O.  Polak,  in  continuing  the  discussion,  said  that  he  did  not  pack 
the  uterus  and  allow  the  gauze  to  remain.  He  simply  soaked  the  gauze  with 
tincture  of  iodine  and  with  the  cervix  well  dilated,  packed  the  uterus  full  of 
gauze.  After  five  or  ten  minutes  the  gauze  is  removed.  He  never  douches  the 
uterus  but  depends  upon  postural  treatment  for  drainage. 

•■  Hemorrhage  is  the  general  indication  for  exploration.  The  period  of 
gestation  determines  how  one  will  explore.  In  the  cases  before  the  eighth 
week,  the  curet  is  the  instrument  for  exploration ;  in  the  cases  after  the  eighth 
week,  the  finger  or  the  finger  and  the  forceps.  Dr.  Polak  said  he  felt  that  in 
these  cases  if  any  hemorrhage  is  present,  that  these  women  should  not  only 
be  explored  but  thoroughly  emptied,  and  where  you  empty  the  uterus  with  the 
curet  or  with  the  fingers,  you  have  got  to  again  establish  something  of  a 
defense.  It  is  impossible  by  any  procedures  such  as  douches  or  by  applications, 
as  far  as  Dr.  Polak  has  found,  to  have  any  effect  on  the  septic  process.  With 
iodine,  however,  the  operator  has  something  that  has  a  penetrability  and  offers 
enough  irritation  to  the  tissues  to  stimulate  the  defense  in  the  structures,  and 
where  used  after  exploration  in  these  cases,  it  has  been  Dr.  Polak's  custom  to 
soak  gauze  with  the  pure  tincture  of  iodine  and  firmly  pack  the  uterus  and 
leave  that  pack  in  the  uterus  until  it  firmly  contracts,  which  will  take  sometimes 
five  minutes,  sometimes  fifteen  minutes. 

Again,  everyone  knows  how  absolutely  impossible  it  is  to  make  a  complete 
curettage  of  any  puerperal  uterus  at  four  months,  or  six  months,  or  at  term. 
The  uterus  is  a  soft  organ  even  in  the  early  months  and  it  is  difficult  to  make 
a  complete  curettage  of  the  entire  structure.  Secondly,  it  has  been  Dr.  Polak's 
custom  to  confine  the  use  of  the  curet  to  cases  only  up  to  the  eighth  week,  and 
to  use  the  fingers  and  the  ring  sponge  holder  only  after  that;  to  firmly  pack 
that  uterus  with  gauze  soaked  with  iodine  and  leave  it  there  until  the  uterus 
contracts,  which  takes  five  to  fifteen  minutes.  In  the  withdrawal  of  the  gauze 
from  the  uterus,  a  large  amount  of  detritus  will  be  found  on  the  gauze.  The 
next  point  is  to  put  the  uterus  in  its  proper  position  for  drainage.  In  a  large 
number  of  the  cases  of  curetments  which  are  seen,  the  uterus  has  been  imper- 
fectly curetted  and  there  is  often  found  a  retroversion  or  retroflexion.  When 
the  uterus  is  pulled  down  to  be  curetted,  it  is  often  retroverted.  If  the  operator 
does  not  antevert  it  before  leaving  the  woman,  it  is  a  badly  drained  uterus. 
The  fact  that  the  doctor  has  brought  out  that  there  are  a  certain  number  of 
cocci  always  in  the  uterus,  a  larger  number  of  cocci  almost  always  present  in 
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the  vagina,  with  this  retained  material,  gives  the  two  things  necessary,  that  is, 
the  soil  for  development  and  the  bug  to  develop.  So  that  the  retroposition  of 
the  uterus  after  the  curetment  is  the  second  point. 

The  next  question  is,  shall  these  cases  be  douched?  It  has  been  Dr.  Polak's 
habit  for  the  last  six  to  eight  years  not  to  use  a  douche  either  before  or  after 
an  abortion,  but  to  depend  entirely  on  postural  drainage,  that  is,  the  high 
Fowler  position.  It  is  almost  miraculous  to  see  these  cases  when  put  up  in 
the  Fowler  position  with  nothing  else  done.  If  the  Fowler  is  high  enough, 
nature  will  drain  these  women  and  the  infection  be  minimized. 

The  post-abortion  cases  are,  to  Dr.  Polak's  mind,  much  more  active  than 
the  post-partum  cases.  He  said  he  did  not  know  why,  but  streptococci  are 
more  likely  to  be  found  there  than  in  the  straight  post-partum  cases.  Dr. 
Polak  has  found  in  watching  these  cases  that  he  is  more  likely  to  get  a  positive 
blood  culture  in  the  abortion  cases  than  in  the  post-partum  cases.  These  things 
Dr.  Polak  said  he  would  like  explained  by  someone  who  knows  more  about  it. 

Dr.  R.  L.  Dickinson  said:  Shall  we  use  the  curet  as  a  routine  in  every 
abortion?  Dr.  Dickinson  said  he  thought  a  practical  working  distinction  could 
be  found.  The  criminal  abortions,  as  a  rule,  should  have  the  uterus  cleaned 
out.  Spontaneous  abortions,  uncontaminated  cases  in  which  one  finds  or  has 
exhibited  either  a  total  ovum  or  a  sufficient  amount  of  decidua  to  account  for 
an  ovum  of  that  period,  should  be  left  untouched  and  watched.  Dr.  Dickinson 
was  willing  to  lay  the  same  stress  as  Dr.  Polak  on  the  value  of  hemorrhage  as 
evidence  of  an  unemptied  uterus.  A  wide  open  cervix  is  presumptive  evidence 
of  an  unsufficiently  emptied  uterus. 

The  earlier  the  case,  the  safer  the  curet.  After  the  case  gets  on  to  the 
later  months  of  pregnancy,  the  curet  becomes  a  greater  danger.  That  is  gen- 
erally recognized.  That  intelligent  curet,  the  finer  nail,  with  the  bulb  of  the 
finger  below  it,  is,  of  course,  capable  of  finding  what  the  metallic  instrument 
cannot.  Dr.  Dickinson  said  he,  however,  leaned  toward  the  metallic  instru- 
ment rather  than  to  the  finger,  because  of  the  perfect  sterility  of  the  instrument 
as  compared  with  the  finger.  Where,  in  the  criminal  abortion  cases  which 
present  most  problems  as  seen  in  the  hospital,  it  is  suspected  that  the  infection 
may  have  recently  traveled  into  the  peritoneum,  it  has  been  more  or  less  the 
practice  at  the  Brooklyn  Hospital  to  open  the  cul-de-sac.  This  does  not  apply 
to  every  pelvic  peritonitis  case,  particularly  post-partum,  but  wherever  the  cul- 
de-sac  feels  boggy,  wherever  it  is  thought  that  a  possible  pelvic  peritonitis  has 
started,  it  is  thought  advisable  to  do  a  drainage  of  the  cul-de-sac. 

All  material  should  be  examined.  Four  week's  flow  following  a  common- 
place miscarriage  showed  deciduoma.  The  uterus  was  removed  and  the  patient 
died.  The  deciduoma  was  of  the  rapid  perforating  type  that  recurs  in  55  per 
cent,  of  hysterectomies. 


TRANSACTIONS  OF  THE  MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  KINGS. 

Stated  Meeting,  April  16,  1912 
The  President,  Elias  H.  Bartley,  M.D.,  in  the  chair. 
Senility:  With  Suggestions  as  to  Management. 

Dr.  John  A.  McCorkle  read  a  paper  with  the  above  title,  for  which  see 

page  195. 

Discussion. 

Dr.  Edward  E.  Cornwall  said:  "Senility,  as  Dr.  McCorkle  has  said,  cer- 
tainly interests  all  of  us,  for  we  all  look  forward  to  it.  If  we  live  long 
enough  we  will  achieve  it  in  the  due  course  of  nature,  but  it  may  come  to  meet 
us  half  way.  It  is  then  not  natural  but  distinctly  pathological.  To  the  condi- 
tion of  premature  senility,  or  pre-senility,  I  will  confine  the  few  remarks  which 
I  have  to  make. 

"Pre-senility  is  largely  a  matter  of  cardiovascular  disease,  and  we  can 
discuss  the  condition  most  clearly  if  we  accept  those  terms  as  practically  synony- 
mous. 

"As  I  understand  it,  the  prime  factor  which  enters  into  the  production  of 


MEDICAL  SOCIETY  OF  THE  COUXTY  OF  KIXGS. 


235 


this  condition  is  overwork  of  the  cardiovascular  system.  Such  overwork  is  a 
regular  accompaniment  of  the  strenuous  life,  especially  in  the  cities.  The 
hurry  and  bustle,  the  intense  struggle  for  existence  and  supremacy,  the  cur- 
tailment of  the  hours  of  sleep,  excitement,  worn,-,  dissipation,  overeating,  all 
bring  it  about  that  the  heart  beats  more  often  and  harder  and  the  arteries 
maintain  a  higher  degree  of  clonic  contraction  than  they  were  originally 
intended  to  do,  and  often  for  long  periods  of  years.  The  tissues  of  the  cardio- 
vascular system  respond  to  this  overstrain  by  first  connective  tissue  hyperplasia, 
and  later,  degeneration. 

"Another  factor  of  great  importance  and  one  which  acts  conjointly  with 
the  factor  just  mentioned,  is  toxemia.  Many  poisons  get  into  the  blood  which 
injure  the  tissues  of  the  cardiovascular  system  and  stimulate  its  musculature 
to  undue  contraction.  Some  are  directly  introduced  with  the  food,  such  as 
alcohol.  Others  are  the  toxins  of  the  infectious  diseases  such  as  those  of 
typhoid  fever  and  syphilis,  and  intestinal  putrefaction  and  fermentation  con- 
tribute a  large  and  more  or  less  constant  amount  of  toxemia,  and  perversions 
of  the  internal  secretions,  or  metabolism  may  bring  about  conditions  equivalent 
to  toxemia. 

"The  third  great  factor  in  the  production  of  cardiovascular  disease  is 
heredity.  This  is  a  predisposing  factor,  and  when  it  exists  it  greatly  intensifies 
the  power  for  harm  of  the  other  factors.  The  cardiovascular  systems  which  are 
made  of  inferior  material  to  begin  with  will  break  down  easier  than  those  made 
of  better  stuff. 

"The  treatment  of  cardiovascular  disease  is  palliative  and  preventive. 
Palliative  treatment  consists  of  reducing  activity,  mental,  physical,  and  meta- 
bolic as  far  as  possible  within  the  limits  of  the  weakened  cardiovascular  system, 
which  means  less  work,  more  sleep,  less  excitement,  and  a  diet  reduced  to  the 
needs  of  the  body,  and  one  which  is  antiputrefactive. 

"In  the  treatment  of  the  cardiovascular  disease  perhaps  the  most  important 
thing  is  the  diminution  of  the  putrefactive  toxemia,  which  is  a  regular  accom- 
paniment to  our  conventional  diet,  but  which  the  cardiovascular  subject  cannot 
tolerate.  The  effect  of  this  dietetic  treatment  is  most  strikingly  seen  in  cases 
of  cardiovascular  disease  with  high  blood  pressure,  which  means  most  cases, 
for  high  blood  pressure  is  the  most  regular  symptom  of  this  disease,  especially 
in  its  earlier  stages, — it  lowers  the  blood  pressure  greatly,  relieves  the  other 
symptoms,  and  gives  the  patient  a  new  lease  of  life,  as  nothing  else  seems  able 
to  do.  Other  things  help,  such  as  regulated  exercises  and  occasionally,  symp- 
tomatically  prescribed  drugs,  but  the  main  reliance  is  on  the  diet. 

"I  wish  here  to  condemn  the  indiscriminate  use  of  drug  arterio-dilators  in 
cardiovascular  disease,  except  in  special  emergencies.  The  use  of  the  high 
frequency  electrical  current,  which  has  at  present  quite  a  vogue,  and  which  is 
given  extensively  and  without  much  discrimination  in  cases  of  high  blood 
pressure,  calls  particularly  for  condemnation.  High  blood  pressure,  unless  of 
purely  nervous  origin,  is  usually  compensator}-,  and  has  for  its  purpose  either 
the  overcoming  of  some  resistance  which  exists  in  the  circulatory  area,  including 
the  kidneys,  or  the  elimination  of  an  extra  amount  of  toxins.  It  cannot  safely 
be  reduced  except  by  diminishing  the  resistance  or  diminishing  the  toxemia. 
In  advanced  cases  a  considerably  increased  blood  pressure  is  necessary  for 
adequate  performance  of  the  vital  functions. 

"The  prophylactic  treatment  of  cardiovascular  disease  is  particularly 
called  for  in  the  cases  of  those  whose  family  history  shows  instances  of  death 
in  the  forties,  fifties  or  sixties  from  apoplexy,  Bright's  disease,  myocardial  dis- 
eases, diabetes,  and  in  which  obesity  and  chronic  arthritis  are  found.  It  is  our 
duty  to  our  patients  who  present  such  family  histories  and  also  to  those  whose 
profession  or  ways  of  life  make  pre-senility  probable,  to  show  them  how  to  dodge 
it.  viz.,  by  living  in  stricter  accordance  with  the  laws  of  hygiene,  and  especially 
by  relieving  with  an  appropriate  diet  their  hepatic,  renal  and  cardiovascular 
tissues,  subnormally  tolerant  of  the  burden  of  the  toxemia  which  is  due  to 
intestinal  putrefaction.'' 

Dr.  John  A.  McCorkle,  in  closing  the  discussion,  said:  "I  was  pleased 
to  hear  Dr.  Cornwall's  remarks  on  the  effect  of  the  manufactured  poisons 
adding  to  the  growth  and  advance  of  age  and  bring  it  on  before  its  time.  I 
think  the  matter  of  food  a  very  important  one  and  I  did  not  go  into  that  to 
any  extent  because  of  the  limited  time  allotted  to  a  paper  of  this  kind,  but  I 
certainly  have  the  greatest  regard  for  the  diet  of  elderly  people.  It  was  so 
admirably  put  years  ago  that  we  are  only  following  the  line  of  the  teachings 
of  the  past  and  we  will  hardly  make  a  mistake  in  the  treatment  of  the  aged  in 
the  future." 
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Salvarsan  Therapy.    Its  Present  Status  in  Germany.    Report  of  Cases. 

Dr.  Henry  H.  Morton  read  a  paper  with  the  above  title. 

Abstract. 

He  pointed  out  the  experiments  and  discoveries  which  had  led  to  the 
employment  of  the  Wasserman  reaction  in  the  diagnosis  of  syphilis,  and  the 
use  of  salvarsan  in  the  treatment  of  this  disease. 

In  animals  artificially  inoculated  with  syphilis  it  is  possible  to  destroy  all 
of  the  disease  excitants  with  one  dose  of  salvarsan,  but  in  the  human  being  a 
dose  sufficiently  large  to  accomplish  this  is  not  possible. 

After  a  year's  experience  with  salvarsan,  the  general  opinion  is  that 
syphilis  in  general  cannot  be  cured  with  salvarsan  alone,  with  the  exception 
of  cases  of  primary  syphilis.  Since  the  introduction  of  this  drug,  it  is  possible 
to  begin  the  treatment  of  syphilis  as  soon  as  the  primary  lesion  has  been 
discovered. 

Salvarsan  is  indicated  in  the  following  conditions : — 

1.  As  an  abortive  treatment  combined  with  excision  of  the  chancre, 
when  possible,  and  followed  by  an  energetic  course  of  mercurial  treatment. 

2.  In  cases  where  there  is  an  idosyncrasy  against  mercury,  and  patients 
are  too  easily  salivated. 

3.  Where  mercury  has  had  but  little  effect  in  healing  lesions  or  when 
relapses  take  place  rapidly  after  using. 

4.  In  cases  when,  after  considerable  mercurial  treatment,  the  Wasserman 
reaction  still  remains  positive. 

The  effects  of  salvarsan  may  be  studied  under  three  heads : — 

1.  As  an  anti-parasitic,  destroying  the  spirochaeta. 

2.  As  affecting  all  the  tissues  of  the  body  and  increasing  the  nutrition. 

3.  For  its  effect  on  the  nerves,  causing  an  inflammation  with  consequent 
paralysis  of  the  cerebral  nerves,  especially  of  the  eyes  and  ears. 

Dr.  Morton  described  the  mode  of  administering  the  drug  both  by  the 
intra-muscular  method  and  by  the  intra-venous  method. 

Dr.  James  M.  Winfield,  in  discussing  the  paper,  said:  "I  am  especially 
pleased  with  the  doctor's  classification  of  the  effects  of  salvarsan  and  the  indi- 
cations for  its  use.  It  is  to  be  regretted  that  the  dream  of  Prof.  Ehrlich  could 
not  have  been  realized,  that  is  the  cure  of  syphilis  by  one  dose  of  the  drug,  and 
it  is  to  be  hoped  that  further  experimenting  with  salvarsan,  increased  knowl- 
edge of  the  chemistry  of  arsenic,  and  further  enlightenment  on  the  disease 
itself,  will  fulfill  this  hope,  and  I  am  optimistic  enough  to  believe  that  it  will  be. 
Of  course,  there  have  been  many  cases  reported  where  one  dose  did  cure  the 
disease.  Out  of  two  hundred  cases  I  think  I  can  record  two  instances  of 
complete  cure  from  a  single  dose.  One  I  was  able  to  follow  for  sixteen  months, 
the  other  for  a  year,  and  both  have  been  clinically  and  serologically  free  from 
symptoms  since  the  reception  of  the  single  dose  of  salvarsan.  All  of  the  other 
cases  in  which  I  have  used  the  drug,  sooner  or  later  showed  some  signs  that 
the  disease  had  not  been  eradicated :  they  were  either  cutaneous  lesions  or 
a  positive  Wasserman  reaction. 

"Dr.  Morton  said  that  we  were  not  able  to  say  that  salvarsan  would 
shorten  the  course  of  treatment;  I  do  not  agree  with  this  remark,  for  I  think 
if  a  syphilitic  receives  two  or  more  doses  of  salvarsan,  supplemented  by  a 
thorough  course  of  mercury,  it  is  possible  to  cut  the  course  of  treatment  at 
least  one  half ;  it  is  true  we  have  not  had  a  long  enough  experience  with 
salvarsan  to  prove  this  assertion  at  the  present  time,  but  I  think  experience 
will  prove  it  to  be  correct. 

"The  dangers  of  salvarsan  are  gradually  fading  away,  and  I  think  that 
within  a  couple  of  years  from  now  we  will  not  see  any  of  these  scare  articles 
or  hear  much  of  the  ill  effects  of  this  drug.  We  have  all  read  or  heard  of 
alleged  cases  of  blindness  following  the  use  of  salvarsan,  but  we  have  been 
unable  to  find  anyone  who  has  actually  seen  these  cases.  I  have  had  none 
occur  among  those  to  whom  I  have  given  salvarsan.  Regarding  the  effects  of 
salvarsan  upon  the  auditory  nerve,  I  am  inclined  to  think  that  here  salvarsan 
might  have  a  deleterious  effect,  but  in  both  the  optic  and  auditory  symptoms 
many  observers  think  the  nerve  changes  are  due  to  syphilis  rather  than  to  the 
drug,  and  the  claim  is  made  that  all  of  these  cases  can  be  relieved  by  subsequent 
injections  of  mercury. 

"I  wish  to  emphasize  the  point  that  Dr.  Morton  makes  regarding  the 
necessity  for  watching  the  case,  and  for  the  great  importance  of  the  Wasser- 
man test ;  in  the  light  of  our  present  knowledge  it  would  be  futile  to  attempt 
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to  diagnose  syphilis  without  the  proper  microscopical  and  serological  exami- 
nations :  the  physician  should  be  sure  of  his  diagnosis  by  demonstrating  the 
presence  of  the  spirochetal  in  the  lesions,  unless  he  has  had  a  very  large  clinical 
experience,  then  the  necessity  is  not  quite  as  great ;  and  when  one  is  sure  of 
the  diagnosis,  and  treatment  has  been  instituted,  a  check  on  the  treatment  should 
be  kept  by  repeated  Wasserman  examinations. 

"From  my  experience  and  the  reports  of  other  observers  it  would  seem 
that  salvarsan  was  of  verv  little  benefit  in  nerve  syphilis,  unless  it  is  given  in 
the  very  early  stages  of  the  nerve  complication ;  Dr.  Morton  has  pointed  out 
that  if  it  is  given  in  brain  syphilis  it  is  apt  to  produce  swelling  of  the  meninges, 
and  the  condition  of  the  patient  is  made  temporarily  worse  and  often  results 
in  death.  One  of  my  neurological  confreres  had  me  give  it  to  a  syphilitic 
epileptic;  about  forty-eight  hours  after  receiving  the  dose  the  patient  went  into 
convulsions  which  were  followed  by  a  deep  coma ;  she  finally  recovered  from 
this,  but  about  a  month  later  became  violently  insane  and  is  still  an  inmate 
of  the  insane  asylum. 

"I  have  used  salvarsan  in  a  number  of  other  neurological  conditions,  and 
only  one,  a  case  of  spastic  spinal  syphilis,  seemed  to  be  at  all  benefited,  and  the 
improvement  in  this  case  seemed  to  be  due  more  to  the  tonic  effect  of  the 
drug  than  to  its  antisyphilitic  action. 

"I  wish  to  endorse  what  Dr.  Morton  said  about  the  mode  of  administra- 
tion ;  salvarsan  should  never  be  given  subcutaneously ;  the  intra-muscular 
method  is  indicated  in  some  instances,  and  if  the  solution  is  made  with  freshly 
distilled  water,  and  given  with  all  the  antiseptic  precautions  possible,  the 
curative  effect  is  as  good  as  if  it  was  given  intravenously,  and  the  pain  of  the 
injection  is  not  as  great  as  we  are  led  to  suppose:  it  is  claimed  that  the  new 
drug,  neo-salvarsan,  which  has  just  been  perfected  can  be  given  intra-muscu- 
larly  with  little  or  no  pain.  My  experience  with  giving  it  in  oil  emulsion  is 
limited  to  about  a  dozen  cases,  and  I  am  not  at  all  favorably  impressed  by  it, 
the  drug  is  apt  to  become  encapsulated  and  the  progress  of  the  disease  does 
not  seem  to  be  checked. 

"The  apparatus  for  administering  the  drug  as  shown  by  Dr.  Morton  is 
much  better  than  the  more  complicated  ones.  In  the  first  flush  of  enthusiasm 
I  provided  myself  with  a  Schreiber  apparatus,  which  is  expensive  and  com- 
plicated; it  was  so  difficult  to  manage  that  I  soon  became  disgusted  with  it 
and  came  to  the  conclusion  that  the  simpler  the  instrument  the  better. 

"I  wish  to  emphasize,  and  emphasize  very  strongly,  the  hazardous  risk 
of  giving  salvarsan  to  an  ambulatory  patient;  there  is  danger  no  matter  how 
the  drug  is  administered,  and  it  is  almost  criminal  to  give  it  intra-venously 
and  then  let  your  patient  go  away.  There  is  a  chance  of  your  patient  dying 
and  the  opportunity  for  his  heirs  to  bring  suit  against  the  physician  for 
malpractice. 

"The  headache,  chills,  vomiting,  etc.,  which  so  often  followed  the  intra- 
venous injection  of  salvarsan  have  been  practically  eliminated  since  we  have 
learned  to  use  freshly  distilled,  sterile  water." 

Dr.  Homer  E.  Fraser  continued  the  discussion  and  said : 

"The  medical  world  was  led  to  believe  from  the  reports  of  European 
clinics  on  some  hundreds  of  cases  that  one  dose  of  salvarsan  was  sufficient  to 
cure  any  case  of  syphilis,  but  when  by  its  use  here  it  was  not  proven  a  fact 
the  disappointment  was  great,  and  has  led  many  to  condemn  the  use  of  it  in  the 
treatment  of  syphilis  because  of  its  dangers  and  its  limitations  as  a  therapeutic 
agent.  While  it  is  hard  to  believe  that  some  of  the  glowing  reports  of  salvarsan 
were  not  tinged  to  a  degree  with  commercialism,  it  must  be  admitted  that  any 
drug  that  has  the  potency  to  heal  a  chancre  in  a  week's  time  and  take  away  the 
active  manifestation  of  early  secondary  syphilis  in  a  comparatively  short  time, 
thus  lessening  the  dangers  of  contagion  of  the  disease  during  its  most  con- 
tagious period,  has  come  to  stay  as  an  agent  in  the  fight  to  control  syphilis. 

"I  imagine  salvarsan  will  go  through  very  much  the  same  experience  as 
tuberculin.  When  I  was  a  medical  student  tuberculin  was  placed  on  the  market 
here  with  glowing  accounts  from  Europe  as  to  its  being  a  sure  cure  for  tuber- 
culosis. After  a  few  months  use  here  in  all  sorts  of  tubercular  cases,  and  all 
sorts  of  doses  by  all  sorts  of  observers,  and  a  long  death  list,  the  remedy  was 
condemned  and  fell  into  disuse  for  nearly  fifteen  years.  In  the  meantime 
competent  observers  had  been  at  work  with  tuberculin,  and  experience,  time,  and 
observation  has  made  Koch  tuberculin  one  of  the  most  valuable  aids  to-day  in 
the  treatment  of  tuberculosis. 

So  many  of  the  failures  of  salvarsan  probably  can  be  attributed  to  our 
lack  of  knowledge  of  its  use  which  time  and  experience  will  reveal.  My 
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experience  has  been  with  the  intravenous  injection  of  salvarsan,  especially  in 
cases  of  primary  sore,  and  in  cases  where  mercury  has  failed  to  control  the 
secondary  symptoms,  such  as  persistent  ulcerations  of  the  mouth  and  throat 
or  early  gummatous  lesions.  The  remedy  has  caused  a  disappearance  of  the 
symptoms  in  a  week  or  ten  days  and  then  mercurial  treatment  was  resumed. 

"Whether  one,  two  or  three  doses  of  salvarsan  will  cure  the  disease,  I 
don't  think  any  one  at  the  present  time  knows. 

"Dr.  Morton's  report  of  the  status  of  salvarsan  in  Europe  must  be  given 
close  study  because  the  foreigners  have  observed  the  use  of  the  remedy  a  year 
longer  than  the  profession  has  in  this  country." 

Dr.  Louis  C.  Ager  said:  "We  are  hearing  more  frequent  reports,  par- 
ticularly in  the  German  journals,  of  the  use  of  salvarsan  in  hereditary  syphilis 
in  young  children.  I  think  there  was  one  recent  report  of  a  child  of  eight 
weeks.  I  would  like  to  ask  Dr.  Morton  whether  in  those  cases  they  succeed 
in  giving  intravenous  injections.  It  is  practically  impossible  to  make  a  venous 
puncture  in  a  small  child,  an  infant,  and  I  do  not  see  how  it  can  be  accom- 
plished in  the  case  of  the  young  except  by  way  of  the  jugular." 

Dr.  J.  Sturdivant  Read  said :  "The  ground  has  been  so  well  covered  by 
the  reader  of  the  paper  and  the  gentlemen  who  have  discussed  it  that  I  can 
simply  mention  a  few  details  of  the  cases  which  will  be  published.  Four  were 
cases  of  tabes,  one  well  marked  and  one  very  early.  In  none  of  these  cases 
was  there  any  ill  effect  from  the  administration  of  salvarsan.  In  the  patient's 
general  condition  in  two  of  the  advanced  cases  there  was  no  effect.  In  one  case 
the  general  nutrition  of  the  patient  and  his  general  feeling  were  improved,  and 
in  the  early  case,  a  man  who  was  suffering  from  some  gastric  symptoms,  first 
officer  on  a  ship,  who  could  not  attend  to  his  duty,  the  intravenous  administra- 
tion of  6  gm.  of  salvarsan  was  followed  in  four  months  by  a  gain  of  twelve 
pounds  and  freedom  from  symptoms.  It  was  certainly  of  great  benefit  tem- 
porarily, but  I  do  not  know  the  end  result. 

"Now,  one  word  as  to  the  method  of  dosage.  Intramuscularly  I  have 
given  it  five  times,  and  in  three  of  those  it  was  unabsorbed.  In  the  other  two 
cases  it  was  absorbed  and  had  a  beneficial  effect.  One  of  those  cases  was  a 
case  of  diabetes.  I  have  seen  only  one  other  case  of  diabetes  reported.  This 
man  had  a  very  small  output  of  sugar.  He  was  fifty  years  old  and  had  lesions 
on  the  face  of  tertiary  character.  These  would  clear  up  in  a  few  weeks  under 
mercury  and  iodide  and  then  re-appear.  After  a  year  of  the  treatment  he  was 
so  disgusted  he  was  willing  to  try  anything.  Salvarsan  was  given  and  the 
lesions  cleared  up  and  have  not  recurred  in  seven  months.  The  sugar  output 
was  uninfluenced  in  any  way. 

"As  to  its  effect  on  kidneys  in  healthy  patients,  I  have  never  seen  any 
casts.    Occasionally,  transient  albuminuria. 

"The  giving  of  salvarsan  intravenously  in  the  office  is  absolutely  dangerous. 
One  of  my  private  patients  to  whom  I  gave  it  in  the  hospital  was  taken  with 
a  profound  chill  and  was  unconscious  for  a  half  to  three-quarters  of  an  hour. 
This  occurred  twenty  minutes  after  the  injection.  It  was  one  of  my  early 
cases.  I  did  not  know  what  to  do  for  him,  so  I  sat  and  watched  him.  He 
came  out  and  that  was  all  there  was  to  it,  but,  if  given  in  the  office,  he  would 
have  fallen  downstairs  and  broken  his  neck  and  I  would  have  been  sued  for 
damages.    It  is  a  dangerous  thing  to  do." 

Dr.  Christian  C.  A.  Lange  said  that  care  should  be  taken  in  making  a 
Wasserman  test,  because  the  test  would  be  negative  for  a  number  of  weeks 
after  mercury  or  salvarsan  had  been  given  to  a  patient.  He  could  not  agree 
with  the  previous  speaker  who  said  that  salvarsan  should  never  be  administered 
in  the  office.  In  fact  he  had  administered  it  over  a  hundred  times  in  his  office 
and  had  not  had  a  single  bad  result.  Perhaps  these  cases  were  chosen  cases, 
and  were  known  to  be  otherwise  healthy  as  to  heart  and  lungs.  They  have 
gone  home  in  a  carriage  after  an  injection.  He  failed  to  see  the  terrible  danger 
to  which  these  patients  are  subjected. 

It  is  contraindicated  to  give  the  drug  in  myocarditis  and  syphilis  of  the 
brain,  or  with  marked  degenerative  changes  in  other  organs.  Dr.  Lange  could 
not  see  the  necessity  of  keeping  a  patient  in  the  hospital  for  two  or  three  days 
after  the  injection.  In  making  a  solution  of  salvarsan  it  is  absolutely  necessary 
to  filter  it,  so  as  to  eliminate  the  small  flocculi  if  it  is  to  be  injected  into  the 
vein. 

Dr.  Benjamin  M.  Briggs  said  that  he  could  not  see  the  value  of  using 
salvarsan  and  thought  that  arsenic,  mercury  and  iodine  as  formerly  used  was 
just  as  effective. 
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Stated  Meeting,  November  2,  191 1. 

The  President,  Dr.  John  A.  Lee,  in  the  Chair. 

A  Case  of  Cholelithiasis. 

Dr.  John  L.  Bauer  reported  a  case  which  occurred  in  a  patient  thirty-four 
years  of  age,  who  had  suffered  from  attacks  of  pain  in  the  region  of  the  gall 
bladder  for  a  number  of  years.  The  attacks  became  more  severe  and  were  accom- 
panied by  a  rise  in  temperature  to  103  degrees,  and  considerable  abdominal 
rigidity.  On  May  20th,  191 1,  the  patient  was  admitted  to  the  German  Hospital 
and  the  abdomen  opened.  A  greatly  distended  gall  bladder  was  found  which 
contained  about  a  pint  of  muco-purulent  fluid  and  nearly  four  hundred  gall 
stones.  The  gall  bladder  was  emptied  and  the  wound  sutured  with  tube  drain- 
age. Four  weeks  after  the  operation  a  fistula  still  discharged  large  amounts  of 
bile  and  mucus.  This  persisted.  On  August  24th,  191 1,  a  second  operation  was 
undertaken  to  close  the  fistula.  Examination  of  the  ducts  at  this  time  showed 
no  stone  to  be  present.  Gall  bladder  was  closed.  Cigaret  drain  down  to  the 
region  of  the  gall  bladder,  abdomen  closed.  There  was  a  slight  leakage  from 
the  gall  bladder  along  the  fistulous  tract  but  this  closed  in  five  weeks.  Patient 
has  completely  recovered. 

Malposition  of  the  Cecum  and  Appendix. 

Dr.  John  L.  Bauer  reported  the  following  case.  A  girl  seventeen  years  of 
age  had  been  suffering  with  pain  in  the  right  side  high  up  under  the  ribs.  Pain 
increased  after  exercise  and  on  deep  inspiration.  Operation  was  advised  and  on 
opening  the  abdomen  the  cecum  and  appendix  were  found  in  the  region  of  the 
hepatic  flexture  of  the  colon.  The  appendix  was  attached  to  the  lower  half  of 
the  right  kidney.  The  cecum,  which  was  beneath  the  liver,  was  continued  down- 
ward to  the  right  illiac  fossa  and  then  the  l.ansverse  colon  crossed  the  abdomen 
obliquely  to  the  splenic  flexture  and  became  normal  in  position.  The  appendix 
was  removed.    Patient  was  discharged  from  the  hospital  in  eleven  days. 

Rupture  of  the  Quadriceps  Extensor  Tendon. 

Dr.  A.  T.  Bristow  reported  a  case  which  occurred  in  a  man  whose  leg 
was  struck  by  a  falling  box.  The  injury  resulted  in  opening  the  joint  freely, 
exposing  the  cartilage  of  the  knee  and  entirely  separating  the  muscular  insertion 
of  the  quardiceps  tendon  from  the  patella.  Under  full  anesthesia  the  area  sur- 
rounding the  wound  was  painted  with  iodin,  shaved  and  again  painted  with  iodin. 
The  joint  was  more  fully  opened  and  the  quadriceps  tendon  sutured  to  the 
patella.  The  capsule  of  the  joint  was  sutured  and  a  small  rubber  drain  inserted 
into  the  joint.  A  plaster  splint  was  applied.  The  patient  left  the  Hospital  in 
twenty-five  days  and  has  entirely  recovered  the  use  of  his  knee. 

Cases  of  Fracture  Treated  With  Lane  Plates. 

Dr.  A.  T.  Bristow  reported  a  number  of  cases.  He  had  operated  upon 
eleven  during  the  winter,  using  Lane  plates  and  with  one  exception  he  has  had 
a  good  result.  He  presented  a  number  of  X-ray  plates  showing  the  injuries 
treated. 

Case  I.  A  man  who  had  sustained  a  fracture  of  the  upper  half  of  the  thigh 
five  months  previously.  The  usual  form  of  treatment  failed  to  reduce  the  de- 
formity. The  patient  was  sixty  years  of  age.  An  open  operation  was  done,  the 
bone  was  brought  into  position  and  a  six  hole  Lane  plate  applied.  A  slight  angu- 
lation resulted,  but  the  patient  made  a  good  recovery. 

Case  II.  A  man  seen  ten  weeks  after  the  primary  injury  with  a  fracture 
of  the  neck  of  the  femur  with  union  in  malposition.  The  neck  of  the  femur  was 
refractured,  a  heavy  wire  nail  was  driven  through  the  shaft  of  the  bone  into 
the  neck  of  the  bone  and  the  leg  placed  in  the  Whitman  nosition  by  Dr.  Rush- 
more,  and  retained  there  for  three  months.  The  final  result  of  this  case  is  not 
known. 

Case  III.  A  boy  of  ten  years  of  age  with  ununited  fracture  of  the  femur. 
There  was  some  necrosis  of  the  bone  which  was  removed,  and  a  Lane  plate  ap- 
plied.   He  recovered  with  good  result. 
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Cases  IV,  V  and  VI.  Fracture  of  the  humerus.  Two  of  them  old  frac- 
tures. In  each  an  open  operation  was  done  and  plates  applied  with  satisfactory- 
results. 

Case  VII.    Compound  fracture  of  the  ulna. 
Case  VIII.    Compound  fracture  of  the  tibia. 

Case  IX.  An  oblique  fracture  of  the  tibia  in  a  young  man.  More  than 
usual  care  taken  in  the  preparation  of  the  leg.  Brief  operation.  Lane  plate  ap- 
plied. The  patient  developed  a  severe  streptococcus  infection  which  caused  a 
very  long  drawn  out  healing.    The  exact  result  of  this  case  was  not  known. 

This  last  case  was  reported  more  as  a  warning  to  those  who  advocate  the 
open  operation  for  fracture  in  every  case.  A  number  of  cases  of  death  follow- 
ing the  operation  have  been  reported.  If  a  good  functional  result  can  be  obtained 
without  deformity,  Dr.  Bristow  advised  the  non-operative  treatment. 

Fracture  of  the  Humerus. 

Dr.  A.  H.  Bogart  reported  the  case  of  a  man  who  was  struck  by  a  wagon 
with  a  resulting  fracture  of  the  humerus  high  up.  Under  anesthesia  it  was  found 
impossible  to  reduce  the  fracture  by  manipulation  alone.  Therefore,  an  open 
operation  was  advised.  A  small  point  of  the  fractured  bone  was  removed  and 
the  bones  were  brought  into  the  proper  position  and  wired.  Slight  infection 
took  place  but  the  case  recovered  without  any  deformity. 

Posterior  Dislocation  of  the  Femur. 

Dr.  A.  H.  Bogart  reported  the  case  of  a  man  who  sustained  a  compound 
fracture  of  the  leg  and  injury  to  the  left  hip  joint.  The  case  came  under  Dr. 
Bogart's  observation  some  time  after  the  injury  and  a  posterior  dislocation  of 
the  femur  was  discovered  with  a  fracture  of  the  acetabulum.  The  dislocation 
had  not  yet  been  reduced. 

Dislocation  of  the  Acromial  End  of  the  Clavicle. 

Dr.  A.  H.  Bogart  exhibited  an  X-ray  plate  from  a  case.  An  attempt  was 
made  to  hold  the  dislocated  end  of  the  bone  in  place  by  a  pad  and  adhesive 
plaster,  but  this  had  not  yet  been  successful.  The  doctor  asked  whether  it  was 
necessary  to  do  anything  further  in  such  a  case. 

A  Case  for  Diagnosis. 

Dr.  J.  B.  Bogart  reported  a  case  of  a  man  who  had  had  symptoms  refer- 
able to  his  stomach  for  a  long  time.  A  test  meal  showed  the  absence  of  hydro- 
chloric acid  and  the  presence  of  lactic  acid.  There  was  tenderness  and  some 
rigidity  in  the  region  of  the  gall  bladder.  He  complained  of  vomiting  and  nausea 
after  eating,  attacks  of  severe  pain  in  the  upper  abdomen,  and  of  a  progressive 
loss  of  weight.  A  change  of  diet  resulted  in  a  marked  improvement.  One  diag- 
nosis of  tabes  had  been  made,  but  not  entirely  sustained.  The  pupilary  reflexes 
were  entirely  absent.  Atropin  was  dropped  into  his  eye  and  the  pupil  dilated 
well.  There  is  a  marked  scoliosis  present  and  Dr.  Tilney  thinks  that  there  is  a 
sclerosis  involving  both  the  posterior  and  lateral  columns,  and  has  suggested  the 
possibility  of  a  pernicious  anemia.  Under  proper  dietetic  treatment  the  patient 
has  gained  seven  pounds  in  weight.  The  vomiting  and  nausea  have  stopped  and 
only  the  pain  remains  in  the  right  side  of  the  upper  abdomen. 

Dr.  R.  W.  Westcrook,  in  discussing  Dr.  Bogart's  case,  emphasized  the 
point  that  the  absence  of  free  hydrochloric  acid  should  not  be  considered  as  diag- 
nostic of  cancer  of  the  stomach.  In  the  case  reported  there  are  many  features 
lacking  to  support  a  diagnosis  of  cancer.  One  must  keep  in  mind  the  possibility 
of  gastric  crises  which  simulate  diseases  of  the  stomach  but  which  can  be  elim- 
inated if  careful  observations  of  the  patient  are  made.  Dr.  Westbrook  recounted 
several  cases  which  were  supposed  to  be  cancer  of  the  stomach  but  were  later 
proved  not  to  be.  Also  cases  of  cancer  of  the  stomach  with  free  hydrochloric 
acid  present  in  the  stomach  contents. 

Ovarian  Papilloma. 

Dr.  J.  B.  Bogart  reported  a  case.  The  patient  was  admitted  to  Seney  Hos- 
pital five  years  ago  on  account  of  the  increasing  size  of  her  abdomen.  Aspiration 
was  done  and  sonic  fluid  removed.  She  was  anemic  and  vomited.  The  abdomen 
was  opened  by  Dr.  Bogart  and  a  large  amount  of  free  fluid  was  evacuated  con- 
taining particles  of  papillomatous  tissue.    The  aspirator  had  emptied  the  cyst  on 
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the  right  side.  Both  ovaries  were  cystic  and  were  removed.  The  abdomen  was 
carefully  washed  out  with  saline.  Large  amounts  of  papillomatous  material  were 
removed.  Three  weeks  after  the  operation  vaginal  examination  showed  a  large 
mass  of  irregular  shape  occupying  the  pelvis.  This  gradually  subsided.  Three 
and  a  half  years  later  she  reported  in  perfect  health.  Three  months  ago  she  de- 
veloped a  pelvic  abscess,  and  an  epithelioma  of  the  cervix  was  found.  The 
uterus  had  disappeared.  A  ten  per  cent,  solution  of  chloride  of  zinc  was  ap- 
plied to  the  cervix.  Ten  days  after  that  a  large  slough  of  portions  of  the  vagina 
came  away.  This  cavity  gradually  granulated.  Recent  examination  can  demon- 
strate no  evidence  of  disease.    She  seems  at  the  present  time  to  be  entirely  well. 

Foreign  Body  in  the  Pelvis. 

Dr.  Frank  E.  Brown  reported  a  case  of  a  man  fifty-seven  years  of  age  who 
had  been  injured  in  a  railroad  accident  fifteen  years  previously.  He  recovered 
from  the  wounds,  which  involved  the  anterior  and  lateral  abdominal  walls.  A 
sinus  developed  behind  the  anterior  superior  spine  of  the  ileum,  and  extended 
nine  inches  down  into  the  true  pelvis  behind  the  bladder.  After  numerous  at- 
tempts, a  foreign  body  was  located  at  the  bottom  of  the  sinus  and  removed.  It 
was  an  iron  spike  two  and  a  half  inches  in  length.    The  sinus  promptly  healed. 

A  Case  of  Sarcoma  Treated  With  Coley's  Serum. 

Dr.  Frank  E.  Brown  reported  a  case  of  sarcoma  of  the  head  of  the  tibia 
and  lower  end  of  the  femur.  There  were  two  nodules  in  the  skin  over  this  mass. 
A  mass  three  by  four  inches  was  removed  from  the  anterior  and  lateral  aspects 
of  the  joint.  Amputation  was  not  done.  The  pathologist  reported  the  growth  to 
be  a  small  round  celled  sarcoma.  Coley's  serum  was  used  without  satisfactory 
result.    There  has  been  rapid  recurrence. 

Dr.  A.  T.  Bristow,  in  discussing  the  case,  stated  that  the  small  round  celled 
sarcoma  was  the  most  unsatisfactory  to  treat  and  very  little  could  be  expected 
from  the  serum. 

Four  Cases  of  Brain  Tumor  With  Remarks  on  Diagnosis. 

A  paper  with  the  above  title  was  read  by  Dr.  Bristow  and  will  be  pub- 
lished elsewhere. 

Dr.  Frederick  Tilney,  in  discussing  Dr.  Bristow's  paper,  reported  sixteen 
cases  of  intra-cranial  tumors.  Four  of  these  were  in  the  cerebellum;  four  in  the 
pituitary  body;  three  in  the  frontal  lobe;  two  in  the  occipital  lobe  and  one  in 
the  ventricle.  In  nearly  all  of  these  cases  he  believed  that  life  might  have  been 
prolonged  by  cranial  surgery  and  the  distressing  symptoms  of  headache  and 
vomiting  could  have  been  relieved.  Many  intra-cranial  tumors  are  inaccessible 
because  of  their  situation  within  the  brain  tissue.  The  question  of  their  locali- 
zation is  very  complex,  but  experience  has  shown  that  a  great  deal  may  be 
learned  from  the  symptoms  in  each  case.  Although  many  are  inaccessible,  still 
a  great  majority  are  accessible,  and  Dr.  Tilney  wished  to  make  an  appeal  for 
better  and  more  cranial  surgery  in  Brooklyn. 
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Stated  Meeting,  December  7,  191 1. 

The  President,  John  A.  Lee,  M.D.,  in  the  chair. 

Fracture  of  Patella  with  Rotation  of  the  Lower  Fragment. 

Dr.  J.  M.  Clayland  reported  the  following  case :  A  woman,  aged  35, 
broke  her  right  patella  about  four  years  ago.  It  was  put  up  on  a  posterior 
splint  with  adhesive  straps  drawing  the  fragments  together.  Ligamentous 
union  with  one-eighth  inch  separation  resulted.  One  year  later  she  again 
broke  the  upper  fragment  of  the  same  patella.  On  January  16,  1910,  she  broke 
the  patella  for  the  third  time,  at  the  same  time  breaking  the  left  patella. 
Dr.  Clayland  operated  on  both  knees  and  found  that  the  lower  fragment  on 
one  side  was  turned  so  that  the  fractured  end  of  the  lower  fragment  was 
turned  toward  the  skin  and  the  surface  which  had  articulated  with  the  femur 
was  what  he  had  tried  to  bring  in  contact  with  the  upper  fragment.    He  has 
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observed  the  same  thing  in  other  cases  since  then  and  believes  that  in  fracture 
of  the  patella  in  the  lower  third,  there  is  a  tendency  for  the  lower  fragment  to 
be  turned  up  as  above,  and  in  cases  not  operated  upon,  it  would  be  wise  to  make 
sure  that  the  fragment  is  not  so  turned  as  almost  to  preclude  bony  union. 

Growth  of  Fibula  More  Rapidly  than  Tibia  Following  Amputation. 

Dr.  J.  M.  Clayland  reported  the  following  case : 

H.  Z.,  aged  four,  was  run  over  by  a  trolley  car  on  November  20,  1909, 
taken  to  a  hospital  and  the  leg  amputated.  The  flaps  sloughed  and  a  second 
amputation  at  the  junction  of  the  middle  and  upper  third  was  performed. 
The  front  flap  sloughed  and  he  was  taken  home  where  Dr.  Clayton  saw  him 
on  December  19th  in  a  very  low  condition,  too  weak  for  any  further  inter- 
ference. The  slough  separated  and  after  a  short  time  the  necrotic  ends  of  the 
tibia  and  fibula  loosened  and  the  wound  healed  leaving  a  good  stump. 

He  wore  an  artificial  limb  until  recently  but  the  fibula  grew  so  much  more 
rapidly  than  the  tibia  that  last  Sunday  Dr.  Clayland  removed  the  fibula  as  far 
up  as  to  the  epiphysis. 

Dr.  Clayland  has  twice  before  seen  cases  where  the  growth  at  the  upper 
fibular  epiphysis  was  greater  than  that  at  the  tibial  epiphysis  and  has  had  to 
remove  a  portion  of  the  bone  at  a  subsequent  operation. 

Dr.  Clayland  thought  it  wise  in  children  under  ten  years  to  cut  the  fibula 
shorter  than  the  tibia  when  performing  amputation. 

A  Case  of  Hypernephroma. 

Dr.  J.  M.  Clayland  reported  the  following  case: 

Mr.  K.,  aged  44  years,  came  to  Dr.  Clayland  August  10th,  complaining  of 
hemorrhoids  and  distress  in  the  stomach  after  eating.  Dr.  Clayland  operated 
on  his  hemorrhoids  in  the  Brooklyn  Hospital  by  the  ligature  method.  He 
made  a  good  recovery  and  returned  to  work,  but  the  distress  after  eating 
continued.    His  abdomen  was  distended  and  tender  in  the  epigastric  region. 

On  October  13th,  he  went  to  the  Jewish  Hospital.  Wasserman  reaction 
negative.  Methylene  blue  urine  test  negative.  There  was  a  mass  in  the  liver 
surrounded  by  numerous  nodules.  The  stomach  was  above  a  mass  which  felt 
like  the  liver,  it  was  so  large.  Ascites  developed ;  operation  October  27th 
showed  liver  containing  numerous  tumors,  the  whole  peritoneal  membrane 
studded  with  tumors  up  to  the  size  of  an  almond,  and  a  large  retro-peritoneal 
mass  behind  the  stomach.  The  X-ray  had  previously  shown  the  stomach 
shoved  downward  by  a  large  mass.  The  ascites  returned  quickly  and  the 
patient  died  of  exhaustion  on  November  12th.  The  pathological  examination 
of  the  tumors  removed  at  the  operation  showed  them  to  be  hypernephromata. 

Multiple  Stones  in  Both  Kidneys. 

Dr.  William  H.  Maddren  reported  the  case  of  a  man  70  years  old,  who 
for  twenty  years  had  suffered  from  right  sided  renal  colic.  He  had  at  times 
passed  gravel  and  there  had  been  a  few  red  blood  cells  in  his  urine,  with 
occasional  pus.  On  July  2,  1910,  pain  in  his  right  kidney  increased  and  he 
passed  a  large  amount  of  pus.  He  lost  forty  pounds  in  weight,  and  it  was 
thought  that  he  was  suffering  from  malignant  disease.  Two  weeks  before  his 
death  he  began  to  spit  up  pus.    He  died  November  11,  1910. 

Autopsy  revealed  dense  adhesions  around  the  right  kidney  and  a  large 
abscess  posterior  to  the  kidney,  which  had  ruptured  through  the  diaphragm, 
involving  a  portion  of  the  lung  and  entering  the  bronchi.  Both  kidneys 
contained  stones. 

Congenital  Absence  of  Right  Tube  and  Ovary. 

Dr.  Earl  H.  Mayne  reported  the  case  of  a  woman  forty  years  of  age, 
who  had  borne  nine  children,  and  developed  a  complete  procidentia. 

Patient  moved  away  to  country  and  gradually  grew  worse.  Cystitis 
developed,  adnexal  inflammation  set  in  and  patient  became  an  invalid,  confined 
to  bed.  Operation  finally  accepted,  and  performed  in  two  stages  on  August  12 
and  August  24,  191 1.  Perineum  repaired  first  and  hysterectomy  later  showing 
condition  of  specimen  presented.  The  small  prominence  seen  on  the  upper 
right  portion  of  the  uterus  might  be  considered  a  rudimentary  fallopian  tube, 
the  ovary  and  practically  all  of  the  fallopian  tube  being  absent.  History  as  to 
previous  operations  absolutely  negative. 

Absence  of  the  fallopian  tubes  is  rare ;  absence  of  one  or  both  ovaries 
also  constitutes  a  very  rare  condition  according  to  the  various  authorities. 

(To  be  continued.) 
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THE    DESTRUCTION    OF    VESICAL    PAPILLOMA  BY 
MEANS  OF  HIGH  FREQUENCY  CAUTERIZATION.* 


UMORS  of  the  bladder  are  of  far  more  frequent  occurrence 


than  is  commonly  supposed,  seventeen  cases  having  come 


under  the  observation  of  the  author  during  the  year  191 1. 
Six  of  these  were  quite  obviously  hopeless  and  died  within  periods 
varying  from  24  hours  to  two  months  after  the  diagnosis  had  been 
made.  All  gave  a  history  of  hematuria  extending  over  relatively 
long  periods,  in  one  of  them  twelve  years.  Although  all  stated 
that  they  had  been  under  the  observations  of  various  physicians, 
in.  only  one  case  would  the  patient  admit  that  cystoscopy  had  been 
advised. 

Nothing  more  is  known  of  vesical  neoplasms  than  of  tumors 
occurring  elsewhere  in  the  body.  An  observation  interesting  as 
bearing  on  the  Cohnheim  theory  of  neoplasm  is  that  of  Reginald 
Harrison1  who  calls  attention  to  the  fact  that  the  extra-abdom- 
inal portion  of  the  allantois  which  forms  the  chorion  is  normally 
provided  with  papillae,  ''hence  it  is  not  an  unlikely  occurrence  for 
them  to  be  met  with  in  the  bladder  (the  intra-abdominal  portion 
of  the  allantois)  as  pathological."  Ten  of  my  own  cases  were  of 
the  villous  type. 

When  viewed  through  a  cystoscope,  such  tumors  present  a 
very  beautiful  and  characteristic  appearance.  The  long  branch- 
ing filamentous  processes  vary  in  color  from  glistening  white  to 
pinkish  red.  They  are  usually  translucent  and  wave  about  very  much 
like  seaweed  under  water.  If  magnified  by  holding  the  villi  within 
the  focal  distance  of  the  lens,  the  vascular  loops  supplying  the 
individual  villi  are  easily  discernable  in  a  clear  medium.  Such 
tumors  exhibit  a  decided  tendency  to  multiply  by  contact  and  are, 
therefore,  frequently  multiple.  [Microscopically  each  villus  con- 
sists of  a  central  fibrous  axis  with  its  vascular  loop  and  Is  covered 
by  one  or  more  layers  of  epithelium.  They  have  been  termed 
vascular,  papillomatous  fibroma  by  Virchow2.  While  such  tumors 
as  a  rule  present  the  microscopic  features  of  a  benign  growth,  yet 

*Read  before  the  Medical  Society  of  the  County  of  Kings,  May  21,  1012. 
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recurrence  after  operation  is  almost  invariable,  not  only  at  the 
point  of  removal,  but  also  in  the  suprapubic  wound ;  and  the  post- 
mortem specimens  show  undoubted  malignancy.  Albarran3,  after 
a  life-long  experience,  remarks,  "All  vesical  tumors  are  malignant 
or  likely  to  become  so."  The  more  frequent  occurrence  of  tumors 
in  the  male  is  undoubtedly  due  to  the  greater  irritation  to  which 
that  viscus  is  subject.  When  tumors  of  all  varieties  are  included, 
vesical  neoplasm  is  probably  more  common  after  middle  life,  but 
the  so-called  benign  villous  papilloma  is  of  relatively  frequent 
occurrence  in  young  adults.  In  two  of  my  cases  it  will  be  noted 
that  the  initial  hematuria  occurred  at  25  and  26  years  respectively. 

The  most  characteristic  symptom  of  vesical  neoplasm  is  sud- 
den spontaneous  hematuria.  In  every  case  that  has  come  under 
my  observation  hemorrhage  has  preceded  all  other  symptoms. 
Frequency  and  urgency  of  urination  and  pain  occur  later  in  the 
course  of  the  disease,  usually  as  a  result  of  retention,  infection  and 
phosphatic  incrustation  or  malignant  infiltration  of  the  bladder 
wall.  Certain  authors  have  remarked  on  the  length  of  time  which 
may  elapse  between  the  first  and  second  appearance  of  blood.  In 
Case  I,  reported  in  the  following  series,  a  period  of  four  years 
elapsed  during  which  the  patient  was  practically  free  from  symp- 
toms. Very  considerable  periods  of  quiescence  were  also  present 
in  some  of  the  other  cases.  It  is  for  this  reason  that  I  have  made 
an  invariable  rule  to  perform  cystoscopy  in  every  case  of  unex- 
plained hematuria.  I  once  discovered  a  vesical  papilloma  in  the 
case  of  a  patient  who  had  consulted  me  for  the  treatment  of  a 
chronic  Xeisserian  urethritis.  As  in  most  other  surgical  condi- 
tions of  the  urinary  tract,  an  inferential  diagnosis  is  quite  without 
value  and  I  can  think  of  no  better  way  of  summing  up  the  diag- 
nosis in  cases  of  suspected  vesical  neoplasm  than  the  terse  expres- 
sion of  Chevalier  Jackson  regarding  foreign  bodies  in  the  bronchi, 
"Look  and  see." 

In  only  two  of  my  cases  has  the  initial  cystoscopy  presented 
any  special  difficulty.  In  one,  carcinomatous  infiltration  of  the 
bladder  wall  had  reduced  the  capacity  of  the  viscus  to  30  cc,  mak- 
ing it  necessary  to  use  a  close  vision  instrument  of  small  calibre.* 
In  the  other  case  the  bladder  was  filled  with  a  large  amount  of 
clotted  blood.  For  the  removal  of  this  I  successfully  employed  a 
Bigelow  aspirating  apparatus.  As  a  result  of  carcinomatous  in- 
filtration of  the  vesical  neck  or  of  urethral  deformity  resulting 
from  prostatic  enlargement,  cystoscopy  may  also  be  difficult. 

The  appalling  frequency  of  recurrence  following  suprapubic 
operations  for  the  removal  of  bladder  tumors  has  led  many  to 
doubt  whether  such  cases  should  be  subjected  to  operation. 
Guiteras4  states,  "In  any  case  I  feel  like  heaving  a  sigh  when  a 
patient  with  tumor  of  the  bladder  is  brought  to  me  for  operation." 
In  the  only  case  so  treated  which  has  come  under  my  observation 
a  small  villous  papilloma  was  removed  by  clamp  and  cautery.  The 
patient  made  a  rapid  and  uneventful  postoperative  convalescence, 
but  cystoscopy  six  weeks  later  showed  an  extensive  recurrence,  not 
only  at  the  site  of  removal,  but  also  in  the  suprapubic  wound.  It 


\  Nitze  observation  instrument  No.  13  Charr.,  Lowenstein  make,  served 
admirably  for  this  purpose. 
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is  this  tendency  to  cell  transplantation  which  makes  the  suprapubic 
operation  for  the  removal  of  such  growths  practically  futile,  and 
it  is  highly  probable  that  the  more  radical  transperitoneal  opera- 
tion will  show  scarcely  better  results.  Casper5  states  that  patients 
generally  do  better  and  live  longer  without  than  with  operation. 
Cathelin6  reports  50  per  cent,  recurrences  after  the  suprapubic 
operation  and  decides  in  favor  of  the  operative  cystoscope. 
Guiteras7  dismisses  total  extirpation  of  the  bladder  with  the  state- 
ment, "The  results  are  very  unsatisfactory  and  unless  the  technic 
is  improved,  it  cannot  be  recommended."  Watson  and  Cunning- 
ham8, after  a  scholarly  review  of  the  subject,  remark,  "Apart  from 
"the  unusually  fortunate  results  obtained  by  these  two  surgeons 
"(Nitze9  and  Kummel  10)  the  sum  total  of  surgical  experience  is 
"far  from  encouraging.  In  so  far  as  the  results  in  the  cases  of 
"benign  tumors  are  concerned,  the  writer  knows  of  no  such  unfor- 
tunate record  in  the  same  class  of  neoplasms  elsewhere  in  the 
"body.  The  following  facts  partially  explain  this  very  marked 
"failure : 

"1.  A  considerable  number  of  the  tumors  reported  to  have 
"been  benign  were  probably  not  so. 

"2.  The  striking  tendency  which  has  been  shown  by  tumors 
"originally  benign  to  recur  in  malignant  form. 

"3.  The  recurrence  of  benign  tumor  in  its  orginal  form,  but 
"elsewhere  in  the  bladder.  .  ." 

They  then  make  the  significant  inquiry,  "Can  these  results  be 
improved  ?" 

The  transurethral  operations  performed  by  the  immortal 
Xitze11  with  his  operative  cystoscope,  equipped  with  snare  and 
galvanocautery,  were  uniformly  more  successful  than  any  other 
method  of  attack  which  had  been  previously  devised  and  will  stand 
for  all  time  as  a  monument  to  his  genius.  In  less  skillful  hands, 
however,  the  same  instruments  have  been  found  extremely  diffi- 
cult of  manipulation,  so  difficult  indeed  that  most  genito-urinary 
surgeons  of  the  present  day  are  unable  to  successfully  employ  them. 
It  follows,  therefore,  that  a  method  by  means  of  which  any  trained 
cystoscopist  can  thoroughly  destroy  such  growths  through  the 
ordinary  cystoscopes  which  he  is  accustomed  to  use  in  his  daily 
work,  will  supplant  all  other  surgical  procedures.  This  has  at 
last  been  realized  in  Beer's12  application  of  the  Oudin  high-fre- 
quency current  to  intra-vesical  Avork  by  the  use  of  a  simple 
insulated  cable  which  can  be  passed  through  the  catheter  channel 
of  any  modern  cystoscope. 

The  author  is  in  no  way  competent  to  enter  into  a  discus- 
sion of  the  theories  of  high-frequency  currents.  Several  excellent 
machines  are  at  present  obtainable  by  means  of  which  the  Oudin 
or  uni-polar  current  can  be  quite  conveniently  generated.  In  the 
instrument*  which  I  now  employ,  it  has  been  found  better  to  use 
little  or  no  resistance  on  the  rheostat  but  a  very  short  spark-gap, 
usually  not  more  than  two  or  three  millimeters.  Experience  has 
also  taught  me  that  the  current  is  more  destructive,  less  painful, 
and  has  less  tendency  to  short  circuit  when  the  metallic  points  of 
the  spark-gap  are  kept  bright  by  means  of  emery  paper.  I  have 
also  found  a  single  strand  of  steel  wire  decidedly  preferable  to 
the  6-ply  copper  wire  which  is  used  by  Beer  for  the  reason  that  it 


*  Wappler. 
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is  far  more  resilient  and,  therefore,  more  easily  manipulated  within 
the  bladder.  I  have  also  found  it  more  convenient  to  strip  the  in- 
sulation from  the  wire  for  a  distance  of  from  2  to  5  millimeters 
at  its  tip.  This  exposed  steel  needle  is  gently  thrust  into  the 
tumor  mass  and  obviates  the  troublesome  melting  of  the  insulation 
which  is  mentioned  by  Beer. 

The  ordinary  double  catheterizing  cystoscope  of  Xitze  ( Fig.  1 ) 
is  more  generally  useful  than  any  other,  but  pedunculated  tumors 
of  the  trigonum  can  usually  be  seen  in  profile  through  direct  vision 
instruments,  thus  permitting  of  transfixaticn  of  the  pedicle  by  the 
electrode.    (Fig.  2.)    In  most  villous  tumors,  however,  it  is  con- 


FlG.  1. — Showing  destruction  of  tumor  on  left  lateral  wall  by  means  of  the 

Nitze  cystoscope. 

lenient  to  simply  bury  the  electrode  in  the  soft  tissue  of  the 
growth.  When  the  current  is  turned  on  (and  it  is  obviously  best 
controlled  by  means  of  a  foot  switch),  there  is  an  almost  imme- 
diate blanching  of  the  tumor  tissue  at  the  point  of  application, 
accompanied  a  few  seconds  later  by  partial  disintegration  and  even 
charring  with  the  evolution  of  hydrogen  gas.  Excepting  when 
working  very  near  the  bladder  wall,  the  current  is  quite  painless 
and  it  is  best  to  keep  the  electrode  in  contact  with  each  point  of 
application  for  at  leasl  one  minute.    I  have  found  this  more  effi- 
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cient  than  the  shorter  applications  originally  employed  by  other 
surgeons.  The  number  of  applications  and  total  duration  of  each 
seance  will,  of  course,  depend  upon  the  toleration  of  the  patient, 
the  size  of  the  growth,  and  the  occurrence  of  such  annoying  inci- 
dents as  clouding  of  the  field  as  a  result  of  hemorrhage.  It  is 
apparent  that  a  current  so  destructive  must  be  applied  only  under 
the  vision  of  the  operator,  so  that  in  the  event  of  hemorrhage — 
and  a  very  small  amount  of  blood  will  render  the  medium  quite 
turbid — the  current  should  at  once  be  turned  off  and  irrigation 
through  the  opposite  channel  of  the  cystoscope  continued  until 
the  fluid  is  again  quite  clear.    On  one  occasion  I  was  enabled  to 


Fig.  2. — Pedunculated  tumor  of  trigonum.    In  such  cases  a  direct  vision  cysto- 
scope is  of  decided  advantage. 

find  the  bleeding  point  by  filling  the  bladder  with  air.  A  brief 
application  of  the  current  very  quickly  checked  the  hemorrhage. 

Thomas13  suggests  that  the  current  would  be  still  more  effi- 
cient if  air  instead  of  fluid  distention  of  the  bladder  were  employed, 
and  surmises  that  a  new  cystoscope  will  be  devised  for  that  pur- 
pose. It  is  the  opinion  of  the  writer,  however,  that  a  fluid  medium 
is  the  better  for  general  use,  and  in  special  instances,  as  in  the  case 
cited  above,  the  Nitze  instrument  will  serve  quite  as  efficiently  as 
any  more  complicated  aero-cystoscope. 
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Only  exceptionally  have  I  found  it  necessary  to  use  a  local 
anaesthetic.  In  fact,  I  consider  it  rather  a  disadvantage.  In  one 
of  my  early  cases  the  anaesthetized  vesical  neck  was  accidently 
cauterized  by  short  circuiting  of  the  current,  probably  through  the 
deflector.  If  no  anaesthetic  had  been  used,  the  patient  would  have 
experienced  pain  at  once  and  the  unpleasant  after-effects  might 
have  been  avoided. 

The  frequency  of  the  sittings  will  depend  upon  many  factors. 
In  general  when  the  growth  is  large,  I  operate  every  seven  to  four- 
teen days.    Later,  when  it  becomes  necessary  to  burn  nearer  the 


Fig.  3. — Cysto-urethroscope.    Owing  to  the  very  short  focal  distance  of  the  lens 
system,  this  instrument  is  valuable  in  operating  upon  tumors  which 
involve  the  sphincteral  margin. 


bladder  wall,  it  is  well  to  proceed  more  slowly,  for  the  reason  that 
the  bases  of  tumors  so  treated  are  often  surrounded  by  an  area  of  an 
edema  bnllosnm  which  may  easily  be  mistaken  for  neoplasm.  Under 
such  circumstances  all  instrumentation  should  be  discontinued  for 
several  weeks  in  order  to  determine  the  nature  of  the  lesion. 

Whether  the  Oudin  current  acts  simply  as  a  convenient  means 
pf  cauterization  or  possesses  in  addition  a  certain  selective  action 
for  neoplasm  <>r  the  tissue  in  which  it  grows,  has  not  yet  been 


DESTRUCTION  OF  VESICAL  PAPILLOMA. 


249 


determined,  but  as  an  ascertained  fact,  we  now  have  a  simple  and 
efficient  means  of  destroying  tumors  of  the  bladder  which  is  prac- 
tically painless,  without  danger  and  by  means  of  which  we  shall 
undoubtedly  be  able  in  some  cases  to  effect  a  permanent  cure. 
In  others  at  least,  to  give  decided  relief  in  a  class  of  cases  which 
have  hitherto  been  not  at  all  benefited  by  any  form  of  treatment. 
It  seems  to  the  author,  therefore,  that  the  method  is  the  most  im- 
porant  advance  which  has  been  made  in  genito-urinary  surgery 
since  the  advent  of  the  cystoscopy 

Case  I.  Mrs.  W.  M.,  32  years  of  age,  was  referred  by  Dr.  N.  T.  Bolen  on 
February  13,  191 1,  with  a  history  of  sudden  spontaneous  hematuria  occurring 
six  years  previously.  The  bleeding  had  ceased  under  rest  and  internal  medica- 
tion, and  for  a  period  of  four  years  the  patient  had  been  practically  free  from 
symptoms.  During  the  past  year,  however,  there  had  been  repeated  attacks  of 
hematuria  and  gradually  increasing  frequency,  urgency  and  tenesmus.  At 
times  the  irritability  of  the  bladder  had  been  so  great  as  to  make  sleep  im- 
possible. Recently  there  had  been  a  rapid  loss  of  weight.  Urinalysis  showed  a 
chronic  suppurative  cystitis  with  infection  by  the  B.  coli.  There  were  two 
ounces  of  residual  urine.  Cystoscopy  showed  a  typical  pedunculated  villous 
papilloma,  perhaps  three  centimeters  in  height,  arising  from  the  bladder  wall 
directly  over  the  right  ureteral  orifice.  The  patient  refused  all  local  treat- 
ment until  June  13th,  when  I  again  performed  cystoscopy  and  found  the  lesion 
practically  unchanged.  By  means  of  the  direct  vision  cystoscope  (Fig.  2)  I 
thrust  the  electrode  through  the  pedicle  of  the  tumor  and  in  this  manner 
cauterized  in  three  places,  a  total  of  seven  and  one-half  minutes.  On  June  23d 
I  again  performed  cystoscopy  and  was  astounded  to  find  that  the  tumor  had 
entirely  disappeared,  the  site  of  attachment  being  covered  by  a  yellowish-white 
slough  and  surrounded  by  a  rather  wide  area  of  edema  bullosum.  One  month 
later  the  bladder  mucosa  was  quite  normal  in  appearance  and  has  continued  so. 
I  last  performed  cystoscopy  on  May  10,  1912,  and  there  is  absolutely  nothing 
in  the  appearance  of  the  bladder  wall  to  suggest  that  the  viscus  had  ever  con- 
tained a  tumor.  All  symptoms  had  cleared  up  within  one  month  after  the 
operation  and  the  patient  had  gained  twenty  pounds. 

Case  II.  Mr.  X.  B.,  63  years  of  age,  was  referred  by  Dr.  John  Horni  on 
Sept.  10,  191 1,  with  a  history  of •  hematuria,  frequency  and  urgency  of  urina- 
tion, extending  over  a  period  of  four  years.  Cystoscopy  showed  a  mixed  vil- 
lous and  lobulated  tumor  which  occupied  the  entire  right  hemisphere  of  the 
bladder.  Dr.  Horni  refused  to  operate  and  suggested  that  I  attempt  de- 
struction of  the  mass  by  means  of  high-frequency  cauterization.  Fifteen  appli- 
cations of  the  current  have  been  made  and  with  the  exception  of  a  small 
lobulated  mass  of  the  tissue  at  the  sphincteral  margin,  which  I  shall  destroy 
through  the  cysto-urethroscope14  (Fig.  3),  the  entire  mass  has  disappeared.  I 
doubt  whether  a  cure  has  been  effected  for  the  reason  that  the  posterior  wall 
of  the  bladder  feels  somewhat  indurated  when  examined  by  rectum,  but  the 
patient  has  been  relieved  of  the  distressing  symptoms  and  there  has  been  a 
decided  improvement  in  his  general  health. 

Case.  III.  Air.  J.  P.  M.,  39  years  of  age,  referred  by  Dr.  Cameron  on  Oct. 
27.  191 1.  He  had  suffered  from  numerous  attacks  of  spontaneous  hematuria 
for  the  past  five  years.  Excepting  for  the  occasional  passing  of  clots,  there 
had  been  no  local  discomfort,  no  loss  of  weight,  but  severe  anemia.  In  per- 
forming cystoscopy  on  October  29th,  more  than  an  ounce  of  villous  tissue  was 
evacuated  through  the  sheath  of  the  instrument.  So  extensive  was  this  growth 
that  no  portion  of  the  bladder  wall  could  be  seen,  although  the  capacity  of 
the  viscus  was  normal  and  the  medium  quite  clear.  On  April  14,  1912,  twelve 
applications  of  the  Oudin  current  had  been  made  and  excepting  for  two  small 
areas  near  the  right  ureteral  orifice,  the  entire  bladder  wall  appeared  quite 
normal  and  the  patient  reported  that  the  urine  had  been  clear  for  three  months. 
I  shall  defer  further  instrumentation  for  a  few  months  in  order  to  determine 
whether  the  remaining  lesion  is  inflammatory  or  neoplastic. 

Case  IV.  Air.  W.  C.  V.,  27  years  of  age,  was  referred  by  Dr.  Richard  M. 
Mills  on  February  4,  1912.  There  had  been  three  severe  attacks  of  hematuria 
during  eighteen  months,  the  last  one  occurring  two  months  ago.  Cystoscopy 
showed  a  typical  villous  papilloma,  extending  from  the  center  of  the  trigonum 
to  a  point  perhaps  four  centimeters  external  to  the  right  ureter  orifice  which 
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latter  was  covered  by  the  growth.  High-frequency  cauterization  was  applied 
on  February  9th.  14th,  25th,  and  on  March  17th.  Cystoscopy  on  May  12th 
showed  an  apparently  normal  bladder. 

Case  V.  Mr.  J.  R.  C,  40  years  of  age,  reported  at  my  office  on  February 
24,  1912,  stating  that  for  eight  months  he  had  occasionally  observed  hematuria. 
Cystoscopy  showed  a  pedunculated  papilloma  of  the  lobulated  type,  arising 
immediately  behind  the  left  ureteral  orifice.  On  March  2nd,  by  means  of 
the  direct  vision  cystoscope,  the  pedicle  was  transfixed  at  two  points  and  the 
current  applied  for  five  minutes.  Cystoscopy  on  April  6th  showed  a  small 
area  of  edema  bullosum  with  a  few  necrotic  filaments  waving  from  its  sur- 
face.   On  May  4th  no  trace  of  the  lesion  could  be  found. 
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FOREIGN    BODY    IN    THE    TRACHEA,    REMOVED  BY 
MEANS  OF  THE  BRONCHOSCOPE.* 


By  Robert  L.  Moorhead,  M.D., 

of  Brooklyn,  N.  Y. 

FOREIGN  bodies  in  the  respiratory  tract  are  quite  frequently  met 
with,  and  before  the  invention  of  the  bronchoscope  were  attended 
with  a  very  high  mortality.  In  1896,  Mikulicz  reported  upon  his 
efforts  of  exploring  the  trachea  through  a  straight  tube,  and  the  fol- 
lowing year  Killian  reported  a  case  of  successful  removal  of  a  foreign 
body  in  the  trachea  by  means  of  a  tube  passed  through  the  larynx. 
Since  that  time  bronchoscopy  has  made  rapid  strides  both  in  the  per- 
fection of  the  instruments  and  in  the  technic  of  using  them,  so  that 
at  present  it  is  possible  to  explore  the  trachea,  primary  and  secondary 
bronchi  with  comparative  ease  under  general  or  local  anesthesia.  Gen- 
eral anesthesia  is  preferable  in  children  but  local  anesthesia  may  easily 
be  used  in  adults  especially  in  cases  of  exploratory  bronchoscopy  or 
in  the  removal  of  foreign  bodies  where  a  general  anesthetic  is  contra- 
indicated.  The  mortality  of  cases  of  foreign  bodies  in  the  respiratory 
tract  (excluding  those  of  immediate  suffocation)  is  chiefly  due  to  pul- 
monary complications, — septic  pneumonia,  abscess  formation,  etc.,  and 
can  be  avoided  where  the  early  diagnosis  of  the  presence  of  the  foreign 
body  is  made  and  the  proper  removal  accomplished.  There  should  be 
no  reaction  due  to  the  use  of  the  bronchoscope.  The  following  case 
mav  be  of  interest : 


Fig.  1. 


Case.  Patient,  M.  H..  female,  aged  5  years,  was  brought  to  my  office  by 
Dr.  G.  F.  Sammis,  with  the  history  of  suddenly  occurring  dyspnoea,  the  onset 
about  a  half  hour  before,  while  the  child  was  eating  watermelon. 

On  examination  the  child  showed  considerable  dyspnoea,  both  inspiratory 
and  expiratory,  with  considerable  muscular  effort,  but  there  was  no  marked 
cyanosis.  A  distinct  valvular  sound  could  be  heard  during  both  inspiration 
and  expiration,  but  at  no  regular  time  in  the  cycle.  If  the  child  remained  quiet, 
these  symptoms  gradually  disappeared,  but  returned  as  soon  as  the  child  spoke, 
coughed  or  moved  about.  On  examination  with  the  laryngeal  mirror,  a  black 
object  could  occasionally  be  seen  deep  down  in  the  trachea  and  the  diagnosis 
of  watermelon  seed  in  the  trachea  was  thus  verified.  The  patient  was  at  once 
taken  to  the  German  Hospital,  and,  as  the  patient  was  very  easily  managed, 
an  attempt  was  made  to  pass  the  bronchoscope  without  anesthesia,  but  was 
unsuccessful  on  account  of  vomiting.  A  hypodermic  of  morphine  sulph.  gr. 
1-32,  atropine  sulph.  gr.  1-200,  was  given  and  an  hour  later  ether  administered. 
The  bronchoscope  was  passed  through  the  larynx  without  difficulty  and  the  seed 
at  once  seen  lying  about  the  middle  of  the  trachea.  It  was  grasped  with  forceps, 
but  on  attempting  to  pull  it  through  the  tube,  a  small  section  in  the  grasp  of  the 
forceps  broke  off  (see  Fig.  1).  A  sharp  tenaculum  forceps  was  then  used,  the  seed 
pushed  ahead  of  the  forceps  until  it  was  arrested  by  the  bifurcation  of  the 
trachea,  where  it  was  firmly  grasped,  pulled  up  to  the  tube,  and  the  seed  and 
tube  removed  together. 

*Read  before  the  Brooklyn  Pathological  Society,  October  12,  191 1. 
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Beyond  a  slight  laryngitis  there  was  no  reaction,  and  the  child  was  dis- 
charged from  the  hospital  on  the  third  day. 


In  the  discussion  following  the  report  of  Dr.  Moorhead's  case  of  foreign 
body  in  the  trachea,  Dr.  Royale  Hamilton  Fowler  said  :  "In  this  connection  I 
would  like  to  speak  briefly  of  a  case  of  foreign  body  removed  from  the  left 
primary  bronchus  by  the  late  George  R.  Fowler.  This  report  was  incor- 
porated in  a  paper  entitled.  'Metallic  Foreign  Bodies  in  a  Bronchus,"  which  was 
read  before  the  New  York  Surgical  Society  in  December,  1905,  and  more 
recently  published  in  the  Annals  of  Surgery,  in  1910.  Interest  is  centered  about 
the  case  in  which  a  tin  pencil  cap  was  removed  by  a  specially  devised 
forceps  (Fig  2).  The  patient  was  a  boy  of  11  years  who  six  days  before  admis- 
sion to  the  German  Hospital  stated  that  he  'swallowed'  a  tin  pencil  cap.  He  was 
immediately  seized  with  violent  coughing  and  dyspnoea.  He  was  given  a  glass 
of  water,  said  he  felt  better  and  that  the  cap  had  'gone  down.'  Later,  however, 
paroxysms  returned  during  which  he  was  very  cyanotic.  When  seen  by  his 
physician,  there  was  dullness  and  diminished  breathing  on  the  left  upper  chest. 
A  fluoroscopic  examination  revealed  the  cap  with  opening  up.  A  duplicate  was 
obtained  and  the  Welles"  bullet  forceps  modified  for  its  removal,  embodying  the 
features  of  a  telephonic  probe.  The  cap  was  easily  removed  through  a  low 
tracheotomy  incision. 


"When  the  bronchoscope  was  invented  and  we  were  enabled  to  remove 
objects  from  the  trachea  and  primary  bronchi,  a  notable  advance  was  made. 
However,  in  certain  cases  superior  bronchoscopy  may  fail,  due  to  inability  to 
obtain  a  clear  field,  in  spite  of  the  secretion  aspirator,  through  the  presence  of 
muco-pus  and  blood  stained  mucus.  It  may  be  necessary  to  resort  to  low 
tracheotomy.  Through  this  incision  inferior  bronchoscopy  may  be  done  or  the 
object  may  be  reached  with  suitable  forceps  without  the  bronchoscope.  The 
fluoroscopic  screen  may  be  used  successfully  during  operation  as  an  aid  in 
guiding  the  forceps  to  the  object  or  the  forceps  may  be  part  of  a  telephonic 
circuit.  An  electro-magnet  weight  may  be  used  in  cases  in  which  the  body  is 
not  embedded.  With  the  aid  of  the  fluoroscope  and  special  forceps,  we  can  go 
still  another  step  beyond  the  bronchoscope  and  remove  objects  from  the  divisions 
of  the  bronchi." 

Dr.  Moorhead,  in  closing  the  discussion,  said:  "A  few  years  ago,  many 
bronchoscopies  were  performed  through  low  tracheatomy  incisions,  but  at  pres- 
ent, on  account  of  improvement  both  in  the  instrument  and  the  technic  of  using 
it,  this  is  very  rarely  indicated.  I  had  the  good  fortune  of  witnessing  the  late 
Dr.  George  R.  Fowler's  very  ingenious  operation  upon  the  case  cited  by  Dr. 
Fowler,  and  I  feel  certain  that  had  the  bronchoscope  been  available  at  that  time, 
he  would  have  removed  the  foreign  body  by  means  of  it,  rather  than  by  the 
more  difficult  and  dangerous  route.  The  X-Ray  is  of  great  aid  in  locating 
many  foreign  bodies,  but  is  of  little  service  in  their  actual  removal,  for  with 
the  bronchoscope,  we  can  and  must  see  each  step  in  the  operation." 


Discussion. 


Fig.  2. 


THE  RESPECT  DUE  TO  SURGICAL  ANESTHESIA  AND 
ITS  SIGNIFICANCE.* 


By  Robert  H.  Ferguson,  M.D.,  Sc.D., 

Member  of  the  New  York  Society  of  Anesthetists, 
of  East  Orange,  X.  J. 

THE  theme  to  which  I  wish  to  ask  your  attention  to-day  is 
not  one  which  has  been  suggested  by  books  nor  does  it  have 
any  other  theoretical  basis.  It  is  a  subject  forced  upon  my 
attention  by  a  personal  observation  and  a  study  of  anesthesias  in 
almost  every  part  of  the  United  States,  as  well  as  in  many  parts 
of  Europe  and  Asia  and  personal  experiences  in  anesthetizing  in 
more  than  half  the  states  of  the  Union.  Furthermore,  I  go  back  to 
my  first  experience  with  anesthesia,  in  1874,  in  association  with 
Dr.  Henry  Jacob  Bigelow,  an  enthusiast  on  the  subject  and  trace 
an  almost  continuous  connection  with  it  from  that  time  to  this. 
Let  it  be  a  sufficient  apology  for  this  personal  mention,  to  say  that 
it  is  made  merely  to  let  you  know  that  this  matter  is  a  part  of 
myself  and  I  believe  lessons  from  it  are  wide-reaching  and  of 
importance  to  you. 

Although  six  decades  have  passed  since  surgical  anesthesia 
by  means  of  ether  or  chloroform  came  into  11  se.  its  significance 
is  not  yet  broadly  recognized  and  in  the  United  States  the  status 
of  the  anesthetist  has  not  become  established.  Further,  while  we 
all  attach  a  certain  importance  to  anesthesia  inasmuch  as  it  frees 
surgical  procedures  of  terror  and  prevents  pain  and  mental  shock 
to  the  patient  and  also  permits  operations  which  would  be  im- 
possible without  it,  there  is  nevertheless  an  aspect  of  surgical  anes- 
thesia which  is  not  recognized  in  practice  and  therefore  it  is  rea- 
sonable to  conclude  is  not  appreciated.  This  is  that  surgical  anes- 
thesia is  a  grave  condition  and  for  the  zvelfarc  of  the  patient  as  also 
for  the  reputation  of  surgeon  and  hospital,  demands  serious  considera- 
tion. . 

England,  of  all  the  nations  of  the  world  looks  at  anesthesia  the 
most  seriously.  A  medical  man  is  demanded  as  anesthetist.  Xurses 
are  not  permitted  to  administer  ether  or  chloroform.  Even  the 
question  is  raised  whether  a  dentist  who  is  not  also  a  medical  man 
has  a  right  to  administer  an  anesthetic,  except  perhaps  nitrous 
oxide.  The  interne  who  does  the  routine  anesthetic  work  of  the 
hospital  is  carefully  supervised  by  a  professional  anesthetist  who 
is  largely  held  responsible  for  the  results. 

With  us,  however,  it  is  far  different.  The  unskilful  and  even 
dangerous  way  in  which  ether  and  even  chloroform  are  adminis- 
tered in  private  practice,  is  noteworthy.  Even  in  our  hospitals 
sufficient  care  is  not  given  to  this  matter.  The  public  institution 
commonly  designates  an  interne  for  this  service.  Usually  he  is  the 
latest  attache  to  the  resident  staff  or  he  may  be  an  undergraduate. 
Administering  the  anesthetics,  however,  is  to  be  only  one  of  his 
numerous  duties.  This  in  part  may  be  all  right  under  certain  con- 
ditions. But  further,  every  month  increases  the  number  of  hospitals 
which  employ  nurses  as  anesthetists  and  there  are  institutions,  and 

*  Read  before  the  Associated  Physicians  of  Long  Island,  January  27,  1912, 
Brooklyn,  N.  Y. 
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not  small  ones  either,  in  which  a  lay  woman  holds  the  position  and 
actually  administers  the  anesthetics.  In  emergency  work  in  the 
country  the  surgeon  may  be  obliged  to  put  up  with  anyone  he  can 
get,  no  matter  how  unskilful,  but  there  is  no  good  reason  why  a 
hospital,  small  or  large,  cannot  have  at  least  one  professional  anes- 
thetist who  shall  actually  do  much  work  in  the  operating  room 
and  who  will  have  a  corps  of  internes  under  his  instruction  who 
can  anesthetize  any  ordinary  case.  There  is  just  as  much  reason 
for  a  hospital  employing  a  professional  anesthetist  to  whom  good 
internes  shall  be  assigned  as  administrators  as  there  is  for  the  in- 
stitution to  have  a  skilled  surgeon  and  internes  allotted  to  him 
as  assistants.  If  the  anesthetic  state  were  appreciated  as  is  the 
work  of  the  surgeon,  arrangements  could  and  would  be  made  which 
would  equip  a  hospital  staff  with  the  one  just  as  easily  as  with  the 
other. 

In  surgery  we  distinguish  between  a  good  operator  and  a  good 
surgeon.  The  qualities  of  both  may  be  combined  in  one  person. 
Sometimes,  however,  they  are  not.  The  ability  to  carry  out  a 
fine  technic  and  make  an  excellent  job  of  it,  the  mark  of  a  good 
operator,  does  not  always  exist  with  that  discriminating  judgment 
which  always  decides  rightly  in  respect  to  just  what  technic  should 
be  adopted,  which  characterizes  the  surgeon.  Xow  if  you  allow 
me  to  make  this  distinction,  I  must  not  complain  if  like  Chaucer's 
Friar  on  his  way  to  Canterbury  who  returned  to  the  Summoner 
like  for  like,  you  retaliate  and  differentiate  an  administrator  of 
anesthetics  from  an  anesthetist.  I  admit  the  difference  and  it  is 
because  there  is  a  distinction  and  the  surgeon  is  willing  to  make 
it  and  act  on  it  that  he  gets  along  with  ordinary  routine  anesthesias 
as  well  as  he  does. 

There  was  a  time,  when  the  inhalation  of  some  ether  or  chloro- 
form was  thought  to  constitute  a  successful  anesthesia.  The  mis- 
take was  found  out  sooner  in  the  matter  of  chloroform  than  of  ether. 
Even  now  there  is  often  too  great  faith  in  a  patient's  taking  the 
ether  rather  than  a  realization  of  the  necessity  of  some  one's  admin- 
istering it  skilfully. 

The  fact  is  that  no  one  except  a  medical  man  who  is  experienced 
in  administering  anesthetics  can  be  called  an  anesthetist.  The 
intricate  and  often  confused  picture  presented  by  a  patient  under 
the  influence  of  an  anesthetic  can  be  interpreted  rightly  by  no  other 
person,  and  the  condition  of  the  anesthetized  patient,  often  com- 
plicated by  the  operation,  can  be  regulated  intelligently  by  no  one 
else.  If  any  other  than  an  anesthetist,  in  the  sense  I  have  just 
defined,  be  at  the  head  of  the  table  he  may  administer  the  ether 
but  the  surgeon  must  direct  the  administration  and  assume  the 
responsibility  of  the  work;  all  in  addition  to  his  strictly  surgical 
duties  which  in  the  great  majority  of  cases  are  a  sufficient  tax  for 
him. 

It  is  often  said  that  most  anesthesias  go  well  anyway.  What- 
ever truth  there  may  seem  to  be  in  this  statement  is  to  be  attributed 
t<>  the  surgeon  distinguishing  between  an  administrator  and  an 
anesthetist.  When  he  has  the  former  he  himself  looks  after  the 
anesthesia.  Let  it  be  understood  that  no  case  goes  along  all  right 
of  itself.    While  the  anesthetist  expects  only  a  small  percentage  of 
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really  bad  cases  he  is  only  too  conscious  of  the  close  attention  neces- 
sary to  steer  the  ordinary  patient  safely  through  his  state  of  un- 
consciousness while  the  spectator  sees  only  an  apparently  smooth 
and  easy  anesthesia. 

But  granting  that  the  patient  is  in  good  condition,  and  the  oper- 
ation one  that  will  not  complicate  the  anesthesia,  there  is  no  excuse 
for  permitting  an  incompetent  person  to  administer  the  ether  or 
chloroform.  Just  as  a  good  watchmaker  will  easily  and  quickly 
restore  a  badly  broken  watch  to  perfect  order  and  keep  it  regulated, 
and  on  the  other  hand  a  novice  may  even  more  easily  and  quickly 
put  a  good  timekeeper  out  of  commission  forever ;  so  an  expert 
anesthetist  may  carry  along  an  exceedingly  bad  case  with  apparent 
ease  while  an  incapable  administrator  may  so  jumble  an  otherwise 
simple  anesthesia  that  serious  consequences  may  result. 

I  have  said  enough  to  make  it  at  least  highly  probable  that  the 
state  of  surgical  anesthesia  demands  respect.  I  have  implied,  how- 
ever, that  in  some  way  it  is  not  respected.  It  is  fair  then  for  you 
to  ask  me.  who  is  lacking  in  appreciation,  and  what  ought  such  a 
one  to  do?  I  do  not  refer  to  the  nurse  administrator  for  she  can- 
not be  expected  to  appreciate  it,  for  a  medical  training  is  necessary 
for  that.  I  do  not  refer  to  the  interne  who  now  for  the  first  time 
serves  as  administrator.  He  has  not  yet  worked  with  a  sufficient 
number  of  patients  to  have  the  experience  necessary  to  awaken 
appreciation.  He  now  enters  upon  his  service  that  he  may  learn, 
and  as  knowledge  increases  he  will  find  and  distinguish  more  and 
more  difficulties  and  if  he  digs  out  of  his  experience  what  he  should 
he  will  come  to  appreciate  and  respect  anesthesia  but  he  cannot 
do  so  at  first.  I  refer  in  some  degree  to  the  surgeon.  I  remember 
the  time  when  he  took  a  personal  interest  in  the  ether  used,  the 
method  employed,  in  the  induction  of  the  anesthesia,  in  the  anesthesia 
itself  and  in  the  recovery  of  the  patient.  This,  however,  was  before 
surgery  became  so  vast  a  subject.  Its  field  now  is  so  extensive  that 
the  surgeon  must  relegate  much  to  others.  The  consequence  is  that 
most  surgeons  to-day  know  little  of  the  anesthesia  except  what  is 
before  them  during  the  operation.  All  else  is  trusted  to  the  internes. 
I  am  not  now  even  implying  that  this  is  not  necessary  or  not  right. 
I  do  say.  however,  that  there  would  be  better  inductions,  better  anes- 
thesias on  the  table,  better  recoveries  from  the  influence  of  the  anes- 
thetic and  better  surgical  results  if  the  surgeon  could  and  would  look 
after  the  anesthesias  as  they  used  to  do,  excepting  those  cases  for 
which  an  expert  anesthetist  is  employed. 

Chiefly,  however,  I  refer  to  the  hospital  and  so  ask  your  atten- 
tion to  some  practical  conditions  that  will  obtain  if  due  respect  is 
paid  to  surgical  anesthesia,  by  these  institutions. 

An  appreciation  or  proper  respect  for  surgical  anesthesia  sig- 
nifies : 

i.  The  ascribing  to  the  position  of  anesthetist  more  importance 
than  is  now  attributed  to  it.  It  should  not  be  looked  upon  as  a  drudg- 
ery or  as  an  act  for  initiation.  The  gap  between  the  work  of  the 
anesthetist  and  that  of  surgeon  should  be  made  to  appear  as  it  is  in 
fact,  namely,  that  while  many  months  or  years  may  have  to  elapse 
before  the  interne  who  acts  as  anesthetist  will  become  the  skillful  sur- 
geon, the  work  which  he  is  doing  at  the  time  being  is  second  only  to 
the  work  the  surgeon  also  is  doing  at  the  time  being.    The  interne 
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should  value  his  work,  he  should  understand  what  the  hospital  should 
enforce,  that  administering  the  anesthetic  is  so  important  that  al- 
though it  may  be  a  part  of  his  medical  training,  he  cannot  go  through 
with  his  months  of  service  as  anesthetist,  unless  he  takes  an  interest 
in  his  work,  shows  himself  docile  and  tractable  and  with  the  aid  of 
the  surgeon  able  to  produce  and  maintain,  in  an  ordinary  case,  a  safe 
and  otherwise  fairly  good  anesthesia.  The  first  three  characteristics 
are  volitional  for  the  interne.  The  last  one  while  closely  connected 
with  the  other  three  depends  for  its  finer  development  upon  certain 
innate  qualities  also.  It  matters  not  how  long  the  routine  service  of 
the  anesthetist  may  be  supposed  to  be,  if  the  interne  proves  himself, 
because  of  his  natural  bent,  incapable,  he  should  be  removed  for  other 
duties  and  a  capable  man  put  in  his  place.  In  this  way  the  import- 
ance that  the  hospital  attaches  to  anesthesia  would  be  emphasized,  a 
stimulus  to  healthy  effort  on  the  part  of  the  anesthetist  would  be 
given,  patients  would  not  be  tortured  by  careless  induction,  or  their 
live^  endangered  by  a  thoughtless  administration  and  perhaps  the 
operation  would  not  be  jeopardized  for  the  same  reason. 

2.  That  the  interne  be  allozced  time  for  the  study  of  anesthesia 
and  that  the  hospital  see  that  sueh  time  is  used  for  the  purpose  in- 
tended. At  the  present  time  the  interne  is  so  crowded  with  other 
work  that  he  is  often  unfit  for  his  duty  as  anesthetist.  I  have  several 
times  seen  an  interne  whose  term  of  service  designated  him  as  anes- 
thetist but  who  had  done  so  much  ambulance  duty  that  for  several  days 
he  had  had  very  little  sleep ;  he  would  be  awakened  from  his  sleep 
and  summoned  to  the  operating  room  and  in  some  way  give  the  anes- 
thetic, although  he  was  too  sleepy  to  know  whether  his  armamentarium 
was  at  hand  or  not. 

As  another  example  which  could  be  matched  with  similar  ones 
of  the  duties  of  the  so-called  anesthetist  of  one  of  our  large  hospitals 
I  may  say  the  nurse  who  serves  in  such  a  capacity  is  engaged  all  through 
the  operating  hours  in  actually  giving  anesthesias  herself  in  one  room, 
while  directing  a  second  nurse  anesthetizing  for  another  service  in 
an  adjoining  room  ;  after  which  she  has  much  work  to  do  in  the  ward 
which  is  strictly  nurse's  work.  Then  further  she  has  daily  definite 
clerical  work  in  the  office  of  the  hospital,  has  charge  of  the  medical 
clinic  an  hour  each  afternoon  and  in  addition,  she  is  the  official  phar- 
macist of  the  institution.  I  need  not  say  that  this  institution  has 
various  undesirable  anesthetic  phenomena  which  many  times  I  have 
been  called  upon  to  explain,  all  of  which  are  due  to  administrations 
by  a  hurried  nurse,  who  has  no  knowledge  of  the  details  of  anesthesia 
and  has  no  time  to  read  up  about  them  or  think  them  out. 

Although  conditions  may  not  be  as  bad  as  this  a  large  proportion 
of  the  hospital  internes  have  their  anesthetic  work  so  crowded  in 
among  other  duties  that  they  are  not  only  at  a  disadvantage  so  far 
as  the  actual  anesthesias  are  concerned  but  they  also  have  no  time  to 
study  anesthesias  and  so  understand  what  they  are  doing  and  why 
they  do  it.  It  is  true,  anesthesia  cannot  be  learned  from  books  alone, 
but  it  is  just  as  true  that  much  advance  in  anesthesia  cannot  be  made 
from  so-called  practical  experience  alone.  He  should  review  the 
histology  and  gross  anatomy  and  pathology  of  the  respiratory  organs, 
the  circulatory  apparatus,  the  liver,  the  kidneys  and  the  central  nerv- 
ous system,  with  special  reference  to  anesthesia. 

Psychology  in  relation  to  anesthesia  should  receive  special  con- 
sideration, particularly  hypnotism,  and   so-called  subconsciousness. 
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To  attend  to  the  minimum  of  this  will  require  time.  The  hospital 
should  grant  it  and  enforce  its  use.  Permanent  lack  of  assistance 
cannot  be  allowed  as  a  reason  for  not  doing  so.  For  weakness  in  many 
minor  services  in  hospital  work  such  an  excuse  should  never  be 
tolerated,  but  it  is  all  too  often  accepted  as  a  plea  for  neglect  in  a 
part  of  hospital  work  which,  in  the  skill  and  attention  demanded,  is 
surpassed  only  by  the  work  of  the  surgeon. 

3.  The  provision  of  the  necessary  apparatus  for  the  anesthetist. 
It  is  the  rule  to  begin  and  go  on  with  anesthesias  with  nothing  at 
hand  except  some  sort  of  inhaler  and  occasionally  a  pair  of  so-called 
tongue  forceps,  most  of  which,  however,  are  of  a  kind  that  never 
should  be  used.  The  anesthetist's  armamentarium  is  so  small,  so  sim- 
ple and  so  inexpensive  that  its  absence  can  be  attributed  only  to  a 
failure  to  appreciate  the  gravity  of  the  work  at  hand  and  the  necessity 
of  being  ready  for  any  emergency. 

The  anesthetist  should  have  for  his  owfn  use  a  movable  table  of 
adequate  size,  with  a  glass  top  and  drawer  beneath,  the  contents  of 
which  can  be  seen  through  the  top.  It  must  be  furnished  with  appa- 
ratus for  emergency  use.  It  is  not  sufficient  that  such  instruments 
as  may  be  necessary,  be  somewhere  in  the  hospital  or  even  in  the  cases 
in  the  instrument  room.  They  should  be  on  the  anesthetist's  table. 
Furthermore,  they  should  be  for  the  exclusive  use  of  the  anesthetist. 
If  surgeons  need  similar  instruments,  duplicates  should  be  provided. 
Because  they  are  seldom  needed  is  no  excuse  for  not  having  them  at 
hand.  I  have  a  table  arranged  with  all  that  is  essential.  It  has  upon 
it:  (1)  Masks  adapted  for  the  administration  of  any  anesthetic  ex- 
cept nitrous  oxide.  (2)  Ether,  ethyl  chloride,  chloroform.  (3)  Two 
pair  of  Stille's  posterior  nares  cotton  carriers  which  are  by  far  the 
best  instruments  to  use  for  swabs  or  for  whatever  use  a  sponge  carrier 
or  a  pair  of  throat  forceps  may  be  needed.  (4)  Sponges  of  suitable 
size,  i.  e.,  made  by  cutting  a  piece  of  coarse  gauze  two  inches  square, 
folding  it  once  in  the  middle,  then  again  at  right  angles  to  the  first 
fold  and  finally  rolling  it  up  into  a  bacillus.  (5)  A  simple  mouth  gag. 
(6)  An  oral  screw  with  canula.  (7)  Carmalt's  tongue  forceps,  the 
only  kind  that  should  ever  be  used  on  the  tongue.  Care  should  be 
taken  to  have  at  hand  a  pair  with  a  small  hole  to  receive  the  point. 
If  the  forceps  have  a  fenestrum  it  is  practically  impossible  to  use  them 
without  button-holing  the  tongue.  (8)  Some  dental  props  for  use 
if  the  operation  is  about  the  mouth  and  nitrous  oxide  or  ethyl  chloride 
is  to  be  administered.  A  spasm  of  the  masseter  muscles  is  so  com- 
mon during  the  administration  of  these  anesthetics  that  unless  the  jaws 
be  separated  before  the  administration  is  begun,  it  may  be  impossible 
to  expose  the  field  of  operation.  (9)  A  simple  apparatus  for  supply- 
ing ether  vapor  from  a  distance.  This  is  a  necessity  in  operations 
about  the  face  and  within  the  buccal  cavity.  (10)  An  armamentarium 
for  hypodermic  medication,  which,  however,  I  may  say  is  of  little  use. 
In  emergencies,  medication  should  be  avoided  as  far  as  possible  and 
never  relied  on  to  correct  the  difficulty.  Adrenalin  chloride  is,  however, 
frequently  of  some  service.  It  is  administered  best,  however,  in  hypo- 
dermoclysis.  (11)  An  apparatus  for  hypodermoclysis  sterile,  and  all 
ready  for  use.  (12)  Simple  salt  solution.  (13)  Gauze  in  various  sized 
sheets.  (14)  Towels.  (15)  A  pus  basin.  (16)  A  six-ounce  syringe. 
The  MacElroy  aseptic  triumph  glass  syringe  with  asbestos  packing 
having  a  catheter  point  is  the  best.  I  have  used  many  sorts  of  syringes 
and  find  them  hard  to  keep  in  order.    I  have  used  this  MacElroy 
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syringe  now  for  three  years  and  have  never  found  it  out  of  order. 
(17)  Two  small  rectal  tubes  or  two  large  soft-rubber  catheters.  (18) 
Two  rubber  tubes  with  a  Y  for  Crile's  method  of  anesthesia.  (19) 
Squibb's  olive  oil.  Eight-ounce  bottles.  The  necessity  for  this  and 
the  syringe  I  will  explain  later. 

4.  If  a  hospital  appreciated  anesthesia  a  fourth  result  would  be: 
The  furnishing  of  a  competent  nurse  as  an  assistant  to  the  anesthetist. 
The  anesthetist  needs  an  assistant  as  much  as  the  surgeon  does.  Now- 
adays it  is  customary  for  the  interne  to  get  ready  what  he  may  need, 
assist  in  transferring  the  patient  to  the  table,  wheel  the  table  into  the 
operating  room,  keep  what  records  he  can,  prepare  his  own  swabs, 
manage  the  table  for  a  Trendelenburg  position,  and  perhaps  look  out 
for  other  things  which  also  are  not  part  of  the  anesthetist's  work. 
This  should  not  be.  The  anesthetist  ought  to  give  his  undivided  at- 
tention to  the  anesthesia  and  sufficient  assistance  should  be  given  him 
to  allow  him  to  do  so. 

5.  //  hospitals  appreciated  good  anesthesias  they  would  make 
provision  for  properly  inducing  anesthesia.  A  warm,  quiet  room,  un- 
suggestive  of  surgical  work,  should  be  always  ready  for  use.  If,  as 
at  St.  Mary's  Hospital  in  Rochester,  Minn.,  surgeons  and  assistants 
have  so  disciplined  themselves  to  quietness  in  the  interval  between 
operations,  have  no  instruments  exposed  to  the  patient's  gaze,  and 
nothing  else  at  hand  or  going  on  that  could  disturb  the  sensitive  mind 
of  a  patient,  there  is  no  objection  to  inducing  the  anesthesia  in  the 
operating  room  itself.  This,  however,  is  not  contrary  to  my  first 
proposition,  for  it  is  converting  the  operating  room  for  the  time  being 
into  an  anesthetizing  room.  There  is  no  objection  in  most  cases  to 
scrubbing  up  the  patient  during  the  induction  of  the  anesthesia,  pro- 
vided that  it  is  begun  before  the  induction  is  begun.  If  the  induction 
is  started  first,  then  the  patient  should  not  be  touched  for  any  purpose 
or  otherwise  disturbed  in  any  way  until  surgical  anesthesia  has  been 
attained. 

The  room  should  be  warm.  The  transition  from  a  comfortable 
temperature  to  one  producing  chilliness  causes  a  mental  depression 
that  may  markedly  disturb  the  anesthesia.  It  should  be  light,  clean, 
and  nothing  about  it  or  its  contents  should  suggest  the  operation.  It 
should  be  very  quiet.  This  is  important.  Xo  noise  should  be  made 
within  it  and  none  from  outside  should  reach  it.  During  the  induction 
the  patient  is  hyperesthetic,  both  as  regards  the  sense  of  touch  and  that 
of  hearing.  Disturbance  in  these  respects  will  frequently  convert  an 
otherwise  quiet,  rapid  and  easy  induction  into  a  noisy,  prolonged, 
boisterous  and  otherwise  difficult  putting  of  the  patient  to  sleep. 

In  this  room  the  table  on  which  the  operation  is  to  be  performed 
should  be  placed  and  the  patient  should  be  anesthetized  on  the  table. 
If  the  patient  is  anesthetized  on  a  stretcher  and  then  transferred  to 
the  operating  table  the  patient  will  wake  up,  although  if  he  had  been 
left  where  he  was,  a  laparotomy  could  have  been  begun  and  gone 
on  with.  This  refers  to  a  time  within  a  few  minutes  after  the  patient 
is  fully  under  ether.  After  fifteen  or  more  minutes  of  anesthesia  it 
is  not  likely  to  happen,  but  no  patient  should  be  kept  waiting  after 
surgical  anesthesia  is  reached.  Therefore,  the  induction  should  not 
be  begun  until  the  surgeons  are  nearly  ready,  as  an  anesthesia  ought 
t<»  be  as  brief  as  possible  and  therefore  the  beginning  of  the  operation 
should  be  coincident  with  the  beginning  of  surgical  anesthesia.  Until 
there  are  provided  for  the  patient  about  to  go  under  the  influence  of 
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an  anesthetic  surroundings  which  are  conducive  to  mental  repose  and 
apparatus  which  will  make  it  unnecessary  to  disturb  the  patient  in  any 
way  during  or  soon  after  the  induction,  it  must  be  expected  that  anes- 
thesias will  be  accompanied  by  various  untoward  phenomena  which 
usually  are  attributed  to  the  anesthetic  or  other  things  not  responsible 
for  them. 

6.  I  cannot  find  fault  if  hospitals  have  not  until  quite  recently 
furnished  the  anesthetist  with  a  requisite  which  will  be  the  last  I 
shall  name  at  this  time.  It  is  only  recently  that  its  importance  has  been 
known,  but  from  now  on  if  only  a  minimal  respect  is  paid  to  anesthesia 
it  will  form  a  part  of  the  anesthetist's  armamentarium.  I  refer  to 
pure  olive  oil. 

Every  anesthesia  by  chloroform  or  by  ether  reduces  the  opsonic 
power  of  the  blood.  Because  of  this  impaired  immunity  an  infection 
which  would  otherwise  not  become  anything  of  importance  may  de- 
velop into  a  serious  septicemia. 

Under  favorable  conditions  phagocytosis  is  not  restored  of  itself 
except  in  from  a  day  and  a  half  to  three  or  more  days.  If,  however, 
for  a  patient  who  has  been  properly  prepared,  six  ounces  of  pure  olive 
oil  at  a  temperature  of  about  104  degrees  Fahrenheit  be  injected  slowly 
into  the  sigmoid  flexture  or  higher  up  in  the  large  intestine,  phago- 
cytosis will  be  restored  to  its  preanesthetic  condition  in  from  three  to 
five  hours.  Care  must  be  taken  to  know  that  the  oil  is  olive  oil. 
Mineral  oils  will  not  be  absorbed  at  all.  Animal  oils  are  so  slightly 
absorbed  as  not  worth  consideration.  Cotton  seed  oil  is  absorbed 
slowly,  but  not  nearly  as  rapidly  as  is  olive  oil,  and  as  the  time  at  the 
command  of  the  anesthetist  in  which  he  can  restore  the  opsonic  index 
is  limited,  reliance  should  be  placed  on  a  pure  olive  oil  alone.* 

I  have  merely  touched  upon  some  of  the  points  connected  with 
my  subject.  All  need  to  be  discussed  at  length  and  I  wish  time  per- 
mitted my  doing  so.  Surgical  anesthesia  is  a  grave  condition,  of 
vastly  greater  import  than  was  thought  a  few  years  ago.  It  demands 
more  respect  than  it  receives.  A  just  recognition  of  its  claims  will 
lead  surgeons  and  hospitals  to  employ  anesthetists,  it  will  give  the 
conscientious  interne  time  to  study  anesthesia,  will  furnish  him  with 
instruments  and  assistants  and  aid  him  otherwise  in  producing  good 
anesthesias.  For  the  patient,  it  will  provide  an  adequate  place  and 
proper  means  for  a  quiet  induction  and  a  safe  anesthesia  and  will 
guard  the  results  of  the  operation  from  serious  consequences  due  to 
the  unavoidable  effects  of  the  anesthetic. 


*See  N.  Y.  Med.  Jour.,  May  11,  1912,  pp.  987-994.  "Surgical  Anesthesia: 
Its  Relations  to  Immunity  and  Allied  Conditions,  Together  with  a  Statement 
of  Recent  Findings  Concerning  Olive  Oil  as  a  Speedy  Restorer  of  the  Pa- 
tient's Power  to  Resist  Infection."    By  Robert  H.  Ferguson,  M.D.,  Sc.D. 
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THE    DIAGNOSIS    AND    SURGICAL    TREATMENT  OF 
INDURATED  ULCERS  OF  THE  STOMACH 
AND  DUODENUM. 

By  Arthur  H.  Bogart,  M.D., 

of  Brooklyn,  N.  Y. 

Surgeon  to  The  Methodist  Episcopal  and   Coney  Island  Hospitals;   Assistant  Surgeon  to 

the  Kings  County  Hospital. 

WITHIN  the  past  three  years  the  writer  has  had  the  opportunity 
of  seeing  and  operating  upon  five  cases  of  gastric  or  duodenal 
ulcer,  all  of  which  have  recovered,  and  four  of  which  have 
been  permanently  cured.  In  the  fifth  case  the  operation  is  of  too  re- 
cent a  date  (March  21st)  to  justify  one  in  making  a  positive  statement 
as  to  the  final  outcome.  At  the  present  writing,  however,  she  is  appar- 
ently cured. 

Of  these  cases,  two  were  the  so-called  saddle  ulcer  of  the  lesser 
curvature  of  the  stomach,  for  which  excision  was  done.  The  remaining 
three  were  typical  duodenal  ulcers,  and  were  treated  by  the  well  recog- 
nized method  of  gastro-enterostomy. 

It  is  the  wish  of  the  writer  to  present  briefly  the  histories  of  these 
five  cases  together  with  a  few  remarks  upon  diagnosis  and  surgical 
treatment. 

Cases  of  gastric  and  duodenal  ulcer  rarely  come  to  the  surgeon 
primarily.  They  go  to  their  family  physician  for  relief,  and  it  is 
through  him  that  we  must  hope  to  reach  this  very  interesting  class  of 
cases.  When  we  shall  have  demonstrated  to  the  internists  to  their  satis- 
faction that  these  are  really  surgical  cases,  and  that  when  operated  by 
competent  surgeons  most  of  them  recover,  and  are  permanently  cured, 
there  will  be  less  hesitation  on  their  part  to  advise  operation. 

Judging  from  the  writings  of  those  who  have  had  the  most  ex- 
perience, it  would  appear  that  the  diagnosis  of  gastric  and  duodenal 
ulcer  should  be  a  simple  matter.  It  is  in  typical  cases,  but  not  in  all. 
Fortunately,  however,  many  of  the  conditions  with  which  they  are  most 
frequently  confounded  are  surgical  in  character,  and  therefore  amen- 
able to  surgical  treatment. 

Among  the  more  common  diseases  for  which  both  gastric  and 
duodenal  ulcers  have  been  mistaken,  are  chronic  indigestion,  gall-blad- 
der disease,  gastric  carcinoma  and  chronic  appendicitis. 

As  a  result  of  positive  knowledge  acquired  at  the  operating  table,  it 
is  beginning  to  appear  doubtful  as  to  whether  there  is  any  such  thing  as 
chronic  indigestion  and  allied  conditions,  and  the  opinion  is  gradually 
gaining  ground  that  all  of  these  conditions  are  due  to  a  demonstrable 
lesion  in  most  cases  of  a  surgical  nature.  This  may  or  may  not  be 
true.  I  think,  however,  we  should  be  careful  lest  we  overstep  the  mark 
and  operate  upon  too  many  cases  without  good  and  sufficient  reason. 
It  has  been  pretty  well  shown,  however,  that  incurable  gastric  symp- 
toms if  extending  over  a  considerable  period  of  time  are  a  good  and 
sufficient  reason  for  at  least  an  exploratory  operation  under  proper 
condition.  The  very  fact  of  the  symptoms  being  chronic  in  character 
should  at  once  lead  us  to  suspect  something  more  than  a  functional 
disturbance,  and  stimulate  further  investigation,  bearing  in  mind  all 
the  while  that  chronic  stomach  symptoms  may  be  due  to  a  variety  of 
causes  which  may  have  to  be  dealt  with  if  found  as  a  result  of  opera- 
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tion  for  ulcer.  Right  here  the  history  of  Mrs.  O.  H.,  who  was  referred 
to  me  by  Dr.  J.  A.  Kane  with  a  diagnosis  of  gastric  ulcer,  may  be  of 
interest.    It  is  as  follows: 

Case  I. — Female,  age  38  years,  married.  Family  and  previous  personal 
history  negative.  Patient  always  enjoyed  good  health  up  to  four  years  ago 
*vhen  she  first  began  to  suffer  from  pain  and  vomiting  after  eating.  These 
symptoms  usually  came  on  about  three  or  four  hours  after  taking  food,  and  con- 
sisted of  fluids  only,  of  a  bitter  taste,  and  containing  mucus  and  bile.  At 
times  she  would  go  four  or  five  days  without  vomiting,  and  at  the  end  of  that 
time  she  would  begin  again  and  vomit  for  a  week  after  almost  every  meal. 
This  kept  up  for  a  year.  At  the  end  of  that  time  she  was  free  from  symptoms 
for  a  whole  year. 

The  following  year  she  began  vomiting  and  having  pain  as  before,  and  has 
continued  to  suffer  from  it  up  to  the  present  time.  She  has  had  some  pain 
almost  constantly,  usually  general,  but  frequently  it  seemed  to  be  localized  in 
the  left  side  near  the  umbilicus. 

During  the  past  six  months  this  patient  has  been  in  the  hospital  on  two 
separate  occasions  under  medical  care,  and  was  discharged  with  a  diagnosis  of 
gastric  neurosis.  It  is  proper  to  state,  however,  that  while  in  the  hospital  on 
restricted  diet,  rest  in  bed,  and  other  appropriate  treatment  she  was  free  from 
her  symptoms,  but  immediately  upon  getting  up  she  began  to  suffer  as  before. 

Since  the  beginning  of  her  sickness  she  has  lost  52  pounds.  She  has 
never  vomited  blood,  or  passed  any  by  the  rectum  that  she  is  aware  of. 

Examination  showed  an  emaciated  woman  weighing  less  than  100  pounds. 
Abdominal  examination  was  negative,  there  being  no  tender  areas  or  other  ab- 
normality discovered. 

Operation  March  21,  191 1.  Ether  anaesthesia.  Upon  opening  the  abdomen 
through  the  usual  incision,  inspection  of  the  stomach  revealed  a  large  indurated 
mass  situated  near  the  cardia  on  the  lesser  curvature,  and  involving  portions 
of  the  anterior  and  posterior  surfaces  of  the  organ.  There  were  some  enlarged 
glands  in  the  vicinity,  and  a  firm  adhesion  of  the  stomach  to  the  abdominal  wall 
on  the  left  side.  This  was  divided,  the  stomach  drawn  out,  and  the  mass 
which  proved  to  be  an  ulcer,  excised. 

This  operation  was  more  or  less  difficult  on  account  of  the  location  of  the 
ulcer,  and  our  inability  to  apply  clamps  in  that  location.  When  the  ulcer  bear- 
ing area  had  been  removed,  it  was  found  that  about  one-half  the  stomach,  in- 
cluding practically  all  of  the  lesser  curvature,  had  been  taken  away  with  it. 
The  stomach  wound  was  now  closed  with  a  double  layer  of  sutures,  and  the 
operation  completed  in  the  usual  manner. 

With  the  exception  of  slight  wound  infection  due  to  soiling  from  stomach 
contents,  and  the  usual  post-operative  phenomena  following  intestinal  and 
stomach  work,  this  patient  made  a  smooth  recovery,  and  was  taking  farana- 
ceous  diet  at  the  end  of  ten  days. 

Microscopic  examination  of  the  specimen  by  Dr.  Dexter  shows  it  to  be 
simple  ulcer. 

The  influence  of  rest,  diet,  and  appropriate  treatment  in  these  cases 
is  well  illustrated  in  the  case  of  Mrs.  B.  H.,  29  years  of  age,  who  con- 
sulted me  on  the  30th  of  December  last. 

Case  II. — The  patient  is  married,  and  has  had  one  child.  Was  quite  well 
up  to  seven  years  ago  when  she  suffered  from  what  she  was  told  was  an  ulcer 
of  the  stomach.  At  that  time  she  was  in  the  hospital  for  five  weeks  when  she 
recovered,  and  since  then  has  remained  well  up  to  three  months  ago,  when  she 
began  to  have  the  same  symptoms.  She  now  complains  of  pain  in  the  epigas- 
trium two  or  three  hours  after  eating,  which  is  relieved  on  taking  food.  She 
has  eructations  of  sour  and  bitter  material  at  times,  and  has  lost  16  pounds  in 
weight  in  the  past  three  months.  She  does  not  vomit  or  pass  blood  by  the 
rectum. 

She  states  that  when  she  is  in  the  recumbent  position  the  pain  is  com- 
pletely relieved.  Early  in  the  history  of  her  trouble  alkalies  afforded  relief,  but 
at  present  she  is  not  much  benefited  by  their  use. 

This  patient  has  undoubtedly  an  ulcer  of  the  stomach  or  duodenum,  and 
is  in  my  judgment  a  proper  subject  for  operation. 


In  both  of  these  cases  the  histories  are  fairly  typical  though  they  are 
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lacking  in  some  respects.  The  history  of  Mrs.  O.  H.  should  have  been 
that  of  a  duodenal,  rather  than  a  gastric  ulcer,  if  one  can  judge  any- 
thing from  the  time  of  the  onset  of  her  pain  after  eating,  and  yet  the 
operation  proved  this  not  to  be  the  case.  Occasionally  she  would  ob- 
tain relief  upon  taking  something  into  the  stomach,  but  food  comfort 
was  not  a  marked  feature  of  her  history.  Neither  of  them  passed 
blood  or  vomited  any.  It  would  appear  that  this  is  the  exception  rather 
than  the  rule  in  the  case  of  chronic  ulcers.  The  first  case  was  cured 
medically  three  times,  and  the  second  one  is  now  undergoing  her  sec- 
ond cure.  Both  are  exceeding  chronic  in  character,  in  one  case  cover- 
ing a  period  of  four,  in  the  other  seven  years.  Both  had  lost  markedly 
in  weight,  and  had  suffered  from  pain  and  vomiting,  and  in  each  case 
there  were  perods  when  they  were  free  from  symptoms. 

Hemorrhage,  which  is  more  common  in  the  so-called  mucus  or 
medical  ulcer,  is  not  so  common  in  the  chronic  cases  such  as  we  are 
discussing.  It  has  occurred  to  a  considerable  extent  in  two  of  my  cases, 
both  of  them  duodenal  ulcers. 

Case  III. — M.  C.  Hale,  plumber,  49  years  of  age.  Was  referred  to  me  by 
Dr.  J.  F.  Dooling,  with  a  diagnosis  of  gastric  ulcer.  The  family  history  in  this 
case  was  negative,  no  history  of  cancer  or  tuberculosis.  Patient  denied  having 
had  any  venereal  trouble,  and  does  not  use  alcohol,  but  uses  tobacco  moderately. 
He  had  had  the  ordinary  diseases  of  childhood,  but  otherwise  had  been  well  up 
to  twenty  years  ago  when  he  first  began  to  suffer  from  vomiting  and  pain  one 
and  a  half  hours  after  eating,  the  vomited  material  consisting  of  food  taken  at 
the  previous  meal.  He  has  been  growing  worse  during  the  past  eighteen 
months,  and  has  lost  thirty-five  pounds  in  weight.  He  has  both  vomited  and 
passed  blood  by  the  rectum  on  several  occasions.  Occasionally  the  taking  of 
food  relieves  the  pain.  Pressure  upon  the  epigastrium,  however,  gave  him  the 
greatest  relief.  There  have  been  no  periods  during  this  time  when  he  has  been 
free  from  symptoms,  but  at  times  he  has  been  somewhat  improved. 

Examination  showed  this  to  be  a  thin  and  poorly  nourished  man.  Pal- 
pation of  the  abdomen  revealed  a  tender  spot  just  above  the  umbilicus  in  the 
median  line.  Operation  Jan.  26,  1909.  Under  ether  anaesthesia  the  abdomen  was 
opened  through  the  usual  incision,  and  the  stomach  and  duodenum  exposed,  the 
latter  of  which  was  found  to  be  the  seat  of  a  well  defined  ulcer  near  the 
pylorus  which  evidently  was  producing  obstruction. 

A  posterior  no-loop  gastro-enterostomy  was  done  in  this  case  after  the 
usual  manner.  The  patient  made  an  uninterrupted  recovery  from  his  opera- 
tion and  was  discharged  from  the  hospital  cured  in  February,  1909. 

This  patient  never  suffered  from  pain  or  vomiting  to  any  extent  after  the 
operation.  I  had  an  opportunity  of  examining  this  case  on  April  3,  1911,  about 
two  years  after  the  operation,  and  he  tells  me  that  he  has  been  working  at  his 
trade  ever  since,  and  is  absolutely  well.  He  now  weighs  121  pounds.  When 
admitted  to  the  hospital  his  weight  was  107  pounds. 

This  was  a  typical  case  of  duodenal  ulcer  with  pyloric  obstruction 
as  shown  by  the  vomiting  of  stomach  contents.  In  additon  to  this  he 
both  vomited  and  passed  blood  by  the  rectum,  neither  of  which  symp- 
toms occurred  in  the  two  other  cases.  It  is  in  this  particular  class  of 
cases  that  gastro-enterostomy  finds  its  greatest  field  of  usefulness,  as 
shown  by  the  after  history  of  this  case,  for  immediately  after  the  cur- 
rent of  irritating  stomach  contents  were  directed  away  from  the  ul- 
cerated area  his  improvement  began.  Nothing  could  be  more  striking 
than  the  relief  following  operation  in  this  case. 

Case  IV.— The  following  case  has  been  previously  reported  in  the  Long 
Island  Medical  Journal,  June,  1909.  This  was  a  man  42  years  of  age,  and  a 
machinist  by  trade.  He  was  admitted  to  the  Medical  Service  at  the  Kings 
County  Hospital  on  May  28,  1906.  and  gave  the  following  history:  He  had 
escaped  the  usual  diseases  of  childhood,  and  had  never  had  syphilis  or  rheuma- 
tism.   He  admits  using  alcohol  usually  in  the  form  of  beer,  but  not  to  excess. 
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He  attributes  his  present  trouble  to  the  fact  that  his  occupation  requires  him 
to  make  constant  pressure  in  the  epigastrium  with  one  of  his  working  tools. 

One  year  ago  he  began  to  suffer  from  pain  in  the  epigastrium  and  vomit- 
ing. The  pain  usually  came  on  about  two  hours  after  eating,  and  was  not  re- 
lieved until  he  vomited.  During  this  time  he  has  lost  considerable  flesh  and 
strength.  Two  days  after  admission  he  vomited  a  considerable  quantity  of 
blood.  He  was  put  on  appropriate  treatment  for  ulcer  of  the  stomach  at  that 
time,  and  on  July  13th  was  discharged  much  improved,  having  been  relieved  of 
his  epigastric  pain  and  vomiting,  and  having  gained  considerably  in  weight. 

On  October  9th,  1907,  he  was  again  admitted  to  the  hospital,  and  came 
under  my  care  in  the  surgical  service.  He  stated  that  for  about  four  months 
after  leaving  the  hospital  he  had  been  quite  well,  and  able  to  attend  to  his  work. 
At  the  end  of  that  time  he  began  to  suffer  from  the  same  symptoms.  Pain  in 
the  epigastrium  and  vomiting  as  he  stated  from  ten  o'clock  in  the  morning  until 
late  at  night.  He  had  not  vomited  any  blood,  and  again  felt  that  his  occupa- 
tion had  much  to  do  with  his  trouble. 

Examination  showed  a  fairly  well  nourished  man  who  complained  only 
of  pain  and  tenderness  in  the  epigastrium  and  inability  to  retain  food.  On  pal- 
pation a  very  decided  point  of  tenderness  was  located  just  to  the  right  of  the 
median  line,  and  about  two  inches  below  the  ensiform,  no  tumor  could  be  felt. 

On  October  14th,  I  opened  the  abdomen  by  an  incision  through  the  right 
rectus  muscle.  Upon  exposing  the  stomach  it  was  found  to  be  the  site  of  an 
indurated  mass,  situated  on  the  posterior  border  of  the  lesser  curvature.  The 
mass  was  very  dense  and  firm,  and  apparently  about  an  inch  to  an  inch  and  a 
half  in  diameter.  Gastrostomy  clamps  were  applied  with  some  difficulty,  and 
the  mass  which  included  a  considerable  portion  of  the  lesser  curvature  of  the 
stomach  was  excised.  The  wound  in  the  stomach  was  then  closed  first  by  a 
through  and  through,  and  finally  by  a  Lembert  suture.  The  abdomen  being 
closed  in  the  usual  manner. 

He  bore  the  operation  well,  and  reacted  promptly.  After  the  operation  he 
suffered  considerably  from  nausea  and  vomiting  for  the  first  few  days,  other- 
wise his  convalescence  was  uneventful. 

In  reply  to  a  letter  addressed  to  him  six  months  later  he  stated  that  he 
was  at  work. 

At  the  January,  1909,  meeting  of  the  Brooklyn  Surgical  Society,  the  speci- 
men from  this  case  was  presented  with  the  following  remarks  by  the  writer. 

.•  In  its  present  state  the  specimen  presented  is  scarcely  more  than  half  its 
original  size,  as  it  has  been  very  much  shrunken  by  the  preserving  fluid.  For 
this  reason,  together  with  its  location,  the  operation  was  a  difficult  one,  and  yet 
in  his  judgment  indicated  in  this  and  similar  cases  of  large  single  ulcers. 

It  would  be  asking  considerable  of  a  gastroenterostomy  to  cure 
such  an  extensive  ulceration  as  this.  It  has  seemed  to  him  that  all 
ulcers  of  this  size  should  be  excised  whenever  possible,  and  he  believed 
it  possible  in  most  cases.  In  the  light  of  our  present  knowledge  with 
regard  to  the  development  of  cancer  of  the  stomach  in  pre-existing 
ulcer,  or  on  the  site  of  a  healed  cicatrix,  which  has  been  shown  to  occur 
in  about  sixty  per  cent,  of  cases,  we  have  another  argument  in  favor  of 
excision  as  against  medical  treatment  or  even  gastroenterostomy.  If 
it  is  possible  to  operate  upon  cancer  of  the  stomach  in  the  pre-cancerous 
stage  by  complete  excision  and  before  extensive  glandular  involvement 
has  taken  place,  we  may  hope  to  cure  a  large  percentage  of  human  can- 
cer; since  one-third  of  the  cases  of  human  cancer  are  found  in  the 
stomach.  The  differential  diagnosis  between  gall-bladder  disease  and 
ulcer  of  the  stomach  and  duodenum  in  the  atypical  cases  will  always  be 
fraught  with  difficulties.  Anatomically  situated  as  these  structures  are 
within  the  limted  area  of  the  epigastric  region,  and  presenting  symp- 
toms almost  identical  in  many  instances,  even  the  most  careful  ob- 
server may  oftentimes  be  misled. 

In  discussing  this  question  in  a  recent  article  Graham  distinguishes 
four  stages  in  gall-bladder  disease,  based  on  the  degree  of  symptoms 
developed  in  the  history.    He  then  proceeds  to  give  a  set  of  symptoms 
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applicable  to  each  stage.  In  the  writer's  judgment,  however,  it  would 
take  a  diagnostician  of  exceptional  ability  to  positively  diagnose  a  case 
of  gall-stones  in  any  but  the  third  class,  and  here  we  have  a  description 
of  tvpical  gall  stone  attacks  which  any  one  would  recognize. 

In  the  fourth  class  he  admits  that  the  picture  is  so  closely  related 
to  that  of  chronic  ulcer  with  complications  that  a  differential  diag- 
nosis cannot  be  clearly  made,  if  present  symptoms  are  only  considered. 
At  this  stage  the  key  to  diagnosis  depends  upon  the  development  of 
the  early  history. 

He  strikes  the  keynote  to  the  whole  situation  when  in  his  con- 
cluding sentence  he  says  that  the  chief  end  is  obtained  when  the  ne- 
cessity for  surgery  is  realized,  and  the  patient  is  sent  to  the  surgeon 
for  relief  with  a  surgical  diagnosis  of  upper  abdominal  trouble. 

It  is  not  the  purpose  of  the  writer  to  make  it  appear  that  every  case 
of  indigestion  is  either  gall  stones  or  gastric  ulcer,  or  even  a  surgical 
condition.  He  would  have  it  appear,  however,  that  many  of  the  old 
chronic  cases  of  indigestion  which  wander  from  one  clinic  to  another 
from  year  to  year  are  really  proper  subjects  for  exploratory  operations. 

In  the  narration  of  these  cases,  and  in  the  remarks  upon  diagnosis 
it  will  be  observed  that  up  to  the  present  time  I  have  made  little  men- 
tion of  gastric  analysis.  I  have  purposely  avoided  the  subject  for  the 
reason  that  I  believe  much  valuable  time  is  being  wasted  in  waiting 
for  typical  findings  of  either  ulcer  or  carcinoma  before  making  at  least 
a  tentative  diagnosis  and  asking  for  surgical  opinion.  It  has  been 
shown  that  the  gastric  secretions  are  subject  to  variations  through  other 
than  intrinsic  causes.  It  is  true  that  as  a  rule  we  do  find  high  hydro- 
chloric acid  contents  early  in  the  history  of  gastric  and  duodenal  ulcer, 
and  that  in  advanced  cases  of  gastric  carcinoma  we  rarely  find  free 
hydrochloric  acid.  It  is  equally  true,  however,  that  in  chronic  ulcers 
hydrochloric  acid  may  be  lessened  or  even  absent,  and  that  a  normal 
acid  secretion  is  not  incompatible  with  advanced  carcinoma  of  the 
stomach. 

If  this  is  true  then  why  should  months  and  months  be  spent  in 
looking  for  conclusive  evidence  which  is  rarely  ever  found. 

A  three  inch  epigastric  incision  gives  more  information  in  a  few 
minutes  than  can  be  obtained  in  a  week  with  a  microscope  and  a  bar- 
relful  of  doubtful  reagents  in  the  hands  of  the  junior  internes. 

One  of  my  colleagues  relates  to  me  the  case  of  a  woman  now  71 
years  of  age  who  gives  a  typical  history  of  duodenal  ulcer  lasting  for 
twenty  years,  and  who  has  had  a  stomach  analysis  almost  every  year 
during  that  time.  But  she  still  has  her  ulcer,  and  at  that  age  will  doubt- 
less keep  it  for  the  remainder  of  her  life. 

The  diagnosis  in  these  cases  should  be  made  at  the  bedside  and  in 
the  office  of  the  general  practitioner.  It  cannot  be  made  in  the  lab- 
oratory. 

The  following  may  be  cited  as  a  fair  sample  of  a  history  which 
may  be  obtained  in  a  case  of  duodenal  ulcer  with  obstructive  symp- 
toms. 

Case  V. — Male,  36  years  of  age,  a  coachman  by  occupation.  This  patient 
was  referred  to  me  at  the  Kings  County  Hospital  on  November  22,  1908,  by 
Dr.  J.  F.  Dooling  with  a  diagnosis  of  gastric  ulcer.  Previously  reported  L.  I. 
MEDICAL  Journal,  June,  1909. 

His  mother  died  of  cerebral  hemorrhage.  His  father,  as  well  as  one 
sifter,  are  living  and  healthy.  There  is  no  history  of  cancer  or  tuberculosis  in 
the  family.    His  present  trouble  dates  back  about  eighteen  years  when  he  began 
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to  suffer  from  pain  in  the  epigastrium  slightly  to  the  left  of  the  median  line. 
This  pain  was  sharp  in  character  and  passed  through  to  the  back.  He  was  not 
able  to  locate  any  particular  point  of  tenderness,  but  says  that  his  abdomen 
was  tender  all  over.  This  pain  was  made  worse  by  eating,  and  only  relieved  by 
vomiting,  though  temporarily  relieved  by  direct  pressure  over  the  epigastrium. 
He  never  vomited  blood,  but  always  complained  of  a  great  deal  of  gas.  At 
times  he  would  be  free  from  this  pain  for  four  or  five  months.  During  the 
attacks  he  lost  a  great  deal  of  weight. 

Examination  revealed  a  decided  point  of  tenderness  in  the  epigastric 
region  just  to  the  right  of  the  median  line,  but  no  mass  could  be  felt.  Occult 
blood  was  present.  On  November  23,  1908  at  operation  a  typical  duodenal  ulcer 
was  found,  for  which  a  posterior  gastroenterostomy  was  made,  and  the  patient 
made  an  uninterrupted  recovery. 

In  the  discussion  of  this  case  which  was  presented  at  the  Brooklyn 
Surgical  January  7th,  1909,  or  three  months  after  operation,  Dr.  Walter 
Wood  raised  the  very  pertinent  question  as  to  whether  this  man  would 
remain  as  well  as  at  the  time  he  was  presented  at  the  Surgical  Society. 
It  is  now  about  two  years  and  six  months  since  this  man  was  operated, 
and  I  am  fortunate  in  being  able  to  say  that  I  saw  him  about  three 
months  ago,  and  that  he  was  in  excellent  condition. 

Case  VI. — P.  S.,  male,  age  35  years,  bartender  by  trade,  was  referred 
to  me  by  Dr.  John  Dusseldorf,  and  gave  this  history.  For  the  past  twelve 
months  or  more  he  had  been  suffering  from  gastric  pain  and  distress.  This 
pain  came  on  as  a  rule  soon  after  eating,  and  was  not  relieved  by  the  ingestion 
of  food.  He  described  the  pain  as  burning  in  character,  and  while  it  was  al- 
ways greater  after  eating,  he  stated  that  it  was  more  or  less  constantly  present. 
He  vomited  occasionally,  rarely  food,  but  mostly  sour  watery  and  irritating  ma- 
terial. The  vomiting  sometimes  relieved  the  pain  and  distress  temporarily.  For 
the  two  weeks  before  coming  under  our  care  the  pain  had  grown  so  much 
worse,  that  he  had  to  give  up  his  work  which  was  in  the  country  and  seek  re- 
lief.   During  the  last  six  months  he  had  lost  considerably  in  weight. 

On  admission  to  the  hospital,  examination  showed  this  man  to  be  thin 
and  emaciated,  and  to  be  suffering  from  a  cough,  but  without  fever.  His  chief 
complaint,  however,  was  the  epigastric  pain  and  distress  which  he  located  very 
definitely  by  pointing  with  his  index  finger  to  an  area  just  below  and  to  the 
right  of  the  ensiform.  This  area  proved  upon  palpation  to  be  very  tender  and 
painful. 

There  was  no  history  of  blood  having  been  vomited  or  having  been 
passed  by  the  bowels  in  this  case. 

This  patient  was  kept  under  observation  from  April  23d  until  May  nth, 
1910,  during  which  time  he  continued  to  suffer  as  described,  unless  relieved 
by  appropriate  treatment. 

His  general  condition  having  improved,  operation  was  done  on  May  n, 
1910.  The  usual  incision  was  made,  and  upon  exposing  the  stomach,  it  was 
found  to  be  the  seat  of  an  indurated  mass  just  at  the  pylorus  and  extending 
into  the  duodenum.  This  was  a  case  of  duodenal  ulcer  for  which  a  posterior 
gastro-enterostomy  was  done. 

This  patient  made  a  smooth  recovery  though  he  still  suffered  from  some 
pain  about  ten  days  after  the  operation,  and  occasionally  vomited.  These  symp- 
toms soon  disappeared,  however,  and  he  was  discharged  on  June  6,  1910,  in 
good  condition.  When  last  heard  from  in  April  of  this  year  he  was  in  Canada 
enjoying  good  health. 

In  conclusion  I  cannot  do  better  than  quote  from  an  article  on, 
and  results  in  these  cases  by  W.  J.  Mayo  which  appeared  in  the  Sep- 
tember Annals  of  Surgery.  He  says  first,  "that  the  treatment  of  all 
duodenal  and  all  obstructing  ulcers  of  the  pyloric  end  of  the  stomach 
by  gastrojejunostomy,  and  excision  or  infolding  the  ulcer,  is  satis- 
factory and  give  98  per  cent,  of  cures  or  great  improvement.  Second 
85  per  cent,  of  the  ulcers  of  the  body  of  the  stomach  will  either  be 
cured  or  greatly  relieved  by  excision  or  devitilizing  suture  compres- 
sion with  gastrojejunostomy.    In  addition  closure  of  the  pylorus  may 
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be  practiced  with  benefit.  The  remaining  15  per  cent,  will  be  more 
or  less  benefited,  and  so  far  as  we  have  observed  none  have  been  made 
worse  by  the  operation.  The  mortality  of  the  surgical  treatment  of 
chronic  gastric  and  duodenal  ulcer  is  well  under  2  per  cent." 

Since  this  paper  was  completed  the  following  case  has  come  under 
our  care: 

Case  VII. — S.  H.,  age  24  years,  a  cook  by  occupation,  was  admitted  to  my 
service  at  the  Methodist  Hospital  on  April  12,  1912,  and  gave  the  following 

history: 

Had  always  been  well  up  to  three  years  ago  when  he  first  began  to  suf- 
fer from  his  present  symptoms.  At  that  time  he  began  to  have  indigestion,  epi- 
gastric pain,  and  distress,  and  had  to  be  careful  about  his  diet.  This  indi- 
gestion had  continued  more  or  less  with  acute  exacerbations  up  to  the  time  of 
admission.  The  pain  is  quite  constant  and  bears  no  relation  to  the  taking  of 
food,  remaining  the  same  before,  during  and  after  eating.  Pain  occasionally  oc- 
curs in  the  epigastrium  and  just  below  the  umbilicus,  but  is  usually  situated  in 
the  seventh  intercostal  space  in  the  nipple  line  of  the  right  side.  He  vomits  oc- 
casionally during  his  attacks  and  suffers  a  good  deal  from  nausea.  Has  lost 
22  pounds  in  the  last  four  months.  Feels  hungry  most  of  the  time,  but  fre- 
quently starves  himself. 

On  April  29th,  operation  revealed  an  indurated  ulcer  at  the  pylorus,  which 
was  excised  and  a  posterior  gastroenterostomy  done.  This  patient  made  a 
rapid  recovery  and  was  entirely  relieved  of  his  symptoms  when  he  left  the  hos- 
pital on  May  14,  1912. 

In  this  case  many  of  the  classic  symptoms  were  wanting,  and  it 
was  impossible  to  obtain  the  typical  ulcer  history  from  this  patient. 

Note. — Case  I.  died  six  months  after  her  operation  with  all  the  symptoms 
of  gastric  carcinoma. 


XDER  ordinary  physiological   conditions  some  generation 


of  gases  takes  place  in  the  intestinal  tract  of  all  animals. 


The  amount  and  kind  of  gas  depends  in  large  part  on  the 
character  of  food  ingested.  Among  the  carnivora  the  gases  are 
foul  in  character  but  small  in  amount  while  in  the  herbivora  the 
contrary  is  the  case  as  the  gas  is  largely  carbon  dioxide  from 
the  fermentation  of  carbohydrates.  In  a  mixed  feeder  such  as 
man  there  is  no  definite  normal  standard  which  may  properly  be 
generated.  Perfect  health,  comfort  and  even  a  degree  of  satisfac- 
tion is  enjoyed  by  those  who  habitually,  when  the  opportunity 
offers,  expel  surprising  amounts  of  gas  per  anum.  Such  conditions 
have  no  necessary  pathological  importance  but  it  is  a  matter 
worthy  of  consideration  that  so  much  gas  can  be  generated  in  the 
human  intestine,  be  unconsciously  absorbed  when  social  condi- 
tions demand  or  be  passed  at  the  will  of  the  individual. 

Clinically  we  are  concerned  with  the  problem  of  intestinal 
flatulence  in  a  number  of  different  ways.  In  the  first  place  with 
those  patients  who  have  complaints  which  are  accompanied  with 
the  passage  of  excessive  flatus  and  on  the  other  hand  with  many 
who  complain  of  gas  but  who  present  no  sufficient  evidence  that 
the  intestine  has  more  than  a  normal  amount.  These  two  gen- 
eral classes  of  conditions  may  be  described  as  true  and  false 
flatuence. 
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That  we  consider  the  subject  a  complex  one  is  evidenced  by 
the  fact  that  we  admit  there  is  often  difficulty  in  deciding  whether 
the  complaining  individual  has  excessive  flatus.  It  is  a  matter  of 
experience  that  those  who  complain  most  often  present  least  evi- 
dence of  excessive  gas  and  vice  versa.  Careful  questioning  must 
determine  whether  the  amount  passed  is  really  excessive,  and  care- 
ful study  of  the  abdomen  determine  whether  there  is  an  excessive 
accumulation. 

True  Intestinal  Flatulence. 

For  convenience  we  may  consider  separately  the  possible 
causes  of  excessive  gas  formation  and  excessive  gas  accumulation. 

1.    Excessive  Gas  Formation. 

(a)  .  An  excess  of  fermentable  foods  in  the  diet  tends  to 
excessive  gas  formation  through  furnishing  most  suitable  mate- 
rial for  bacterial  growth  in  the  colon.  Clinically  we  know  how 
sugars,  the  various  legumes,  particularly  beans,  and  a  variety  of 
vegetables  tend  to  cause  excessive  flatus.  This  excites  little  com- 
ment if  the  dietery  indiscretion  is  recalled  or  the  complaint  is 
only  occasional.  Habitual  troubles  of  this  sort  occur  in  adults  and 
children  and  are  apt  to  be  misunderstood  unless  the  dietetic  habits 
are  carefully  studied  and  its  errors  unmasked.  Very  fast  eating, 
bolting  of  food,  may  be  so  bad  as  to  give  the  same  effect  as  an 
actual  excess.  Large  chunks  pass  the  intestinal  tract  unaffected 
by  the  digestive  functions. 

(b)  .  A  failure  of  upper  intestinal  digestion  would  also  tend 
to  increase  gas  formation  by  bettering  conditions  for  bacterial 
growth  in  the  colon.  We  do  not  know  how  to  estimate  with  any 
accuracy  the  minor  degrees  of  failure  of  intestinal  digestion  at  the 
present  time.  Examination  of  the  residue  of  starches,  fats  and 
meats  resulting  from  a  standard  diet  is  the  most  practical  method. 
It  is  apparently  a  fact  that  the  amylolitic  power  of  the  intestinal 
digestion  is  most  persistent,  long  after  meats  and  fats  are  poorly 
taken  care  of.  In  studying  stools  as  a  routine  procedure  we  have 
been  impressed  with  the  infrequency,  one  may  almost  say  rarity, 
of  cases  where  there  is  good  evidence  of  an  objective  sort  that  the 
intestines  are  unable  to  digest  a  fair  average  diet.  The  general 
practise  of  administering  digestants  because  of  the  complaint  of 
flatulence  is  very  unwise.  In  those  cases  where  there  is  pancre- 
atic failure  of  a  demonstrable  degree  they  do  very  little  if  anything. 
In  the  ordinary  run  of  cases  I  have  found  them  useless  when  led 
to  give  them  experimentally.  They  do,  it  is  true,  no  harm,  but  the 
conditions  for  which  they  are  given  are  almost  always  amenable 
to  actual  relief  by  proper  measures. 

(c)  .  Infection  of  the  intestinal  tract  with  abnormal  gas  pro- 
ducing organisms  is  a  conceivable  cause  of  excessive  gas  forma- 
tion. The  colon  group  are  abundant  gas  producers  and  it  would 
not  seem  that  other  infections  need  be  presupposed.  Such  are  the 
difficulties  of  the  practical  study  of  the  fecal  flora  our  knowledge  of 
the  subject  is  still  incomplete.  It  is  an  interesting  fact  that  the 
typhoid  and  dysentery  groups  of  bacteria  are  not  gas  producers 
although  we  know  how  troublesome  may  be  tympanites  in  these 
conditions.  Some  factor  is  then  no  doubt  added,  such  as  fecal 
stasis,  resulting  in  excessive  gas  accumulation. 
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Much  energy  has  been  expended  on  the  discovery  of  a  useful 
intestinal  antiseptic.  Many  different  drugs  have  their  advocates 
but  their  use  is  not  on  a  firm  basis  of  laboratory  study  or  critical 
clinical  experience.  Personally  I  have  rarely  had  any  reason  to 
think  that  the  administration  of  intestinal  antiseptics  accomplished 
anything  unless  it  acted  as  a  cathartic  as  is  the  case  with  calomel. 
Few  have  had  the  temerity  to  try  to  demonstrate  that  the  course 
of  specific  bowel  infections  were  altered  by  intestinal  antiseptics. 
The  plan  seems  ideal,  however,  and  we  shall  continue  to  hope  for 
the  appearance  of  a  powerful  and  yet  a  harmless  substance  to 
check  or  entirely  prevent  bacterial  growth  in  the  intestines. 

The  use  of  various  cultures  of  bacteria  which  have  the 
power  of  forming  lactic  acid  has  been  much  vaunted  in  the 
past  few  years.  The  wave  of  enthusiasm  seems  to  be  dying.  A 
certain  confusion  arose  in  many  instances  because  radical  altera- 
tions of  diet,  the  exclusive  use  of  the  sour  milk,  had  some  action 
in  itself.  The  weak  spot  in  the  theory  is  that  study  has  shown 
that  these  organisms  do  not  overgrow  the  normal  bacteria  of  the 
colon  but  rather  are  themselves  killed  off  before  reaching  the  place 
where  fermentations  and  putrefactions  principally  occur. 

According  to  my  observation  the  checking  of  abnormal  bacterial 
growth  is  best  accomplished  at  the  present  time  by  diet  and  such 
measures  as  are  necessary  to  properly  clear  the  intestines.  So  far 
as  diet  is  concerned  we  cannot  lay  down  any  single  plan.  It  must 
first  of  all  be  laxative  because  of  a  bulky  residue.  This  bulky  residue 
should  consist  largely  of  cellulose  which  is  not  fermented  by  the 
human  intestinal  flora.  Radical  alterations  in  the  diet  are  often 
useful.  The  feeling  of  "biliousness"  and  the  indicanuria  which  often 
follows  a  prolonged  milk  diet  is  usually  most  satisfactorily  affected 
by  such  a  radical  alteration.  The  success  of  any  diet  depends  very 
largely  on  the  success  with  which  it  clears  the  colon  and  if  this 
cannot  be  done  by  diet  other  procedures  assume  importance. 

(d).  Fecal  stasis  must  tend  to  increase  bacterial  growth  and 
excessive  gas  formation.  While  the  lower  ileum  and  colon  are 
probably  never  entirely  cleaned,  the  lengthened  stay  of  masses  in 
these  parts  gives  opportunity  for  bacterial  growth.  The  greater  dry- 
ness of  the  feces  in  the  lower  colon  and  rectum  is  an  adverse  condi- 
tion to  bacterial  growth.  Cathartics  which  tend  to  soften  feces  with- 
out thoroughly  clearing  the  bowel  should  increase  fermentative  pro- 
cesses. 

2.    Excessive  Gas  Accumulation. 

(a)  .  Failure  of  parts  of  the  bowel  to  absorb  contained  gases 
evidently  takes  place  in  acute  affections  characterized  by  paralytic 
distension.  There  is  a  limit  to  which  the  bowel  may  be  distended 
and  yet  permit  the  escape  of  surcharged  blood  through  the  blood 
vessels  in  its  walls. 

In  the  course  of  general  circulatory  disturbances  characterized 
by  venous  congestion,  gas  accumulations  are  often  exceedingly  trouble- 
some. It  is  quite  probable  that  in  a  measure  this  condition  is  due  to 
failure  of  gas  absorption.  In  high  arterial  tension  there  seems  to  be 
no  particular  tendency  of  this  nature  nor  is  such  the  case  in  the 
blood  impoverishments  which  may  be  spoken  of  as  the  anaemias. 

(b)  .  Excessive  accumulations  of  gas  tend  to  follow  whenever 
the  passage  of  feces  is  prevented  at  any  point  in  the  course  of  the 


TRUE  AND  FALSE  INTESTINAL  FLATULENCE. 


269 


bowel.  Obviously  the  obstruction  must  be  greater  in  degree  to  pre- 
vent the  passage  of  gas  or  the  feces  itself  must  add  to  the  occlusion. 

Intermittent  tympanitic  distension  arises  often  in  the  course  of 
a  partial  or  developing  obstruction.  For  longer  or  shorter  periods 
patients  with  decided  occlusions,  even  such  as  are  palpable  as  good- 
sized  bowel  tumors,  may  be  free  from  distension.  For  a  time 
the  obstruction  becomes  greater  and  gas  accumulation  is  troublesome. 
The  periods  of  remission  in  these  cases  are  very  apt  to  lead  to  a  false 
sense  of  security. 

Habitual  or  constant  gas  accumulation,  general  or  local,  is  the 
condition  toward  which  real  chronic  bowel  obstruction  tends.  In 
constipation  due  to  other  than  mechanical  obstructions  there  may 
be,  of  course,  the  constant  tendency  to  gas  accumulation.  Experience 
with  the  newer  methods  of  bowel  examination  and  the  facts  gained 
by  exploration  show  how  much  more  common  are  mechanical  de- 
fects than  we  were  formerly  accustomed  to  believe.  W  hen  consti- 
pation is  of  such  advanced  degree  as  to  warrant  the  use  of  the 
term  fecal  impaction  there  may  be  a  great  degree  of  tympany.  Such 
conditions  are  sometimes  treated  for  weeks  with  the  idea  of  relieving 
excessive  fermentation. 

False  Intestinal  Flatulence. 

(a)  .  Distension  of  the  abdominal  cavity  by  tumors,  the  preg- 
nant uterus,  or  ascitic  fluid  is  easily  mistaken  for  an  accumulation 
of  flatus.  When  the  amount  of  ascitic  fluid  is  small,  the  condition 
may  be  very  deceptive.  Peculiar  circumstances  sometimes  bring  about 
serious  mistakes  in  diagnosis  which  could  be  avoided  by  due  care  in 
examination.  Several  years  ago  it  was  my  duty  to  relieve  a  patient 
of  five  quarts  of  ascitic  fluid  only  the  day  following  his  discharge 
from  one  of  our  hospitals.  Abdominal  distension  had  developed  a 
few  days  after  an  operation  and,  without  success,  every  measure  was 
tried  for  many  days  to  reduce  the  supposed  tympany. 

(b)  .  Discomforts  of  any  kind  in  the  abdominal  cavity  seem 
quite  naturally  to  be  attributed  by  the  patient  to  gas.  Sometimes  we 
learn  with  difficulty  that  the  patient  has  real  pain  so  fixed  is  the 
mind  on  gas  as  the  cause.  The  reason  for  this  is  not  entirely  clear 
but  it  is  in  part  due  to  the  rumbling  heard  and  felt  as  a  result  of  peris- 
taltic activity  and  in  part  due  to  the  easement  of  discomfort  which 
follows  the  passing  of  gas  per  anum.  Perhaps  the  real  explanation 
of  the  relief  may  be  the  diminution  of  pressure  when  gas  is  passed 
or  perhaps  the  gas  passes  when  the  painful  spasm  of  the  bowel  is 
temporarily  relaxed. 

(1)  .  In  chronic  inflammatory  conditions  of  the  appendix  and 
caput  coli  the  discomforts  either  in  this  region  or  higher  up  in  the 
mid-abdomen  are  believed  by  the  patient  to  be  evidence  of  fermenta- 
tion. Many  patients  are  treated  by  mistake  along  these  lines  for  long 
periods  by  diets  and  drugs. 

(2)  .  In  habitual  spasmodic  constipation  of  the  bowel,  gas  is 
the  usual  complaint.  The  colon  throughout  most  of  its  course  can 
be  felt  as  a  firm  cord  and  the  gas  it  holds  must  obviously  be  small  in 
amount.  These  patients  are  apt  to  pass  fair  amounts  of  gas  per 
anum  as  the  feces  are  continually  pressed  by  the  contracted  bowel. 
Such  feces  have  an  abnormally  high  specific  gravity  as  evidenced  by 
the  way  they  sink  in  water. 

(3)  .    In  periodic  spasms  of  the  colon  with  or  without  the  pas- 
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sage  of  masses  or  strings  of  mucus,  flatulence  is  the  frequent  ex- 
planation in  the  mind  of  the  patient. 

(4).  Peristaltic  unrest  of  the  intestines  with  abnormal  gurgling 
is  the  result  of  temporary  emotions  or  a  habitual  neurotic  state. 
These  patients  dwell  much  on  their  troubles,  are  scrupulous  in  their 
diet  to  the  point  of  actual  underfeeding  and  come  to  excite  their  sup- 
posedly sluggish  bowels  with  increasing  doses  of  irritating  laxatives. 

These  last  three  conditions  make  up  a  considerable  number  of 
those  who  complain  of  intermittent  flatulence.  The  result  of  treat- 
ment in  such  cases  is  most  gratifying  if  consistently  carried  out.  In 
some  instances  the  diet  must  be  largely  increased  for  its  effect  on 
general  nutrition  and  the  nervous  state.  In  all  cases  the  bowel  must  be 
supplied  with  food  which  leaves  a  large  soft  residue.  Fats  and  oils 
are  used  almost  to  the  point  of  intolerance.  Cellulose  holding  vege- 
tables are  used  with  at  least  two  meals  a  day  and  agar  is  taken 
regularly  to  the  amount  of  three  to  six  heaping  teaspoonsful  per  diem. 
Cathartics,  rough  foods  such  as  seeds,  sweets  and  strong  acids  are 
interdicted.  For  the  relaxation  of  the  bowel  dependence  is  placed 
on  nerve  sedatives  and  belladonna.  Enemas  of  oil,  for  a  time,  are 
sometimes  of  assistance. 

SUMMARY. 

1.  Gas  varying  in  amount  with  the  diet  is  normally  generated 
in  the  human  intestine.  Normally  it  is  absorbed  or  if  convenient 
passed  when  it  gives  rise  to  a  feeling  of  slight  pressure.  The  hypo- 
chondriac may  be  apprehensive  over  just  this  normal  condition. 

2.  Abnormal  flatulence  depends  on  an  excessive  fermentation 
or  the  abnormal  accumulation  of  a  normal  flatus  or  a  combination 
of  the  two  conditions. 

3.  Too  much  reliance  is  placed  on  antifermentative  drugs  and 
digestive  ferments  to  relieve  the  complaint  of  flatulence. 

4.  Too  little  attention  is  given  to  benefits  to  be  derived  from 
proper  regulation  of  the  bowels  through  whatever  measures  may  be 
necessary  for  the  particular  case. 

5.  Attacks  of  abdominal  tympany  should  be  regarded  with  sus- 
picion and  search  made  for  mechanical  obstruction  or  local  peritonitis. 

6.  In  a  large  majority  of  instances  the  complaint  of  gas  in  the 
bowels  means  merely  that  there  is  an  abdominal  discomfort  and  with- 
out sufficient  reason  it  is  attributed  to  gas.  Too  much  stress  cannot  be 
laid  on  the  importance  of  recognizing  cases  of  false  flatulence  due  to 
anatomic  lesions  in  the  abdomen  or  to  disturbances  of  intestina/ 
peristalsis. 
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HE  science  of  medicine  has  made  wonderful  progress  in  the 


past  fifty  years,  much  knowledge  has  been  added,  and  its 


capacity  to  help  the  sick  and  preserve  the  well  has  been 
greatly  increased ;  but  the  average  patient,  with  the  average  ill, 
who  consults  the  average  doctor  does  not  get  the  benefit  of  it.  This 
is  because  the  doctor  cannot  afford  the  pains  to  give  it,  nor  the 
patient  the  money  to  pay  for  it. 

Most  doctors  and  most  patients  are  poor  ;  and  nearly  all 
doctors  and  patients  live  in  the  fear  of  poverty,  which  is  almost 
as  bad  as  being  poor.  The  poor  man  is  always  a  dangerous  person. 
It  is  the  same,  whether  it  be  doctor  or  plumber  who  feels  the  pinch 
of  poverty.  The  poor  doctor  is  urged  toward  quackery,  abortions, 
and  illy-advised  treatments;  the  plumber,  out  of  a  job,  easily 
becomes  a  "hold-up"  man.  The  fact  that  patients  are  poor  means 
that  they  demand  cheap  cures,  to  gratify  which  the  doctor  too 
often  must  play  the  part  of  a  charlatan. 

The  discussion  of  the  causes  of  poverty  is  not  within  the  scope 
of  this  article,  but  I  believe  poverty  is  capable  of  elimination  from 
society,  just  as  I  believe  that  small-pox,  typhoid  fever,  and  tuber- 
culosis are.  There  is  abundant  wealth  for  all ;  and  there  is  no 
good  reason  why  the  working  class,  which  produces  the  wealth, 
should  have  the  least  of  it ;  neither  is  there  reason  nor  justice  that 
the  man  who  works  faithfully  at  useful  labor  should  live  and  die 
in  poverty. 

There  are  many  things  which  once  were  private  enterprises, 
much  exploited  for  profit,  but  which  now  have  been  taken  out  of 
the  hands  of  competitive  business,  and  are  controlled  by  the  people. 
As  examples  of  the  socialized  necessities  may  be  mentioned  the 
public  schools,  the  highways,  water  supply,  street  cleaning,  and 
sewage  disposal.  The  air  for  our  lungs  remains  public  property, 
but  the  food,  oil,  coal  and  wood  have  been  taken  away  from  the 
people  and  not  yet  restored.  All  of  these  are  important ;  so  is  the 
public  health.  Some  day  the  care  for  the  public  health  will  be 
organized  from  top  to  bottom  throughout  as  a  public  service;  and 
we  shall  have  each  district  with  its  medical  corps.  The  sanatarian 
will  be  the  strong  man.  His  first  business  will  be  to  keep  his  dis- 
trict as  free  from  sickness  as  possible.  His  second  business  will 
be  to  keep  his  death  rate  low.  This  he  will  accomplish  with  the 
co-operation  of  the  district  hygienists,  internists,  surgeons,  and 
other  specialists. 

The  criminal  now  receives  the  attention  of  the  state,  why  not 
the  sick  man?  The  two  have  more  in  common  than  is  yet  realized. 
Society  is  beginning  to  acknowledge  that  the  criminal  is  more 
sinned  against  than  sinning.  He  is  a  victim  of  social  mal-adjust- 
ment.  Society  is  responsible  for  him.  It  made  him  what  he  is. 
This  is  equally  true  of  the  sick  man.  If  society  did  not  directly 
inflict  him  with  his  disease,  it  is  apt  to  be  the  case  that  he  is 
suffering  as  the  result  of  lack  of  education ;  or  his  disease  is  the 
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result  of  the  wretched  economic  conditions  imposed  upon  him. 
The  sick  man,  the  man  out  of  a  job,  and  the  criminal  are  equally 
social  problems.  Society  must  soon  answer  in  the  affirmative  the 
question  that  has  come  down  through  slavery  and  feudalism,  "Am 
I  my  brother's  keeper?"  It  must  learn  the  meaning  of  the  old 
gospel  that,  "No  man  liveth  unto  himself  alone." 

It  is  owed  to  the  sick  man,  just  as  much  as  to  the  criminal, 
the  insane,  or  the  idiot,  that  society  treat  him  as  its  especial  obliga- 
tion. How  much  more  should  this  be  the  case  with  the  child- 
bearing  woman,  who  is  now  left  in  the  hour  of  her  travail,  to  the 
chances  of  medical  traffic  for  profit? 

When  the  working  man's  house  is  on  fire,  the  community 
provides  for  him  the  most  effective  measures  which  wealth  can 
secure  to  avert  disaster.  When  his  baby  is  stricken  with  disease 
he  is  left  to  the  mercy  of  commercial  exploitation.  Property,  as 
an  outgrowth  of  feudal  tendencies,  is  still  regarded  by  lawmakers 
as  more  precious  than  human  life.  The  socialized  fire-fighters 
prosper,  as  the  fire  is  quickly  and  effectively  extinguished ;  the 
commercialized  disease-fighter  prospers  as  the  patient  is  saved 
with  the  greatest  amount  of  fuss  and  the  greatest  expense  that 
the  employer  can,  with  satisfaction,  be  mulcted  of.  This  latter 
fortunately,  is  not  yet  the  invariable  rule  in  medical  practice.  Let 
us  say  it  is  an  exception  to  the  rule.  But  the  fact  is  not  to  be 
disputed  that  "business  methods"  in  medicine  are  steadily  on  the 
increase,  as  the  pinch  of  economic  necessity  becomes  greater. 

Municipalities  that  have  moved  forward  a  step  now  have 
bureaus  of  fire-prevention.  Some  day  more  public  attention  will 
be  given  to  the  prevention  of  disease.  If  the  sick  man  is  to  be 
the  care  of  the  people,  and  if  the  state  is  to  be  held  responsible 
for  him,  surely  it  should  have  a  still  greater  concern  for  the  w^ell 
man,  for  of  the  two  the  latter  is  the  more  important. 

The  doctor  has  his  talents  to  sell.  He  is  in  the  market.  The 
competition  is  fierce.  Most  doctors  are  capable  and  able  to  deliver 
the  goods.  But  comparatively  rarely  can  they  afford  to  give  the 
time  to  do  the  best  possible  thing  for  the  patient.  As  a  business 
enterprise,  the  practice  of  medicine — an  occupation  capable  of 
most  unselfish  and  benificent  activity — degrades  its  practitioner 
to  the  necessity  of  frittering  away  precious  time  in  placating  the 
whims  of  hysterical  females,  recounting  his  own  prowess,  animad- 
verting upon  his  competitors,  and  stultifying  himself  with  the 
mediocrity  of  conformity.  The  interest  of  business  demands  it. 
The  general  practitioner  who  neglects  the  methods  of  the  trades- 
man, even  though  he  gives  to  his  patients  the  benefit  of  surpassing 
skill  and  knowledge,  is  apt  to  languish  for  a  clientele.  An  un- 
necessary equipage,  entailing  a  serious  drain  upon  his  finances,  is 
often  one  of  the  "successful"  physician's  burdens.  It  is  difficult, 
nay,  impossible  for  him  to  do  otherwise.  He  is  surrounded  by 
the  competitive  system,  and,  unless  he  conforms  to  the  methods 
of  the  warfare  about  him,  he  must  go  down. 

There  are  physicians  with  independent  incomes,  the  results  of 
the  fortunes  of  others  ;  and  there  are  those  whose  unusual  talents 
bring  them  so  much  work  as  to  place  them  outside  the  circle  of 
competition.  Both  of  these  are  exceptional.  The  doctors,  along 
with  all  who  have  to  work  for  wages,  are  feeling  the  affects  of 
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the  gradual  gravitation  of  the  means  of  the  production  of  wealth 
into  the  hands  of  the  few,  and  the  resulting  growing  discrepancy 
between  the  rewards  for  honest  work  and  the  cost  of  living. 

It  was  not  many  years  ago  that  a  man  who  had  a  steady  job 
was  not  thought  of  as  a  poor  man.  "He  works  every  day,"  meant 
that  he  was  not  poor.  Today  the  reverse  is  the  case.  To  say  that 
a  man  is  a  working  man,  that  "he  works  every  day,"  is  equivalent 
to  saying  that  he  is  a  poor  man.  It  requires  but  a  few  days  of 
idleness  to  exhaust  his  surplus  store;  and  then  he  must  accept 
charity,  steal,  or  starve.  As  to  hard  work  earning  him  rest  in  his 
old  age,  it  does  not  come  except  as  the  dole  of  charity. 

The  capitalistic  system  under  which  we  live  is  increasing  the 
cost  of  living  faster  than  it  is  increasing  the  wage-earner's  income. 
This  is  inevitable.  Every  economist  who  has  grasped  the  problem 
since  Karl  Marx  wrote  "Das  Kapital"  has  recognized  this  as  an 
inevitable  outcome  of  the  present  system.  It  will  continue  until 
the  majority  of  the  people  recognize  it  as  intolerable. 

Let  us  not  make  the  mistake  in  this  connection  of  pointing  to 
the  public  service  as  corrupt,  and  politics  as  more  corrupt.  They 
have  been  corrupt,  and  they  will  continue  to  be,  so  long  as  sur- 
rounded by  the  capitalistic,  competitive  system.  But  when  the 
people  own  the  necessary  means  of  production,  when  they  own  the 
social  necessities,  when  the  fundamental  movement  to  abolish 
poverty  is  instituted,  then  the  chief  corrupting  influences  will  be 
removed.  The  corruption  of  public  officials  is  accomplished  mainly 
by  business  interests.  It  is  the  great  corporations  that  corrupt  our 
legislative  bodies.  This  is  so  well  recognized  that  we  grow  in- 
different to  it,  and  the  horror  of  its  consequences  scarcely  sinks 
into  the  public  conscience.  The  express  companies  are,  but  the 
Post  Office  Department  is  not  corrupting  legislatures.  Private 
corporations  are  corrupting  the  Post  Office  Department,  but  the 
public  is  not  interested  in  corrupting  itself. 

The  Medical  Corps  of  the  Army  and  Navy  are  removed  from 
the  field  of  commercial  competition,  and  although  surrounded  by 
the  pernicious  influences  of  the  competitive  system,  they  maintain 
a  high  standard  of  efficiency.  The  inconsistency  of  our  method 
is  that  the  medical  treatment  of  soldiers  is  socialized.  Soldiers 
receive  the  best  of  medical  attention,  not  as  a  charity,  but  as  a  right. 
But  the  laboring  man  and  woman  and  child  are  left  without  such 
consideration.  They  who  do  the  work  of  the  world,  and  without 
whom  no  army  could  be  assembled,  are  called  "hands,"  and  are 
consumed  as  so  much  raw  material  to  be  fed  to  the  flames  of 
commerce.  The  nearest  society  comes  to  giving  them  the  atten- 
tion that  it  accords  to  its  soldiers  is  when  abject  poverty  overtakes 
them.  Then  they  may  have  bestowed  upon  them,  by  the  Depart- 
ments of  Charities  and  Correction,  medical  attention. 

Some  day  the  workers,  who  create  the  Nation's  wealth,  and 
the  women  who  bear  the  children,  will  be  appreciated  as  being  of 
an  importance  equal,  at  least,  to  that  of  the  soldier.  Our  civiliza- 
tion has  not  yet  reached  that  point,  for  the  worker  has  only  just 
emerged  from  serfdom,  while  the  soldier  has  behind  him  the 
prestige  of  many  thousand  years  of  fatuous  superiority. 

When  the  practice  of  medicine  is  taken  out  of  the  realm  of 
commercial  competition,  the  aptitude  of  the  physician  may  then 
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be  considered.  At  present  there  is  no  vocational  selection  with 
reference  to  adaptability.  In  the  public  service  there  is.  In 
medical  practice  there  is  dreadful  waste  of  talent.  There  is  no 
means  for  selecting  and  appointing  to  be  a  surgeon  the  man  best 
qualified  for  surgery.  It  is  largely  a  matter  of  chance.  The  result 
is  that  men  who  should  be  alienists  are  surgeons,  and  men  with 
wonderful  natural  aptitude  for  surgery  are  general  practitioners. 

The  socialization  of  medicine  does  not  mean  that  there  shall 
be  no  private  practitioners.  Undoubtedly  there  will  be,  just  as 
there  will  be  private  business  enterprises  in  fields  which  do  not 
involve  the  necessities  of  life,  or  which  spring  up  because  of  indi- 
vidual preference  or  expression.  But  whatever  springs  up  outside 
the  State,  if  it  is  desirable  for  all  of  the  people,  will  find  itself 
shortly  taken  over  by  the  public.  A  physician  of  some  special 
talent,  or  anarchistic  taste,  may  prefer  to  withhold  himself  from 
the  State  and  stand  alone.  Patients  should  continue  to  have  the 
privilege  of  delivering  themselves  into  the  hands  of  private  enter- 
prises, just  as  now,  if  they  so  desire. 

Quackery  is  one  of  the  results  of  our  competitive  system.  The 
patent  medicine  business  depends  upon  advertising.  Competition 
compels  the  newspapers  to  collusion  with  this  class  of  crime.  Self 
medication  and  the  resort  to  quackery  are  encouraged  as  business 
enterprises  by  all  the  powers  of  business,  as  well  as  by  the  economic 
necessities  of  the  patients.  Give  the  working  man  the  privileges 
of  competent  medical  advice  without  cost,  preceed  this  by  the 
education  that  is  now  denied  him,  and  he  will  spend  little  money 
on  quackery.  Even  though  he  might  be  inclined  to,  there  should 
be  no  quackery  for  him  to  patronize.  In  a  country  socialized  in 
the  interest  of  the  people,  and  the  god  of  business  profits  cast 
down  from  its  throne,  a  league  for  the  freedom  of  quackery  could 
not  exist. 

The  socialization  of  the  care  of  the  public  health  is  not  going 
to  check  scientific  competition.  It  is  going  to  stimulate  it.  The 
greatest  scientific  advancements  in  medicine  are  not  now  coming 
from  the  field  of  the  commercial  struggle  for  existence  occupied 
by  the  medical  practitioner.  They  are  coming  from  the  men  who, 
by  public  or  private  means,  have  been  removed  from  its  blighting 
influence.  The  financial  reward  has  not  been  the  object  which  has 
stimulated  the  great  medical  discoveries.  Now  it  is  well  recog- 
nized that  the  doctor  who  is  engaged  in  the  competitive  struggle 
for  a  livelihood  is  the  least  apt  to  contribute  to  the  progress  of 
science.  Surgery  is  the  last  exception,  but  it  is  rapidly  becoming 
commercialized,  and  soon  its  best  progress  will  depend  upon  the 
financially  independent  workers. 

Institutions  endowed  by  private  means  or  supported  by  the 
State,  institutions  removed  from  the  field  of  business  competition 
by  virtue  of  the  extraordinary  talents  of  their  workers,  and 
branches  of  the  Government  maintaining  medical  departments  are 
the  sources  to  which  we  now  look  for  the  best  advancement  of 
medical  science. 

Servetus  and  Harvey  were  not  spurred  on  to  the  discovery  of 
the  circulation  of  the  blood  by  the  expectation  of  profits.  One 
was  burned  at  the  stake  and  the  other  was  mobbed  for  his  pains. 
Read  the  life  of  Pasteur,  the  founder  of  bacteriology  and  the  science 
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of  infections,  and  see  how  utterly  free  from  the  glimmer  of  gold 
is  the  work  of  this  great  man.  Yellow  fever,  malaria,  typhoid, 
tuberculosis,  hook-worm  disease,  sleeping  sickness,  and  rabies 
have  had  their  secrets  discovered  and  the  possibility  of  their 
mastery  demonstrated  by  scientific  men  competing  not  for  profit 
but  for  service.  That  the  "curse  of  gold"  appeared  in  the  develop- 
ment of  anesthesia  is  the  one  stigma  upon  this  great  boon;  but 
had  the  dirty  question  of  profit  never  entered,  we  should  have 
had  anesthesia  just  as  soon. 

The  whole  history  of  medicine,  with  its  splendid  list  of  martyrs, 
is  a  glorious  refutation  of  the  sophistry  that  competition  for  profit 
is  important  to  human  progress.  The  competitive  system,  which 
surrounds  and  harasses  medical  advancement,  hindered  it  from  the 
beginning,  and  retards  it  still. 

When  humanity  throws  off  the  burden  of  competition  for  the 
necessities  of  life ;  when  the  distribution  of  wealth  is  regulated  by 
the  deserts  and  needs  of  the  people;  when  human  life  and  happiness 
shall  be  the  object  of  solicitude  of  the  State;  the  profession  of 
medicine  will  take  its  place  as  the  great  conservor  of  the  most 
precious  of  the  Nation's  natural  resources. 

The  matter  with  the  medical  profession  is  that  the  doctor  is 
a  private  tradesman  engaged  in  a  competitive  business  for  profit. 
He  should  be  a  public  servant.  His  importance  to  the  people  and 
the  value  to  the  Nation  of  their  physical  well-being  demand  it,  and 
some  day  will  receive  it. 
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AN  OPPORTUNITY  AND  A  DUTY. 

IN  the  United  States,  all  the  time,  there  are  three  million  people 
seriously  sick  from  preventable  causes.  Not  a  minute  passes 
which  does  not  witness  at  least  one  death  from  preventable 
disease.  Over  one  thousand  seven  hundred  unnecessary  deaths 
occur  in  our  midst  every  day  of  the  year,  a  daily  Titanic  disaster, 
but  the  more  pitiable  because  preceded  by  weeks  and  months,  often 
years,  of  weary  suffering,  a  wanton  sacrifice  every  year,  upon  the 
altar  of  ignorance  and  apathy — worse,  of  political  corruption  and 
commercialism — of  over  six  hundred  thousand  victims.  As  an 
economic  consideration  alone  these  figures  are  alarming;  for  from 
a  monetary  point  of  view  it  is  estimated  that  the  preventable  loss 
to  the  people  of  our  country  through  sickness  and  death,  is  two 
billion  dollars  every  year  or  about  twice  the  gross  annual  income 
of  the  Federal  government. 

Over  and  over  again  has  the  medical  profession  scientifically 
demonstrated  that  the  evils  of  bad  sanitation — pathogenic  micro- 
organisms bred  in  polluted  drinking  water  and  contamination  of 
our  milk  supply — impure  food  stuffs,  adulterated  drugs  and  medi- 
cines, in  short,  politically  and  commercially  controlled  contagion 
and  infection,  are  largely  responsible  for  this  appalling  misery  and 
loss.  Again  and  again  in  times  past  have  we  called  the  attention 
of  the  country  to  this  deplorable  condition.  Again  and  again  have 
we  urged  upon  the  great  political  parties  the  application  of  the 
proper  remedy,  but  to  no  purpose.  At  last  one  of  our  number 
succeeded  in  stimulating  fruitful  activity.  On  October  7,  1901, 
Major  William  O.  Owen,  a  surgeon  in  our  military  service,  read  a 
paper  entitled  "Preventable  disease  in  the  Army  of  the  United 
States — cause,  effect  and  remedy,"  before  the  Cincinnati  Academy 
of  Medicine.  It  was  published  in  the  Journal  of  the  American  Med- 
ical Association,  October  26,  1901.  Dr.  Owen  considered  the  brief 
period  of  the  Spanish-American  war,  referring  especially  to  the 
nineteen  thousand  cases  of  typhoid  fever  which  developed  in  four 
camps,  Chickamauga,  Alger,  Mead  and  Jacksonville,  resulting  in 
the  death  of  one  thousand  four  hundred  and  sixty  "of  the  finest  young 
men  in  America,"  and  he  pointed  out  with  great  clearness  that 
proper  sanitation  would  have  prevented  that  sickness  and  saved 
those  lives.  It  was  by  this  paper  that  the  great  importance  of  the 
whole  subject  was  forcefully  called  to  the  attention  of  Dr.  Owen's 
brother,  Robert  L.  Owen,  United  States  Senator  from  Oklahoma, 
who  was  moved  thereby  to  introduce  a  bill  in  the  Senate  of  the 
United  States  providing  for  the  establishment  of  a  Federal  Depart- 
ment of  Health  whose  function  should  be  the  scientific  super- 
vision of  the  health  of  our  nation  and  through  it  the  conservation 
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of  the  lives  of  our  citizens.  For  this  and  for  his  determined  exer- 
tions in  the  face  of  a  most  unworthy  opposition  Senator  Owen 
deserves  the  thanks  of  a  grateful  country. 

The  bill  in  its  present  form  provides  for  the  establishment  at 
Washington  of  an  independent  Department  of  Health  with  a 
proper  head  appointed  by  the  President,  by  and  with  the  advice  of 
the  Senate,  at  a  salary  of  six  thousand  dollars  per  annum,  and  with 
tenure  of  office  for  six  years  unless  sooner  removed  for  cause.  To 
this  Department  are  to  be  transferred  from  the  Treasury  Depart- 
ment, the  Public  Health  and  Marine  Hospital  Service ;  from  the 
Department  of  Agriculture,  the  Bureau  of  Chemistry ;  from  the 
Department  of  Commerce  and  Labor,  the  Division  of  Vital  Statis- 
tics, Bureau  of  Census.  Thus  it  will  be  seen  that  if  this  measure 
becomes  a  law,  these  scattered  health  agencies  will  be  brought 
together  under  one  great  head,  thus  making  for  economy  and, 
above  all,  for  an  efficiency  impossible  under  present  conditions. 
Take  for  example  the  question  of  vital  statistics.  Professor  Irving 
Fisher,  of  Yale,  says  of  this :  "It  is  a  notorious  and  lamentable 
fact  that  at  present  the  United  States  has  almost  the  worst  informa- 
tion upon  this  subject  of  any  country  in  the  world.  We  do  not 
even  know  what  the  death  rate  of  our  country  is  and  we  know 
practically  nothing  as  to  the  birth  rate.  Vital  statistics  have  been 
well  called  the  bookkeeping  of  health,  and  the  bookkeeping  of 
health  is  just  as  necessary  to  get  health  results  as  the  bookkeeping 
of  business  is  to  get  business  results,  and  this  is  proved  beyond 
doubt  by  the  fact  that  those  countries  which  have  kept  their 
health  books  the  longest  have  been  the  most  successful  in  pro- 
longing the  average  of  human  life  within  their  borders.  One  of 
the  first  results  of  the  reorganization  proposed  in  the  Owen  bill 
will  be  the  increased  facilities  the  Bureau  of  Vital  Statistics  will 
have  for  securing  the  co-operation  of  the  various  states  in  passing 
registration  laws,  and  thus  of  improving  the  character  of  those 
vital  statistics  which  are  the  very  breath  of  life  of  any  department 
concerned  with  the  public  health." 

To  consider  for  a  moment  the  question  of  the  Federal  control 
of  plagues  and  epidemics,  the  people  of  the  United  States  should 
require  no  stronger  proof  that  the  establishment  of  an  independent 
Federal  Board  of  Health  is  absolutely  essential  to  their  protection 
against  contagious  disease  than  the  well  known  fact  that  only  a 
short  time  ago.  in  the  interests  of  commercialism,  the  Treasury 
Department  of  our  country,  now  controlling  the  Public  Health 
and  Marine  Service,  actually  suppressed  the  knowledge  that 
bubonic  plague  existed  in  San  Francisco.  In  this  instance  the 
attempt  of  the  Public  Health  and  Marine  Service  to  prevent  the 
spread  of  a  loathsome  and  fatal  contagious  disease  and  to  tell  the 
people  the  whole  truth  as  to  its  existence  in  this  country,  was 
thwarted  by  the  financial  interests  of  California  which  succeeded 
in  getting  the  ear  of  the  Secretary  of  the  Treasury.  Thus  it  will 
be  seen  that  to  be  effective,  a  Health  Service  must  be  a  depart- 
ment by  itself,  entirely  independent  of  other  departments  with 
whose  interests  it  is  likely  to  clash.  All  this  and  much  more 
tending  to  prove  the  immediate  necessity  for  the  establishment 
of  proper  Federal  health  control,  has  repeatedly  been  called  to 
the  attention  of  the  Senate,  whose  apparent  neglect  of  the  people's 
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interests  has  been  a  source  of  astonishment.  Notwithstanding  the 
urgency  of  the  case ;  notwithstanding  Senator  Owen's  straight- 
forward and  masterly  presentation  of  the  appalling  facts ;  not- 
withstanding its  advocacy  by  the  Committee  of  One  Hundred  on 
"National  Health  in  its  relation  to  National  Vitality" — a  repre- 
sentative committee  selected  from  the  most  learned,  scientific,  and 
philanthropic  men  of  the  nation;  notwithstanding  its  enthusiastic 
support  by  the  American  Medical  Association  composed  of  35,000 
American  physicians  and  surgeons,  many  of  whom  rank  among 
the  ablest  in  the  wrorld ;  notwithstanding  the  sympathy  of  the 
President  of  the  United  States  and  of  his  immediate  predecessor, 
the  support  of  the  governors  of  many  states,  the  endorsement  of 
its  proposals  by  the  health  officers  of  practically  every  state  in 
the  Union,  and  by  215  organizations — medical,  hygienic,  scientific, 
labor  and  agricultural ;  in  spite  of  all  this,  the  Owen  Bill  has 
failed  to  become  a  law.  Indeed  it  has  only  recently  been  favorably 
reported  by  the  Committee  on  Public  Health  and  is  now  awaiting 
the  final  action  of  the  Senate. 

It  is  almost  unbelievable  that  years  have  passed  in  bringing  to 
this  preliminary  stage  so  important  a  measure ;  it  is  almost  incon- 
ceivable that  a  representative  government  could  thus  seemingly 
disregard  the  high  duty  of  conserving  the  lives  of  its  people;  it 
seems  unthinkable  that  any  legislation  should  have  been  given 
precedence  over  a  measure  to  establish  a  Federal  Department  of 
Health  when  it  is  conceded  that  such  a  department  would  mean 
pure  food,  pure  water,  pure  medicine,  the  proper  control  of  plagues 
and  epidemics,  the  scientific  study  of  communicable  diseases, 
investigation  into  the  cause  of  vascular  and  other  degenerative 
changes  resulting  in  premature  age,  biological  research,  the  proper 
keeping  of  statistics,  in  short,  the  advancement  of  all  branches  of 
medical  science  and  through  it  the  improvement  of  the  health  and 
the  increase  of  the  material  wealth  of  our  country,  and  within  a 
generation,  the  prolonging  of  the  average  human  life  in  the  United 
States  fourteen  years.  It  is  indeed  most  lamentable  that  the  sug- 
gestion has  been  made  that  had  there  been  the  question  of  a  large 
appropriation  that  would  occasion  the  dispensing  of  extensive 
patronage,  the  Owen  bill  would  long  since  have  become  a  law; 
but  such  interpretations  of  a  seeming  indifference  only  go  to  prove 
the  grave  concern  of  a  vitally  interested  public.  It  may  be  urged 
in  explanation  of  the  delay  that  at  first  this  popular  demand  for  a 
National  Health  Department  was  lacking  while,  on  the  other  hand, 
there  was  active  opposition ;  but  now  that  the  source  of  that  oppo- 
sition has  been  exposed — the  commercial  interests  of  patent  medi- 
cine manufacturers,  sellers  and  advertisers,  quack  healers,  and 
Christian  Science — now  that  the  reputable  newspapers  are  unani- 
mous in  advocating  the  project,  now  that  the  great  political  parties 
have  declared  for  it,  now  that  the  voice  of  the  people  is  unmistak- 
able, there  should  be  no  further  delay.  The  Senate  of  the  United 
States  and,  in  its  turn,  the  House  of  Representatives  can  surely  be 
trusted  to  recognize  this  great  opportunity,  an  opportunity  which 
is  at  the  same  time  a  duty  so  imperative  that  failure  to  perform  it 
would  be  difficult  of  explanation. 

William  J.  Cruikshank. 
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THE  NEW  STERILIZATION  LAW. 

THE  new  law  under  which  we  have  begun  to  attempt  to  lessen  the 
number  of  feeble-minded  and  degenerate  in  the  future  is  not  so 
radical  as  it  seems,  for  about  thirteen-fifteenths  of  these  classes 
are  at  large,  according  to  the  Board  of  Analysis  and  Investigation,  in 
New  York  State.  These  defectives  can  be  dealt  with  only  when  seques- 
tered. The  Board  has  estimated  that  there  are  26,000  feeble-minded 
persons  at  large.  How  effective  the  law  will  prove  to  be  is  extremely 
problematical.  It  is  doubtful  if  the  problem  can  ever  be  dealt  with 
radically.   We  may  have  begun  too  late. 

The  public  and  private  charities  inspected  by  the  State  Board  of 
Charities  expend  about  $24,000,000  annually,  and  this  is  increasing  at 
the  rate  of  a  million  dollars  every  year.  There  can  be  no  doubt  as  to 
the  hereditary  character  of  much  of  the  pauperism  by  which  we  are 
afflicted.  Until  now  our  defectives  have  been  multiplying  almost  at 
will,  and  it  is  a  well  known  fact  that  the  feeble-minded  are  very  pro- 
lific. Then  we  have  to  take  into  consideration  the  influx  of  potential 
dependents  from  foreign  countries,  to  whom  we  are  so  hospitable. 
They  seem  to  be  partial  to  the  State  Hospitals. 

The  new  law  is  an  excellent  measure  as  far  as  it  goes  but  it  can 
control  but  an  inconsiderable  part  of  the  degenerate  population. 

Arthur  C.  Jacobson. 

THE  INTEGRATION  OF  THE  MEDICAL  PROFESSION. 

CONTENTMENT  is  often  a  phase  of  stagnation.  Trouble- 
some times  are  usually  the  prelude  of  a  better  order  of  things. 
Social  unrest,  agitation  and  dissatisfaction  are  the 
"growing  pains"  of  the  body  politic.  If  the  waters  of  the  medical 
pool  are  troubled,  it  is  an  evidence  of  life.  The  strong  reaction  of 
the  profession  to  the  irritation  of  criticism  is  a  proof  that  within  the 
organism  itself  resides  the  means  of  cure.  To  mention  such  evils 
as  the  "division  of  fees/'  "lodge  practice,"  "contract  practice," 
"Health  Board,  hospital  and  dispensary  abuses,"  is  only  to  ac- 
centuate the  obvious.  Their  extensive  exploitation  in  the  medical 
and  lay  press,  the  futile  denunciation,  and  the  failure  to  suggest 
a  remedy  is  but  an  evidence  that  the  cheapest  commodity  in  the 
intellectual  market  is  destructive  criticism.  It  may  not  be  inept 
therefore  to  offer  a  constructive  suggestion ;  even  though  it  be  vis- 
ionary, it  may  not  be  wholly  worthless,  for  dreams  sometimes  come 
true. 

It  is  fair  to  state  that  there  is  not  a  single  abuse  that  is  not 
due  to  some  structural  weakness  in  the  profession  itself.  Altruism, 
the  glory  of  the  medical  profession,  will  never  cease  to  actuate  its 
endeavors ;  but  altruism  has  been  overdone,  it  has  pauperized  both 
the  community  and  the  profession. 

Misdirected  altruism  must  not  be  mistaken  for  true  philan- 
thropy, for  it  only  increases  the  evil  it  seeks  to  correct.  It  feeds  a 
thankless  brood,  while  its  own  children  go  hungry.  The  profes- 
sion itself  must  be  solvent  before  it  can  with  honor  dispense  its 
charities.  It  is  fair  also  to  state  that  there  is  not  a  single  abuse  that 
cannot  be  corrected  by  the  medical  profession  itself.  It  is  obvious, 
for  example,  that  no  dispensary  abuse  would  long  exist  if  the  doc- 
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tors  refused  to  attend  a  dispensary  where  abuses  do  exist.  The 
remedy  resides  within  the  affected  organism.  The  profession  pos- 
sesses the  means  to  correct  the  abuses  from  which  it  suffers  if  only 
the  issues  are  fairly  and  squarely  met,  and  if  there  is  sufficient  loy- 
alty to  guarantee  effective  organization.  When  criticism  is  directed 
toward  the  medical  profession  or  the  subject  of  medical  abuses  is 
raised,  the  issue  is  too  often  evaded  by  running  to  cover  behind 
the  phantom  bulwark  of  "medical  ethics,"  as  if  the  profession  were 
superior  to  economic  conditions,  or  unaffected  by  the  law  of  sup- 
ply and  demand. 

Medical  ethics  is  only  the  golden  rule  crystallized  into  pro- 
fessional conduct.  It  does  not  imply  self  immolation,  emascula- 
tion or  the  dethronement  of  professional  dignity. 

The  medical  profession  is  confronted  with  medico-economic 
problems  worthy  of  profound  consideration,  and  the  highest  order 
of  constructive  ability.  Their  solution  is  possible  only  through  ef- 
ficient organization ;  and  efficient  organization  must  imply  the  uni- 
fication of  the  entire  medical  profession  without  regard  to  the  par- 
ticular school  of  practice. 

Witness  several  chambers  of  commerce  or  several  bar  associa- 
tions, each  the  adherents  of  a  separate  cult,  trying  to  advance  their 
cult  instead  of  the  larger  interests  for  which  they  stand.  Their 
strength  and  dignity  lies  in  the  fact  that  they  are  united  for  a  sin- 
gle purpose,  and  thus  their  suggestions  are  received  with  due  con- 
sideration by  the  public,  and  their  backing  carries  due  weight  with 
legislators. 

The  first  step,  therefore,  in  the  solution  of  medico-economic 
problems  is  a  united  medical  profession  organized  for  the  distinct 
purpose  of  studying  these  problems. 

A  step  in  this  direction  has  already  been  taken.  Dr.  E.  Elliot 
Harris,  of  New  York,  has  promulgated  a  plan  of  organization 
which  should  receive  the  serious  consideration  of  the  entire  medi- 
cal profession.  This  plan  will  be  tried  out  in  selected  senatorial 
districts  in  the  boroughs  of  Manhattan  and  Brooklyn,  and  if  it 
meets  with  favor  it  will  be  extended  throughout  the  state. 

Dr.  Harris  proposes  to  establish  a  society  of  duly  licensed  phy- 
sicians without  regard  to  their  designated  school  of  practice,  to  be 
known  as  "The  United  Medical  Societies  of  the  State  of  New  York." 
The  purposes  of  this  society  as  defined  by  Dr.  Harris  are : 

First:  "The  enlightenment  and  direction  of  public  opinion  in 
regard  to  all  economic  matters  in  which  the  medical  profession  is 
concerned." 

Second :  "The  maintenance  of  a  high,  uniform  standard  of 
medical  education  for  all  licensed  physicians,  for  the  protection  of 
the  public  health,  and  for  the  proper  care  of  the  sick  and  injured." 

Third :  "The  betterment  of  the  economic  condition  of  the 
practicing  physician." 

Fourth  :  "To  assist  in  the  enactment  and  enforcement  of  the 
medical  and  pure  food  laws." 

Fifth :  "The  furtherance  of  the  economic  interests  of  the 
medical  profession  of  the  United  States  by  friendly  co-operation 
between  the  states." 

The  plan  of  organization  contemplates  the  establishment  of 
local  societies  representing  senatorial  districts,  the  local  societies 
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sending  delegates  to  the  general  assembly.  There  will  be  a  central 
office  in  New  York  City  in  charge  of  a  salaried  executive  officer 
whose  duty  it  will  be  to  visit  and  organize  local  societies,  receive 
reports,  and  take  under  advisement  the  various  medico-economic 
problems  which  confront  the  local  societies. 

All  this  is  to  be  done  at  a  moderate  cost  to  the  individual 
member — dues  are  not  to  exceed  five  dollars  per  annum. 

It  is  obvious  that  the  success  of  such  an  organization  depends 
upon  the  unanimity  of  sentiment  behind  it.  It  is  probable  that  in 
the  near  future  a  referendum  vote  will  be  taken  in  one  or  more 
senatorial  districts  to  test  the  sentiment  on  this  proposition. 

Can  the  medical  profession  be  united  into  a  society  for  the 
study  of  medico-economic  problems? 

Is  the  organization  proposed  the  best  means  for  a  forward 
movement,  or  is  there  a  better  way? 

It's  worth  thinking  over. 

William  Francis  Campbell. 


BROOKLYN'S  PART  IN  THE  CLINICAL  CONGRESS  OF 
SURGEONS  IN  NOVEMBER. 

IN  the  April  number  of  the  Long  Island  Medical  Journal  we 
drew  attention  to  the  tendency  to  make  the  meetings  of  medical 
associations  less  matters  of  talk  and  description  and  increasingly 
affairs  of  illustration  and  demonstration;  to  say  less  about  how  things 
should  be  done  and  to  show  more  the  way  they  are  done. 

The  most  striking  example  of  this  tendency  was  the  organization 
of  the  Clinical  Congress  of  the  Surgeons  of  North  America  in  Chicago 
two  years  ago.  Undertaken  with  the  hesitation  that  attends  all  experi- 
ments, its  unquestioned  success  justified  its  second  convening  in  Phila- 
delphia last  autumn.  Here  again  the  large  attendance  and  general 
enthusiasm  led  to  the  demand  for  a  third  gathering — that  planned  for 
the  second  week  of  next  November  (nth-i6th)  in  the  Greater  New 
York. 

The  prompt  response  on  the  part  of  the  hospitals  to  participate  in 
the  program  has  resulted  in  a  schedule  which  one  committee  man 
describes  as  "appalling,"  but  which  from  every  point  of  view  must  be 
regarded  as  a  striking  evidence  of  interest. 

Beside  the  inspiration  which  may  be  counted  on  as  the  outcome  of 
an  assembly  of  many  men  of  like  attainments,  zeal,  and  devotion, 
the  making  and  publishing  of  so  extensive  a  program  serves  to  chal- 
lenge the  notice  and  admiration  of  those  grown  listless  through  inat- 
tention and  those  who  have  absent-mindedly  taken  things  for  granted. 
Many  Brooklyn  men  will  be  both  astonished  and  proud  to  see  the 
splendid  showing  of  the  Brooklyn  hospitals  in  this  program.  Here 
is  an  array  of  23  hospitals  and  134  men  each  prepared  to  share  the 
responsibility  of  making  the  Congress  a  success. 

The  Brooklyn  clinics  will  be  held  at  the  following  hospitals :  The 
Brooklyn,  Brooklyn  Eye  and  Ear,  Coney  Island,  Cumberland  Street, 
German,  Hoagland  Laboratory,  Holy  Family,  Jewish,  Kings  County, 
Long  Island  College,  Methodist  Episcopal,  Midwood,  Norwegian,  Pil- 
cher,  Prospect  Heights,  St.  Catherine's,  St.  John's,  St.  Mary's,  St. 
Peters,  Samaritan,  Swedish,  Trinity,  Williamsburgh.  The  program 
includes  80  surgical  operations  and  clinics;  48  obstetrical  and  gyne- 
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cological ;  15  genito-urinary ;  29  eye  and  ear;  13  nose  and  throat;  four 
orthopedic.  There  are  four  X-ray  clinics;  one  syphilis  and  cancer, 
and  four  pathological  laboratory  exhibits. 

Every  practitioner  on  Long  Island  will  receive  a  circular  giving 
a  complete  program  of  the  meetings  in  ample  time  before  the  meeting, 
and  all  are  cordially  invited  to  attend.  Special  tickets  will  be  issued 
to  the  smaller  amphitheaters  and  operating  rooms.  Maps  and  full 
directions  for  reaching  institutions  will  be  printed  as  well  as  lists 
grouped  by  specialists.  The  headquarters  will  be  the  Waldorf- 
Astoria,  and  all  the  evening  meetings  will  be  held  there,  except  one 
in  Brooklyn,  probably  at  the  Academy  of  Music,  because  of  its 
proximity  to  the  subway.  Robert  L.  Dickinson. 


RECENTLY  we  have  witnessed  an  encroachment  upon  medical 
practice  which  has  mildly  astonished  us.  We  refer  to  the  em- 
ployment of  nurses  to  act  as  physicians  and  in  place  of  physi- 
cians on  the  part  of  the  Department  of  Health.  We  are  rapidly  reach- 
ing the  point  where  nothing  will  astonish  us. 

The  use  of  nurses  in  this  manner  is  practically  a  violation  of  the 
Medical  Practice  Act.  But  the  attitude  of  the  authorities  is  not  one  of 
"Well,  what  are  you  going  to  do  about  it,"  because  no  one  feels  obliged 
to  assume  that  the  medical  profession  is  very  keen  about  its  own  inter- 
ests. Of  course  it  is  known  that  we  will  not  do  anything  effective 
about  it. 

If  the  medical  profession  were  the  powerful  body  it  ought  to  be, 
and  could  be,  bureaucrats  would  not  dare  to  subject  us  to  contumely 
of  any  kind. 

We  are  sound  asleep  if  we  fancy  that  this  act  of  the  Health  De- 
partment is  the  last  imposition  that  we  will  suffer. 

In  our  zeal  for  prophylaxis  we  ought  to  take  some  steps  by  way  of 
anticipation  of  future  acts  of  usurpation.  Our  professional  maladies 
are  threatening  to  advance  and  our  powers  of  resistance  are  in  sore 
need  of  some  sort  of  vaccine  treatment. 


HOW  THE  USEFULNESS  OF  THE  BROOKLYN  SURGICAL 
SOCIETY  MAY  BE  INCREASED. 

f  I  r  HE  Brooklyn  Surgical  Society  has  completed  another  year 


of  its  existence,  which  year  has  differed  in  no  marked  respect 


from  many  of  its  predecessors.  The  meetings  were  live  and  active 
and  an  abundance  of  good  material  was  presented.  The  surgical  re- 
ports were  of  a  high  order — many  of  them  dealing  with  upper  abdom- 
inal conditions  which  hitherto  were  rarities — but  the  question  arises, 
is  the  Brooklyn  Surgical  Society  performing  its  whole  duty?  And 
if  it  is  not,  should  we  be  satisfied  to  proceed  in  the  future  as  we  have 
in  the  past,  unmindful  of  the  fact  that  we  may  be  missing  both  an  op- 
portunity for  ourselves  and  the  performance  of  a  duty  to  the  rest  of 
the  profession  and  possibly  the  public? 

The  day  of  the  long  surgical  thesis  is  on  the  wane,  and  the  pres- 
ent demand  is  for  more  truly  clinical  meetings  where  we  may  see  not 
alone  the  surgeon  but  the  surgeon  at  work  and  the  result  of  his  opera- 
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tion.  A  study  of  the  mediate  and  final  results  of  operative  work  is 
fully  as  important  as  the  observation  of  the  operative  technique.  Thus 
it  is  that  in  the  future  the  Brooklyn  Surgical  Society  should  make 
some  provision  for  holding  clinical  meetings  at  the  hospitals  for  the 
purpose  of  studying  cases  as  well  as  of  witnessing  operations. 

The  chief  duty  which  the  Brooklyn  Surgical  Society  owes  to  the 
profession  and  to  the  public  is  to  disseminate  authoritative  information, 
through  its  published  proceedings,  among  the  general  medical  profes- 
sion in  order  that  the  practitioner  may  recognize  early  and  apply 
prompt  treatment  in  those  common  but  serious  conditions  which  im- 
peratively demand  immediate  surgical  intervention.  To  the  man  who 
has  neither  the  time  nor  the  inclination  to  wade  through  the  immense 
mass  of  current  surgical  literature  there  is  nothing  so  helpful  as  the 
reading  of  the  results  of  a  symposium  by  members  of  a  surgical  so- 
ciety upon  the  subject  of  some  disease  of  frequent  occurrence  in  which 
the  accepted  method  of  successful  treatment  is  surgical. 

During  the  past  winter  the  Chicago  Surgical  Society,  whose  high 
scientific  position  is  everywhere  recognized,  conducted  a  questionnaire 
on  what  some  might  consider  an  obsolete  topic,  t.  e.}  "The  Treatment 
of  Appendicitis."  We  believe  that  the  consensus  of  opinion,  arrived  at 
by  means  of  this  symposium,  was  of  more  value  to  the  Society  and  to 
the  profession  as  a  whole  than  the  published  discovery  of  some  rare 
surgical  disease  and  its  appropriate  treatment. 

In  order  to  deal  with  only  one  phase  of  this  problem,  let  us  briefly 
consider  surgical  diseases  of  the  upper  abdomen.  The  pathology  and 
treatment,  even  the  diagnosis  of  most  of  them  have  been  worked  out 
since  half  the  men  practicing  on  Long  Island  have  gone  forth  from 
their  medical  schools.  The  text-books,  with  the  few  exceptions  of  the 
very  latest,  are  of  no  practical  value  since  most  of  them  were  written 
before  the  true  pathology  of  these  conditions  was  understood  or  the 
treatment  satisfactorily  set  forth.  Furthermore,  in  emphasis  of  the 
value  of  frequent  discussion  of  these  topics  in  society  meetings  and 
subsequent  publication  in  medical  journals,  many  men  read  their  cur- 
rent journals  while  few  refer  to  their  text-books.  While  much  has 
been  done  in  the  last  few  years  to  lower  the  mortality  in  the  acute  dis- 
eases of  the  upper  abdomen,  the  death  rate  in  them  is  still  appallingly 
high.  When  one  surgeon  reports  eight  cases  of  perforating  gastric 
and  duodenal  ulcer  in  one  surgical  service  in  one  hospital,  with  eight 
deaths,  the  question  naturally  arises,  what  is  the  cause  of  this  one 
hundred  per  cent,  mortality?  The  surgeon  knows  what  to  do  with  this 
condition  when  it  presents  itself  to  his  attention,  for  the  operative  tech- 
nique is  clearly  defined  and  well  understood,  but  when  he  is  confronted 
with  a  patient  moribund  from  septic  peritonitis  all  his  efforts  are  fruit- 
less.  These  cases  are  seen  first  by  the  medical  man. 

Have  we  impressed  sufficiently  on  his  mind  that  this  symptom 
complex  means  only  one  thing  and  that,  unrelieved  by  surgery,  the 
final  result  must  always  be  fatal?  Have  we  impressed  on  the  mind 
of  the  general  medical  man  that  it  is  even  unnecessary  for  him  to  make 
a  diagnosis  of  the  surgical  condition?  Isn't  it  true  that  the  first  and 
most  important  thing  for  him  to  recog-nize  is  the  fact  that  he  is  dealing 
with  a  calamity  and  a  condition  in  which  medicine  is  of  no  avail. 

To  consider  some  of  the  other  diseases:  Should  not  the  Surgical 
Society  point  out  that  many  cases  of  gall-stone  disease  may  produce  a 
train  of  invaliding  symptoms  without  the  history  of  a  classical  gall- 
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stone  attack?  Isn't  it  about  time  that  the  physician  should  be  im- 
pressed with  the  fact  that  when  one  waits  for  jaundice  in  his  gall  blad- 
der cases  he  increases  the  risk  of  the  operation  and  decreases  the 
chances  of  a  perfect  functional  cure?  And  again,  isn't  it  about  time 
that  the  profession  should  be  disabused  of  the  idea  that  it  should  wait 
for  the  development  of  a  tumor  in  ''chronic  dyspepsia"  before  seeking 
surgical  aid  in  the  treatment  of  gastric  cancer? 

What  has  been  said  concerning  affections  of  the  upper  abdomen 
might  be  repeated  in  discussions  of  the  handling  of  surgical  conditions 
in  other  portions  of  the  body  but  enough  has  been  said  to  point  out  how 
important  is  the  rule  which  the  general  practitioner  plays  in  acute  sur- 
gical conditions.  It  is  the  duty  of  the  Brooklyn  Surgical  Society  to 
emphasize  how  vitally  important  a  relation  exists  between  the  early 
action  of  the  physician  and  the  final  outcome  in  the  hands  of  the  sur*- 
geon. 

John  A.  Lee. 
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Stated  Meeting,  December  7,  191 1. 

The  President,  Dr.  John  A.  Lee,  in  the  Chair. 

(Continued  from  page  242.) 

Congenital  Stricture  of  the  Intestine. 

Dr.  Earl  H.  Mayne  reported  the  case  of  a  child  three  years  of  age  who 
did  well  as  long  as  she  remained  on  milk  diet. 

At  one  year  she  had  an  attack  of  colitis,  with  fever  for  ten  days,  and 
marked  toxic  symptoms,  nausea  and  vomiting.  Slow  recovery.  A  second 
attack  of  colitis  occurred  in  February,  1910,  less  severe  than  first;  fever  one 
week;  slight  toxic  symptoms,  and  general  health  did  not  suffer  much.  During 
the  spring  and  summer  of  1910  the  child  improved  greatly  and  seemed  quite 
normal.  During  the  latter  part  of  August,  while  in  the  country,  she  was 
taken  with  what  appeared  to  be  intestinal  obstruction  (seen  by  specialist  from 
Albany).  There  was  no  fever  during  the  attack,  but  marked  nausea  and 
vomiting  with  quantity  of  mucous  from  the  bowel.  Recovery  from  this  attack 
was  very  slow,  patient  being  unable  to  walk  for  six  weeks. 

Child  was  well  then  until  April,  191 1,  when  another  attack  of  colitis 
occurred,  fever  lasting  two  weeks,  with  marked  toxemia.  Exhaustion  great 
and  recovery  slow.  In  June  Dr.  Eastmond  took  an  X-Ray  picture  of  her  large 
bowel  and  reported  an  infantile  type  of  sigmoid  with  a  sharp  angulation. 
Patient  remained  well  until  September  6,  191 1,  when  a  very  severe  attack  of 
colitis  occurred,  nausea  and  vomiting  continuous,  fever  from  103  to  106, 
profound  toxemia.    Death  occurred  in  four  days. 

A  post-mortem  was  made  and  the  entire  intestinal  tract  removed.  A 
good  many  strictures  of  the  small  intestine  were  found  with  pronounced 
enlargement  of  the  mesenteric  glands. 

The  acute  angulation  of  the  large  intestine  shown  in  the  radiograph  and 
demonstrated  at  the  post-mortem  was  thought  to  account  for  the  attacks  of 
toxemia. 

Dr.  Paul  M.  Pilcher,  in  discussing  Dr.  Mayne's  report,  said  that  the 
normal  intestine  often  showed  many  anatomical  angulations,  which  were  in 
no  way  pathological.  When,  however,  the  point  of  angulation  became  fixed 
by  some  adhesion,  often  the  passage  of  fecal  matter  through  the  intestine  may 
be  impeded  and  the  condition  becomes  a  pathological  one.  During  the  past  year, 
six  cases  of  such  pathological  angulation  had  come  under  the  care  of  the 
speaker,  and  relief  had  been  secured  by  the  freeing  of  the  adhesion  at  the  point 
of  angulation.  The  diagnosis  of  the  condition  had  been  made  before  from  the 
clinical  symptoms  and  from  the  X-ray  bismuth  picture.  The  results  following 
operation  had  been  universally  good. 

Dr.  Mayne  asked  Dr.  Paul  Pilcher  whether  the  diagnosis  was  made  from 
the  X-Ray  findings  or  from  the  clinical  symptoms.  In  reply  Dr.  Pilcher  said 
that  the  diagnosis  was  suspected  from  the  clinical  symptoms,  but  that  the 
diagnosis  was  confirmed  by  the  X-Ray  findings. 

The  Prevention  and  Treatment  of  Ureteral  Fistula:  With  Report  of  a 

Recent  Case. 

Dr.  Walter  A.  Sherwood  presented  a  paper  with  the  above  title  which 
referred  particularly  to  the  persistent  fistulse  resulting  from  accident  and 
traumatism  in  the  domain  of  pelvic  and  lower  abdominal  surgery.  As  an  out- 
come of  an  increasingly  better  appreciation  of  the  anatomy  and  pathology  of 
the  pelvis  and  its  contained  viscera  together  with  continued  advances  in  oper- 
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ative  technique,  accidental  injuries  of  the  ureter  have  grown  to  be  of  com- 
parative infrequence  .but  it  seems  reasonable  to  assume  that  even  under  the 
most  ideal  conditions  of  knowledge,  experience  and  improved  technique  and 
in  the  hands  of  the  most  dextrous  operators,  this  unfortunate  accident,  although 
theoretically  avoidable,  will  continue  to  happen  in  a  varying  small  proportion 
of  cases  of  pelvic  surgery. 

The  paper  included  a  resume  of  the  anatomy,  etiology,  and  symptoms  of 
this  condition,  together  with  a  classification  of  the  varieties  of  fistulae,  their 
course,  diagnosis  and  treatment. 

As  a  prophylactic  measure  the  writer  recommended  the  routine  practice 
of  ureteral  catheterization  as  a  preliminary  to  operation  in  all  cases  involving 
deep  and  extensive  pelvic  dissection  and  where,  as  the  result  of  a  laterally 
displaced  cervic,  the  normal  position  and  relation  of  the  ureter  is  disturbed. 
This  procedure  in  the  hands  of  a  skilful  cystoscopist  takes  but  a  few  minutes 
of  time  and  serves  during  the  operation  as  a  sure  and  constant  guide  in 
safeguarding  a  duct,  which,  if  injured,  may  result  in  prompt  death  or  the 
establishment  of  a  condition  which  means  chronic  invalidism;  a  condition 
which,  no  matter  how  unavoidable  it  may  seem  to  have  been,  reflects  no  credit 
on  the  surgeon. 

Three  methods  of  treatment  were  discussed: 

First. — Uretero-vesical  implantation.  This  is  the  ideal  operation  and  the 
method  of  natural  selection  in  the  absence  of  renal  infection  and  other  contra- 
indications. 

Second. — Nephrectomy.  This  may  be  adopted  in  the  cases  in  which 
implantation  has  failed,  where  the  kidney  is  the  seat  of  a  bad  infection  and 
where  the  fistulous  opening  is  too  high  to  permit  of  an  anastomosis  with  the 
bladder. 

Third. — Maintenance  of  the  fistula.  By  this  is  meant  the  continuous 
provision  for  drainage,  a  plan  indicated  in  the  cases  in  which  for  any  reason 
one  of  the  other  methods  cannot  be  employed. 

In  reference  to  the  proper  method  of  effecting  an  uretero-vesical  implan- 
tation the  intra  or  trans-peritoneal  route  for  exposing  the  ureter  is  preferable 
to  the  extra-peritoneal  method  in  that  it  gives  much  freer  access  and  exposure 
for  the  necessary  manipulation,  an  advantage  of  sufficient  importance  to  out- 
weigh the  slight  danger  of  infection  which  with  proper  precaution  and  pro- 
vision for  drainage  is  not  of  much  moment. 

In  conjunction  with  these  observations  the  writer  reported  the  case  of  a 
woman,  aged  36,  who  was  referred  by  Dr.  J.  C.  Graham  and  admitted  to  the 
Methodist  Episcopal  Hospital  on  September  4,  191 1,  with  the  following  history. 

Eight  years  previously  she  had  been  subjected  to  an  abdominal  hysterec- 
tomy for  uterine  fibroid.  She  stated  that  ever  since  this  operation,  there  has 
been  a  constant  leakage  of  urine  from  the  vagina  which  she  ascribed  to  a 
lack  of  bladder  control.  Her  general  health  has  gradually  deteriorated,  she 
has  grown  despondent  and  during  the  last  two  years  has  spent  most  of  her 
time  in  bed.  Three  attempts  have  been  made  through  the  vagina  to  control 
the  leakage,  none  of  which  were  successful.  On  entering  the  hospital  she 
complained  of  local  discomfort,  fever,  prostration  and  difficult  urination. 

With  evidence  furnished  by  the  cystoscope  and  ureteral  catheter  in  the 
hands  of  Dr.  Roger  Durham,  the  left  ureter  was  found  to  be  the  site  of  a 
fistulous  opening  about  one  inch  above  its  bladder  orifice. 

On  September  27th,  after  preliminary  passage  of  a  catheter  into  the  right 
ureter,  to  serve  as  a  guide,  a  satisfactory  uretero-vesical  implantation  was 
effected  by  the  intra  or  transperitoneal  route.  The  patient  made  a  good 
recovery.  There  was  never  any  further  leakage  of  urine.  At  the  end  of  three 
weeks  the  patient  was  gaining  rapidly  in  health  and  strength.  No  difficulty 
was  experienced  in  holding  the  urine  for  six  hours  and  voiding  it  without  pain. 

At  the  time  of  the  patient's  discharge  from  the  hospital  (October  29th), 
a  cystoscopic  examination  showed  a  normal  function  of  the  left  kidney  and 
newly  made  ureteral  orifice  which  could  be  plainly  demonstrated  in  a  retracted 
portion  of  the  posterior  wall  of  the  bladder  above  and  median  to  the  old 
orifice. 

The  steps  of  the  operation  were  illustrated  with  crayon  drawings. 

Dr.  J.  D.  Sullivan,  in  discussing  Dr.  Sherwood's  paper,  cited  the  case 
of  a  woman  who  came  under  his  observation  suffering  from  cancer  of  the 
uterus.  The  disease  was  far  advanced  and  it  was  thought  that  the  ureters 
might  be  injured,  so  that  they  were  catheterized  before  the  operation,  and  the 
catheters  left  in  place.  Only  one  ureter  catheter  could  be  passed  above  the  true 
pelvis.    During  the  operation  he  did  not   recognize  the  ureters.    He  asked 
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whether  there  were  others  who  had  done  this  and  v/hether  it  would  not  be  a 
good  precaution  as  a  routine  where  hysterectomy  is  to  be  done  for  malignant 
disease.  He  cited  another  case  in  which  injury  had  been  done  to  the  ureter 
and  a  pelvic  abscess  formed  as  the  result.  The  wound  in  the  ureter  healed  after 
operation. 

Dr.  Paul  M.  Pilcher,  in  discussing  Dr.  Sherwood's  paper,  spoke  of  the 
occurrence  and  prevention  of  these  conditions.  Second,  the  proper  methods  of 
diagnosis  for  the  determination  of  the  starting  point  of  a  ureteral  fistula. 
Third,  the  indications  for  treatment,  and  fourth,  the  results  obtained  by  various 
methods  of  treatment. 

The  question  of  prevention  of  injury  to  the  ureter  is  a  complex  one,  and 
cannot  be  dealt  with  at  the  present  time,  exceot  to  say  that  in  all  cases  of 
carcinoma  involving  the  cervix  uteri,  there  is  considerable  danger  of  wounding 
the  ureter,  inasmuch  as  the  growth  often  extends  out  into  the  broad  ligament, 
distorting  the  normal  anatomical  relation,  sometimes  by  pulling  the  ureter  in 
toward  the  cervix,  and  in  other  conditions,  removing  it  further  from  the  cervix. 

In  many  cases  it  is  impossible  to  make  a  sufficiently  wide  dissection  to 
recognize  the  ureter  without  the  aid  of  a  ureter  catheter,  and  it  is  recommended 
in  all  cases  of  cancer  of  the  cervix,  that  the  ureter  be  catheterized  before 
operation  and  the  catheter  left  in  place. 

The  diagnosis  of  the  extent  of  a  ureteral  fistula  is  made  by  combined 
cystoscopic  and  vaginal  examination.  A  catheter  entered  into  the  ureter  will 
pass  easily  as  far  as  the  point  of  the  injury.  Usually  it  will  meet  the  obstruc- 
tion at  this  point  due  to  cicatricial  contraction.  The  patient  will  almost  always 
experience  pain  when  the  catheter  reaches  that  point  in  the  ureter.  If  the 
opening  in  the  ureter  is  large  enough  the  catheter  may  pass  into  the  fistulous 
tract,  but  this  is  exceptional. 

Indications  for  Treatment. — If  the  uretero-vaginal  fistula  starts  at  the 
uretero-vesical  junction,  in  the  absence  of  infection  of  the  kidney,  the  opening 
into  the  vagina  may  be  located  and  its  closure  stimulated  by  using  the  actual 
or  electric  cautery.  If  the  ureter  defect  is  higher  up  along  the  pelvic  portion 
of  the  ureter,  it  is  useless  to  try  any  vaginal  application;  the  strictest  toilet  of 
the  vagina  should  be  practiced  in  order  to  avoid  infection  of  the  kidney.  The 
propriety  of  exposing  the  proximal  end  of  the  severed  ureter  and  implanting 
it  into  the  summit  of  the  bladder  by  means  of  a  suitable  abdominal  incision 
must  be  considered.  If  infection  of  the  kidney  is  present,  with  long  continued 
temperature,  nephrectomy  is  indicated,  if  the  second  kidney  is  functionating 
normally. 

If  it  is  known  that  the  defect  in  the  ureter  is  some  distance  from  the 
bladder,  it  is  usually  impossible  to  do  a  uretero-cystostomy.  Such  a  condition 
presented  itself  in  the  following  case. 

A  patient  was  referred  to  me  for  examination,  by  Dr.  John  O.  Polak. 
An  extensive  hysterectomy  had  been  performed  and  there  resulted  a  uretero- 
vaginal  urinary  fistula.  She  was  passing  normal  urine  from  her  bladder. 
Her  general  condition  was  poor  and  she  was  suffering  from  a  mild  degree  of 
sepsis.  An  examination  of  the  bladder  was  made  and  a  ureter  catheter  showed 
the  injury  to  the  ureter  to  be  situated  9  cm.  from  the  ureter  ostium.  I  made 
a  diagnosis  of  uretero-vaginal  fistula,  originating  9  cm.  from  the  ureter  ostium, 
together  with  a  suppurative  pyelonephritis  to  the  corresponding  kidney,  and 
advised  removal  of  the  kidney  without  any  attempt  to  make  a  ureterostomy. 
The  reasoning  in  this  case  was  that  the  injury  was  so  far  from  the  bladder 
that  it  would  not  have  been  possible  to  bring  the  ureter  to  the  summit  of  the 
bladder  and  keep  it  there.  Secondly,  it  was  very  evident  that  the  correspond- 
ing kidney  was  the  subject  of  an  ascending  infection  severe  enough  to  cause 
general  symptoms,  and  therefore  even  if  a  ureterostomy  were  successful,  the 
disease  of  the  kidney  would  probably  cause  the  death  of  the  patient.  The  kidney 
was  removed  by  Dr.  Polak,  and  the  patient  made  an  uneventful  recovery. 

I  have  reports  of  two  personal  cases  of  uretero-vaginal  fistula  which 
closed,  one  spontaneously  after  a  number  of  years,  and  another  which  closed 
spontaneously  after  a  plastic  vaginal  operation  had  seemingly  failed  of  its 
object.  In  another  case  of  persistent  uretero-vaginal  fistula,  referred  to  me 
by  the  late  Dr  Sewell  Matheson,  in  which  symptoms  of  infection  of  the  kidney 
were  well  marked,  and  the  kidney  removed,  we  found  the  kidney  converted 
into  a  pus  sac.  This  operation  was  done  a  number  of  months  after  the 
original  operation.  In  another  case,  our  own,  in  which  an  entire  section  of 
the  ureter  was  removed  and  a  very  extensive  dissection  was  done  in  order  to 
extricate  a  uterus  bound  down  by  dense  adhesions  in  the  pelvis  and  containing 
a  very  extensive  cancerous  growth  of  the  cervix,  there  resulted  a  urinary 
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fistula.  It  was  known  that  a  ureterostomy  in  this  case  was  not  feasible  and 
the  question  of  removing  the  kidney  was  considered,  but  the  extent  of  the 
original  growth,  for  which  the  operation  was  done,  was  such  that  we  decided 
to  await  further  developments.  On  December  21,  1910,  nine  months  after  the 
original  operation,  the  patient  reported  that  she  had  gained  thirty  pounds  in 
weight,  and  that  the  urinary  discharge  was  improved  "quite  some."  On  Febru- 
ary 16,  191 1,  ten  and  a  half  months  after  the  operation,  the  patient  was  found 
to  be  in  excellent  general  health,  and  had  gained  thirty  pounds  in  weight. 
There  was  no  urinary  leakage  from  the  vagina  during  the  day,  but  when 
lying  down  at  night  a  slight  urinary  discharge  from  the  vagina  was  noticeable, 
which  was  entirely  taken  up  by  a  napkin  then  worn.  A  digital  examination 
per  vaginum  revealed  no  induration  in  the  pelvic  tissue,  and  there  is  yet  no 
sign  of  recurrence  of  the  cervical  carcinoma.  In  this  case,  judged  at  the  time 
of  operation,  we  felt  sure  that  the  patient  would  either  die  quickly  from  a 
recurrence  of  the  disease  with  no  remission  of  the  urinary  leakage,  or  else  the 
kidney  would  become  infected  from  the  vagina  and  necessitate  its  removal. 
The  result  has  been  most  gratifying  and  unexpected. 

One  of  the  most  important  questions  which  arises  in  discussing  this 
subject,  is  what  shall  we  do  with  a  ureter  which  has  been  cut  during  operation 
in  the  pelvis  and  has  been  recognized  before  the  wound  has  been  closed?  If 
the  patient  is  in  a  bad  condition,  it  would  be  better  to  drain  the  ureter  into 
the  vagina  and  do  an  implantation  into  the  bladder  at  a  later  date.  If  the 
patient  can  stand  further  operative  work  an  immediate  ureterocystostomy 
should  be  done, — preferably  by  opening  the  bladder,  drawing  the  ureter  through 
a  separate  stab  wound  in  the  bladder,  fastening  the  split  ends  of  the  ureter  to 
the  interior  of  the  bladder,  and  closing  the  incision  into  the  bladder  by  two 
layers  of  suture,  and  attaching  the  peritoneum  covering  the  ureter  to  the 
peritoneum  covering  the  bladder.  These  sutures  should  be  of  silk.  The  entire 
operation  can  be  done  very  quickly. 

If  we  have  a  case  where  the  wound  in  the  ureter  is  situated  at  some 
distance  from  the  ureter  ostium  and  there  are  no  symptoms  of  infection  of  the 
kidney,  it  would  be  better  to  wait  for  nature  to  provide  for  the  condition, 
providing  the  patient's  life  is  not  made  too  uncomfortable  by  the  urinary 
leakage. 

If  the  opening  in  the  ureter  is  situated  near  the  uretero-vesical  junction 
and  the  urinary  leakage  is  not  decreased  materially  within  a  year  after  the 
operation,  a  ureterocystostomy  is  indicated.  If  the  symptoms  of  pyelo- 
nephritis develop  in  the  kidney  corresponding  to  a  ureter  which  has  formed 
an  extravesical  outlet,  nephrectomy  should  be  done  without  attempt  at  ureter- 
ostomy. 

The  question  always  arises  as  to  the  successful  outcome  of  a  uretero- 
cystostomy. I  have  only  been  privileged  to  examine  the  bladder  in  one  case 
in  which  the  ureter  had  been  implanted,  and  I  found  in  this  case  that  there 
was  no  urine  entering  the  bladder,  although  the  ureter  had  not  drawn  away 
from  the  bladder.  It  is  possible  then  that  in  some  of  these  cases  which  are 
reported  successful,  that  although  the  uretero-vaginal  fistula  is  cured,  still  the 
kidney  does  not  functionate,  due  to  a  closure  of  the  ureter.  That  this  takes 
place  has  been  abundantly  demonstrated  by  animal  experimentation.  When 
the  cut  end  of  the  ureter  is  allowed  to  drain  into  the  peritoneal  cavity  of  an 
animal,  the  end  of  the  ureter  becomes  occluded  in  from  24  to  60  hours. 

Dr.  Russell  S.  Fowler  said  he  had  been  unfortunate  enough  to  have  a 
few  of  these  cases.  The  complication  has  occurred  in  extensive  hysterectomies 
for  malignant  disease,  generally  appearing  from  seven  to  ten  days  after  opera- 
tion with  a  fistula  through  the  vagina  which,  under  careful  packing  and  asepsis, 
has  closed,  except  in  one  case  in  which  it  was  necessary  to  shave  the  left 
ureter  very  closely  and  in  so  doing,  it  was  injured.  A  few  days  following 
operation  urine  came  through  the  vagina.  This  case  was  cystoscoped  by  Dr. 
Burton  Harris  and  it  was  found  that  the  left  ureter  was  obstructed  one  inch 
above  the  uretero-vesical  orifice.  After  some  months  of  palliative  treatment 
laparotomy  was  done  and  the  left  ureter  dissected  out  of  a  mass  of  scar  tissue, 
not  cancerous  tissue.  The  bladder  was  opened  by  a  U-shaped  incision  to  the 
left  and  below  the  fundus.  The  ureter  was  sewed  to  this  flap  and  inserted 
into  the  bladder.  A  catheter  was  put  into  the  left  ureter  and  left  in  place. 
The  wound  in  the  bladder  was  closed  with  catgut  and  catgut  was  used  in 
suturing  into  the  bladder.  The  patient  made  an  uninterrupted  recovery  and 
has  remained  cured. 

Dr.  Burton  Harris  said  that  while  cystoscopy  in  such  cases  presents  but 
the  simplest  problem,  yet  there  are  at  times  misleading  features.  Cicatricial 
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tissue  in  the  pelvic  adnexa  or  certain  other  factors  may  make  it  quite  impossible 
to  pass  even  the  finest  filiform  into  either  ureter.  In  two  such  cases  chromo- 
cystoscopy  after  the  hypodermatic  injection  of  indigo-carmin  showed  a  normally 
functionating  ureter  on  one  side,  with  partial  or  total  absence  of  swirls  from 
the  opposite  orifice.  In  both  cases  the  colored  urine  made  it  very  easy  to 
locate  the  fistula  per  vaginum.  Ureteral  meatoscopy  without  the  previous 
injection  of  indigo-carmin  is  not  to  be  relied  upon. 

The  use  of  an  indwelling  ureter  catheter  in  the  operation  for  uretero- 
vesical implantation,  would  seem  to  be  rather  an  important  part  of  the  technique. 
It  better  insures  the  patency  of  the  ureteral  lumen  during  the  suturing  and 
provides  drainage. 


TRANSACTIONS    OF    THE    BROOKLYN  SURGICAL 

SOCIETY. 

Stated  Meeting,  January  4,  1912. 

The  President,  John  A.  Lee,  M.D.,  in  the  chair. 

Hematoma  of  the  Abdominal  Wall. 

Dr.  George  I.  Miller  reported  a  case  of  hematoma  of  the  abdominal  wall 
occurring  in  a  patient  fifty-four  years  of  age,  who  experienced  a  sharp  pain  in 
the  region  of  the  umbilicus  during  a  period  of  coughing.  There  was  no  shock. 
Two  days  later  a  tumor  mass  was  appreciable  below  the  umbilicus,  which  resem- 
bled very  markedly  an  intra-abdominal  mass.  The  mass  was  incised  and  a 
large  hematoma  was  found  between  the  posterior  wall  of  the  rectus  muscle  and 
the  peritoneum. 

Fibroma  of  the  Abdominal  Wall. 

A  patient  twenty-four  years  of  age  presented  herself  to  Dr.  George  I. 
Miller  with  a  tumor  in  the  abdominal  wall  to  the  right  of  the  umbilicus.  It 
first  appeared  as  a  small,  hard,  smooth  nodule.  This  increased  gradually  and 
has  not  caused  her  any  pain.  During  the  last  two  or  three  months  it  has  grown 
much  larger.  Examination  revealed  it  to  be  deeply  attached  to  the  underlying 
tissue.  An  operation  was  done  by  Dr.  Miller  and  the  mass  was  found  to  be 
firmly  attached  to  the  sheath  of  the  rectus.  It  was  cut  away  and  removed. 
The  tumor  proved  to  be  a  fibroma. 

A  second  case  was  met  with  in  a  patient  thirty-five  years  of  age.  The 
growth  appeared  on  the  right  side  about  the  level  of  the  umbilicus.  It  had  been 
painless  and  had  caused  no  discomfort.  An  incision  was  made  through  it  and 
it  was  easily  removed.    The  pathological  report  proved  it  to  be  a  fibroma. 

Dr.  M.  Figueira  said  that  tumors  of  the  abdominal  wall  are  of  no  special 
importance  in  themselves.  Their  importance  is  due  to  the  relation  they  may 
bear  to  the  contents  of  the  abdominal  cavity.  If,  in  a  given  tumor  of  the 
abdominal  wall,  one  could  be  sure  that  there  was  no  encroachment  on  the  con- 
tents of  the  abdominal  cavity  or  the  tumor  was  not  in  the  abdominal  cavity,  the 
tumor  itself  would  not  have  any  significance.  In  one  of  the  reported  cases 
there  was  a  question  as  to  whether  it  was  a  fibroma  of  the  uterus  or  a  tumor 
of  the  abdominal  wall  or  an  ovarian  cyst.  How  anyone  could  fail  to  differen- 
tiate between  a  tumor  of  the  abdominal  wall  and  a  uterine  fibroid  or  an  ovarian 
cyst  was  beyond  Dr.  Figueira's  understanding.  In  tumors  higher  up  in  the 
region  of  the  liver,  the  stomach  or  the  spleen,  it  requires  a  great  deal  of  care 
and  discernment  to  separate  the  symptoms  due  to  a  parietal  or  visceral  tumor. 

Dr.  W.  L.  Duffield  reported  a  case  of  a  hematoma  which  formed  post- 
operatively after  a  cholecystotomy.  The  cause  of  the  hematoma  was  the  passage 
of  a  suture  through  the  deep  internal  mamary  of  epigastric  artery.  A  large 
tumor  of  the  abdominal  wall  was  produced,  which  proved  to  be  a  hematoma. 

Dr.  Roger  Durham  reported  a  case  of  hematoma  of  the  abdominal  wall 
occurring  in  a  patient  who  was  playing  tennis.    No  operation  was  necessary. 

Dr.  Alexander  Rae  was  able  to  add  one  case  to  those  reported.  In  August, 
191 1,  an  Italian,  male,  age  36,  entered  the  service  at  the  Long  Island  College 
Hospital.  He  was  suffering  from  a  growth  in  the  abdominal  wall  in  the  left 
inguinal  region  extending  upward  from  Poupart's  ligament  about  four  inches 
and  reaching  to  and  involving  the  posterior  sheath  of  the  rectus  muscle.  The 
growth  had  begun  to  break  down.  At  operation  he  removed  a  tumor  of  the 
internal  oblique  muscle,  one  inch  in  thickness  and  of  an  area  as  mentioned 
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above.  Pathological  examination  proved  it  to  be  a  fibrous  tumor.  A  similar 
case  had  not  been  in  the  service  for  some  years. 

Tuberculosis  of  the  Knee  Joint. 

Dr.  M.  Figueira  presented  a  patient  who  had  come  under  his  care  with 
his  right  knee  in  an  advanced  condition  of  disintegration  from  tuberculosis. 
The  ligaments  were  loose  and  the  joint  was  full  of  pus  and  in  moving  the  joint 
the  bones  could  be  felt  to  grate  on  one  another  showing  destruction  and  involve- 
ment of  the  bone.  The  man  was  in  a  pretty  fair  condition  for  one  with  a 
disorganization  of  the  knee.  The  lungs,  kidneys  and  bowels  were  free  from 
disease  and  there  was  no  further  tubercular  infection  anywhere  to  be  found. 
The  leucocyte  count  was  good  and  his  pulse  fair.  Under  those  conditions  Dr. 
Figueira  thought  two  surgical  procedures  were  to  be  considered — amputation 
and  resection — and  the  indications  decided  him  in  favor  of  resection.  If  there 
had  been  any  infection  of  the  lungs  or  kidneys,  or  disease  of  the  bowels,  he 
would  not  have  resected.  Against  the  advice  of  another  surgeon  he  turned  the 
patella  up  and  found  the  disease  quite  extensive.  The  cartilages  were  eroded  and 
in  places  separated  from  the  bone,  the  bone  being  involved  in  many  places.  He 
was  able,  however,  to  take  off  enough  of  the  tibia  and  condyles  to  remove  all 
of  the  diseased  bone,  and  bring  the  bones  in  position  and  to  wire  them  together 
with  heavy  wire,  two  wire  sutures  being  used,  one  on  each  side.  The  leg  was 
put  in  splints  and  suspended,  and  at  the  end  of  three  months  the  man  was  able 
to  get  up.  Dr.  Figueira  presented  him  as  an  example  of  what  conservative 
surgery  can  do  in  these  cases.  The  shortening  is  three-quarters  of  an  inch, 
and  he  can  walk  several  blocks  and  go  up  and  down  stairs. 

Acute  Pyogenic  Infection  of  the  Kidney. 

Dr.  Charles  A.  Anderson  reported  the  case  of  an  Italian,  twenty  years  of 
age,  who  had  always  been  well  up  to  the  time  of  the  present  attack.  At  five 
o'clock  in  the  afternoon  she  was  seized  with  a  severe  pain  in  the  right  costo- 
vertebral angle.  The  pain  was  so  severe  that  the  patient  was  compelled  to  sit 
doubled  up  in  her  chair.  Finally  she  went  to  bed.  There  seemed  to  be  a  slight 
degree  of  shock.  Her  temperature  was  97.6  degrees,  pulse  60.  Examination  of 
her  heart  and  lungs  was  negative  and  the  only  abdominal  symptom  was  slight 
tenderness  on  deep  pressure  along  the  course  of  the  right  ureter,  with  marked 
tenderness  in  the  region  of  the  costo-vertebral  angle.  Examination  of  her  urine 
showed  a  specific  gravity  of  1.015,  neutral  reaction,  a  trace  of  albumin,  a  number 
of  round  cells  and  a  few  epithelial  cells.  During  the  night  she  had  had  a  chill 
with  a  rise  in  temperature  to  103  degrees.  Dr.  Goodrich  saw  the  case  in  con- 
sultation with  Dr.  Anderson  and  advised  operation  the  next  morning.  Operation 
was  undertaken  with  the  temperature  of  the  patient  103.8  degrees,  pulse  102. 
The  kidney  at  that  time  could  be  distinctly  felt.  Her  condition  was  becoming 
more  and  more  septic.  The  blood  count  was  14.500  white  cells  with  82  per  cent, 
polys.  A  five-inch  incision  was  made,  beginning  at  the  junction  of  the  twelfth 
rib  and  the  spinal  muscle.  The  kidney  was  exposed.  The  organ  was  much 
congested  and  showed  two  dark  nerotic  areas  on  its  surface.  There  were 
miliary  foci  of  infection  in  the  interior  of  the  kidney.  Nephrectomy  was  done. 
During  the  following  twenty-four  hours  the  patient  passed  seventy-two  ounces 
of  urine,  and  her  temperature  came  down  to  101  degrees.  The  normal  tempera- 
ture was  reached  on  the  sixth  day.  The  patient  was  up  and  about  on  the 
twenty-first  day  entirely  recovered.  Points  of  special  diagnostic  importance  in 
the  case  were  the  acute  onset  of  the  trouble,  its  rapid  development  and  its 
entire  relief  following  operation. 

Incarcerated  Inguinal  Hernia. 

Dr.  Roger  Durham  reported  a  case  which  occurred  in  a  boy  ten  months 
old.  Three  days  before  admission  to  the  hospital  a  mass  had  descended  into 
the  right  side  of  the  scrotum  and  remained  irreducible.  Obstinate  constipation 
and  some  vomiting  were  the  chief  symptoms.  A  physician  had  aspirated  the 
mass  without  obtaining  fluid.  Operation  revealed  a  large  congenital  hernia 
containing  coils  of  small  intestine  and  considerable  free  fluid.  There  was  a 
perforation  of  the  intestine  at  one  point  which  had  resulted  from  the  aspirator. 
This  was  closed  by  a  purse  string  suture.  The  sac  was  freed,  the  hernia  re- 
duced and  the  wound  closed.    The  patient  made  an  uneventful  recovery. 

{To  be  Continued.) 
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THE  TREATMENT  OF  CEREBRAL  HEMORRHAGE  AT 
THE  TIME  OF  OCCURRENCE. 

By  Frederick  Tilney,  M.D., 

of  Brooklyn,  N.  Y. 

CEREBRAL  hemorrhage  of  other  than  traumatic  origin,  should 
be  looked  upon  as  a  local  expression  of  a  systemic,  pathological 
condition.  It  is  but  one  of  the  many  possible  manifestations 
which  indicate  a  failing  resiliency  on  the  part  of  the  tissues  in  general 
and  the  blood  vessels  in  particular.  Regarded  in  this  light,  certain 
phases  or  periods  may  be  recognized  in  the  course  of  hemorrhage  into 
the  brain. 

The  period  of  preparation  represents  the  phase  during  which 
the  katabolic  processes  are  dominant  and  the  vascular  system  is  under- 
going retrograde  changes  as  a  result  of  more  or  less  obscure  influences. 

The  second  period  the  Germans  have  aptly  called  the  "Period  of 
Insult."  It  is  in  this  phase  that  some  part  of  the  vascular  system  in 
the  brain  ruptures. 

The  third  period  is  the  phase  of  paralysis  in  which,  as  a  result 
of  vascular  and  other  changes  in  the  brain  tissue,  certain  symptoms 
make  their  appearance,  due  to  the  interception  of  definite  cerebral 
functions. 

Important  as  are  the  medical  problems  arising  in  connection  with 
the  periods  of  preparation  and  paralysis,  it  is  not  the  province  of  this 
paper  to  discuss  them,  but  rather  to  direct  attention  to  the  more 
critical  phase  of  the  actual  hemorrhage. 

Treatment  of  the  Period  of  Insult  in  Cerebral  Hemorrhage. 

The  Immediate  Management  of  the  Case. — A  patient  found  in 
coma  demands  the  closest  investigation  possible.  The  first  fact  to  be 
determined  is  the  presence  or  absence  of  hemiplegia.  If  the  coma  is 
not  too  deep  this  question  may  be  readily  answered  by  examining  the 
muscular  resistance  of  the  legs  and  arms  of  the  two  sides  of  the  body. 
The  coma  is  often  so  profound  as  to  render  both  sides  of  the  body 
equally  irresponsive.  In  this  event  a  valuable  aid  to  the  diagnosis  is 
the  Marie-Faux  reaction.  This  test  is  made  by  forcibly  pressing 
the  foot  into  extreme  plantar  flexion  at  the  same  time  compressing  the 
toes.  On  the  paralyzed  side  a  sharp  contraction  will  be  observed  in 
the  tensor  vaginae  femoris  muscle.    The  other  muscle  groups  remain 
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inactive.  The  same  procedure  on  the  unparalyzed  side  causes  a  con- 
traction of  the  quadriceps  extensor  muscles  with  flexion  of  the  leg 
and  thigh. 

When  it  is  clear  that  a  hemiplegia  is  present  the  next  step  is  a 
differential  diagnosis,  to  determine,  if  possible,  whether  the  cause  be 
hemorrhage,  embolism  or  thrombosis.  The  blood  pressure  furnishes 
important  and  significant  information  in  this  connection.  If  the  pres- 
sure is  high  the  inference  may  be  made  that  the  cause  of  the  apoplexy 
is  hemorrhage  or  embolism.  Auscultation  of  the  heart  is  next  in 
order  and  if  no  cardiac  murmurs  are  heard  the  case  may  be  provision- 
ally regarded  as  one  of  hemorrhage. 

Before  arriving  at  a  provisional  diagnosis  of  cerebral  hemorrhage 
certain  other  possibilities  must  be  considered.  Chief  among  these  is 
syphilitic  endarteritis  of  the  brain.  Cerebral  neoplasm,  abscess  and 
meningitis  should  also  be  thought  of  as  possible  causes  of  the  hemi- 
plegia. In  the  case  of  an  adult  under  forty  years  of  age,  found 
comatose  and  with  a  demonstrable  hemiplegia,  the  question  of  syphilitic 
endarteritis  should  be  raised  at  once.  It  may  be  adequately  settled 
only  by  subsequent  examination  of  the  blood  for  the  Wasserman 
reaction.  In  many  cases  of  this  type  in  which  this  reaction  cannot 
be  obtained  from  the  blood,  it  is  present  in  the  cerebro-spinal  fluid. 
Wherever  possible  it  is  always  advantageous  to  make  an  ophthalmo- 
scopic examination  of  the  patient's  eye-grounds.  Any  of  the  electric 
ophthalmoscopes  is  serviceable  for  this  purpose.  If  the  pupillary  con- 
traction is  excessive  a  very  convenient  form  of  mydriatic  is  the  cocaine 
hydrochlorate  tablet  of  Burroughs  &  Wellcome,  each  containing  1/50 
gr.  of  the  drug.  Two  of  these  in  either  eye  will,  in  most  cases,  give 
a  satisfactory  dilatation  in  five  or  ten  minutes.  The  presence  of  a 
diffuse  retinitis  or  a  retro-bulbar  neuritis  should  still  further 
strengthen  the  suspicion  of  a  syphilitic  factor  in  the  disease.  Ophthal- 
moscopic examination  is  valuable  in  all  cases.  In  cerebral  hemorrhage 
the  vessels  of  the  optic  disc  are  engorged  and  the  disc  itself  after  a 
relatively  short  time,  in  many  cases,  shows  a  distinct  tendency  toward 
cupping.  This  is  seldom  true  in  thrombosis  or  embolism.  Cerebral 
neoplasms  in  85  per  cent,  of  all  cases  show  a  distinct  choked  disc  in 
one  or  both  eyes.  Here,  again,  the  blood  pressure  will  aid  in  the 
diagnosis.  In  cerebral  neoplasm,  syphilic  endarteritis,  and  abscess  the 
blood  pressure  is  relatively  low.  It  is  uniformly  high  in  cerebral 
hemorrhage,  is  generally  high  in  cerebral  embolism,  and  low  in  throm- 
bosis. Coma  and  hemiplegia  in  a  patient  with  high  blood  pressure 
(190  mm.  or  above)  engorgement  of  the  vessels  of  the  optic  disc,  and 
a  tendency  toward  a  papillary  edema,  constitute  presumptive  evidence 
of  a  cerebral  hemorrhage. 

After  a  provisional  diagnosis  of  hemorrhage  has  been  made  the 
first  consideration  influencing  the  treatment  is  the  place  in  which  the 
patient  has  been  stricken  and  what  immediate  disposition  must  be 
made  of  him.  If  the  apoplectic  attack  has  occurred  in  some  place 
other  than  the  patient's  home  the  effort  should  be  made  to  accommo- 
date him  temporarily  without  removal.  If  he  has  fallen  unconscious 
upon  the  floor  he  should  be  allowed  to  remain  there  and  moved  as 
little  as  possible.  The  head  and  shoulders  should  be  elevated  by  one 
or  two  pillows,  and  all  tight  clothing  removed,  especially  in  the  case 
of  women.  Care  must  be  taken  not  to  move  the  patient  about 
unnecessarily  and  for  this  reason  it  is  best  to  cut  the  clothing  away. 
If  it  is  necessary  to  transport  the  patient  the  utmost  care  must  be 
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exercised.  The  patient  should  be  cautiously  placed  on  a  stretcher 
with  the  head  and  shoulders  slightly  elevated  and  transferred  to  the 
vehicle  with  as  litle  jarring  or  swinging  as  possible.  The  same  pre- 
cautions must  be  taken  in  placing  the  patient  in  bed.  The  head  of  the 
bed  should  be  elevated  to  an  angle  of  10  or  15  degrees  and  the  blood 
pressure  again  taken.  If  it  has  increased  decidedly  and  if  the  coma 
has  become  more  profound  the  advisability  of  phlebotomy  should  be 
considered.  In  all  cases  in  which  the  blood  pressure  steadily  rises 
and  tends  to  exceed  250  mm.  of  Hg.  beneficial  results  are  had  from 
opening  a  vein  and  drawing  off  10  to  12  ounces  of  blood.  Phlebotomy 
is  a  procedure  to  be  resorted  to  only  in  cases  of  excessively  high  pres- 
sure and  deep  coma. 

It  frequently  happens  that  the  patient  is  stricken  in  some  part  of 
his  home  remote  from  his  sleeping  quarters.  In  such  cases  no  attempt 
should  be  made  to  remove  him  to  his  own  bedroom  but  temporary 
accommodations  must  be  provided  for  him  in  the  place  where  he  has 
fallen.  After  the  clothes  have  been  removed  as  already  suggested 
and  the  patient  placed  in  bed,  a  hot  mustard  foot  bath  or  hot  packs 
over  the  lower  extremities  will  help  in  reducing  the  blood  pressure. 
In  some  cases  where  the  hemorrhage  is  evidently  extensive  and  long 
continued  a  tourniquet  about  both  legs  near  the  trunk  is  of  service. 
This  seems  to  be  of  particular  value  in  hemorrhages  of  the  ingrav- 
escent type.  An  ice  cap  placed  upon  the  head  is  usually  recommended 
and  may  have  some  efficacy.  The  bladder  should  be  especially 
watched  and  the  patient  catharized  at  once  if  there  is  any  considerable 
amount  of  urine  present.  This  particular  should  be  a  matter  of 
special  care  for  the  first  few  days  following  the  attack,  or  so  long  as 
the  coma  lasts. 

Hypodermic  Medication. 

Medication  at  this  time  has  one  chief  object,  the  reduction  of  the 
blood  pressure.  The  drugs  prescribed  should  be  given  by  mouth 
preferably,  but  in  many  cases  this  is  dangerous  since  the  patient 
cannot  swallow  or  has  some  degree  of  dysphagia.  Hypodermatic 
injection  must  then  be  resorted  to. 

Several  years  ago  the  writer  in  collaboration  with  Dr.  R.  O. 
Brockway  had  the  opportunity  to  conduct  a  series  of  clinical  experi- 
ments with  the  object  of  testing  the  value  of  certain  cardio-vascular 
agents,  administered  hypodermatically,  in  their  application  to  cerebral 
hemorrhage.*  Hemiplegiac  patients  were  selected  for  these  tests  and 
observations  of  the  blood  pressure  were  made  at  intervals  of  every 
five  minutes  after  the  hypodermatic  injection  of  the  drug.  The  ex- 
periments were  conducted  in  groups  of  five  or  ten  patients  each  and 
an  average  pressure  curve  was  computed  from  the  readings  obtained. 
The  majority  of  these  patients  presented  a  marked  elevation  of  blood 
pressure  as  one  of  the  symptoms  of  their  diseased  conditions. 

The  effects  of  hypodermatic  injection  of  distilled  water  in  every 
instance  gave  a  decided  rise  of  blood  pressure.  At  the  end  of  30 
minutes  an  average  rise  of  25  mm.  was  obtained.  This  indicates  that 
the  injection  of  plain  water  causes  an  elevation  in  the  blood  pressure 
and  suggests  the  necessity,  when  employing  any  depressant,  of  select- 
ing such  preparations  and  strengths  as  will  not  only  efficiently  reduce 
the  pressure,  but  even  more  effectually  overcome  the  elevating  effects 


*  Neurographs,  1907,  I,  No.  1,  p.  52. 
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of  the  solvent.  The  first  depressant  employed  in  the  experiments  was 
Aconitine,  the  active  principle  of  Aconite.  Hypodermic  tablets 
marked  ''Aconitine  Pure  (Crystal)  gr.  1-120"  and  prepared  by  two 
standard  tablet  manufacturing  houses,  were  used.  The  injection 
solution  (aqueous)  was  so  made  up  that  every  ten  minims  represented 
1 -120  grain  of  aconitine.  In  every  case  the  blood  pressure  rose  after 
a  very  short  interval,  the  maximum  elevation  being  35  mm.  Hg.,  the 
minimum  being  5  mm.  Hg.  The  interval  elapsing  between  the  time 
when  the  rise  first  became  apparent  until  it  reached  its  summit  varied 
from  10  to  20  minutes,  being  on  the  average  about  15  minutes.  After 
the  primary  elevation,  there  followed,  as  a  rule,  a  subsequent  fall  in 
pressure. 

Aconitine  (Potent  Crystal)  in  doses  of  gr.  1-150,  gave  results 
which  if  not  altogether  satisfactory,  at  least  demonstrated  that  the 
drug  in  this  preparation  and  dosage  is  a  somewhat  active  hypoder- 
matic agent  for  reducing  blood  pressure.  Its  effects  were  not  always 
uniform  and  therefore  open  to  objection. 

Considered  per  se  the  curve  of  this  drug  accredits  Aconitine  gr. 
1-150  with  a  very  slight  primary  depressant  effect.  At  the  end  of  10 
minutes  the  pressure  is  reduced  a  little  over  1  mm.  Hg.  In  15  minutes 
the  total  reduction  is  4.5  mm.  Hg.,  at  about  which  level  the  curve 
remains  for  the  ensuing  15  minutes.  Then  occurs  a  still  greater 
decline,  carrying  the  curve  downward  for  a  gross  drop  of  17  mm.  Hg. 
At  the  end  of  50  minutes  the  curve  begins  to  ascend  again  until  in 
85  minutes  it  reaches  a  point  7  mm.  Hg.  higher  than  the  average  initial 
pressure. 

Gelseminine  hydrochlorate  in'  doses  of  1-25  grain  acts  as  a  mild 
depressant.  Its  primary  depressant  effect  is  followed  by  a  slight  rise, 
with  a  subsequent  secondary  decline  which  tends  to  be  more  persistent. 

Gelseminine  hydrochlorate  was  also  used  in  doses  of  1-15  gr. ; 
this  exceeds  the  dosage  generally  recommended  by  the  authorities,  but 
no  untoward  results  from  its  use  were  observed.  At  the  same  time 
it  proved  the  most  reliable  and  consistent  agent  employed.  Its  first 
effect  is  to  produce  an  early  and  marked  decline  in  the  blood-pressure. 
This  depression  is  maintained  for  some  time,  whereupon,  as  in  all 
other  cases,  a  subsequent  return  to  the  initial  pressure  occurs. 

Aconitine  in  the  commercial  form  of  hypodermic  tablets  is  not 
to  be  relied  upon,  its  action  oftentimes  being  the  direct  opposite  to  the 
one  desired.  In  solution,  Aconitine  (potent  crystal,  Merck)  in  doses 
as  high  as  1-150  gr.  is  not  a  desirable  agent  when  a  rapid,  reliable  and 
decided  depressing  effect  is  needed.  Gelseminine  hydrochlorate  in 
doses  of  1- 1 5  gr.  produces  a  rapid  and  marked  decline  in  blood  pres- 
sure and  therefore,  when  compared  with  Aconitine,  seems  to  be  a  more 
useful  and  reliable  agent.  Its  depressing  effect,  however,  is  not  long 
sustained.  Whether  it  will  prove  more  stable  in  tablet  form  than 
appears  to  be  the  case  with  aconitine,  is  still  a  question. 

The  significance  and  dangers  of  the  early  return  to  the  initial 
pressure,  uniformly  observed  after  the  use  of  any  of  the  agents 
employed,  are  evident  enough  without  explanation.  That  such  an 
elevation  would  become  a  crux  in  dealing  with  cases  of  cerebral  hemor- 
rhage cannot  be  denied,  the  only  question  being  how  to  prevent  it. 
The  suggestion  offered  is  the  continued  injection  of  the  drug-solution 
at  the  time  when,  according  to  the  average  curve,  the  secondary  eleva- 
tion first  makes  its  appearance.  The  dangers  and  disadvantages  of 
the  hypodermatic  mode  of  administration  for  cardio-vascular  depres- 
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sant  effects  are  well  illustrated  by  what  has  been  called  the  water- 
curve  type.  It  is  evident  that  in  aqueous  hypodermatic  solutions  of 
any  depressant  agent,  the  drug  must  be  of  such  strength  as  to  over- 
come the  primary  stimulating  effect  of  the  water,  while  the  water 
itself  must  be  present  in  such  small  quantities  as  to  cause  the  least 
possible  amount  of  stimulation.  In  other  words,  aqueous  hypodermic 
solutions  for  depressing  effects  must  be  as  highly  concentrated  as 
possible.  The  use  of  cardio-vascular  depressants  dissolved  in  a  hypo- 
dermic cylinder  full  of  water  (m.  20  to  30)  is  to  be  avoided.  Nitro- 
glycerine or  nitrite  preparations  cannot  be  recommended  since  these 
agents  produce  a  marked  initial  elevation  of  blood  pressure  and  are 
all  alike  evanescent  in  their  depressant  effects. 

Medication,  by  Mouth. 

As  already  stated,  it  is  advisable  to  administer  drugs  by  the 
mouth,  provided  the  patient  is  able  to  swallow.  Aconite  is  the  most 
reliable  of  the  cardio-vascular  depressants.  It  is  best  given  as  the 
tincture,  although  some  authorities  object  to  its  use  in  this  form 
because  of  the  contained  alcohol,  which  they  regard  as  a  possible 
stimulant  and  hence  contra-indicated  under  the  conditions.  To  meet 
this  difficulty  the  fluid  extract  may  be  substituted.  The  interval 
between  doses  as  well  as  the  size  of  the  dose  will  depend  upon  the 
influence  the  drug  exerts  upon  the  blood  pressure  and  the  suscepti- 
bility of  the  patient  to  its  toxic  properties.  If  an  initial  dose  of  5  m. 
has  produced  no  effect  upon  the  arterial  pressure,  this  dose  should 
be  repeated  at  the  end  of  an  hour.  With  a  pressure  of  200  m.  or  over, 
it  is  safe  to  start  with  a  dose  of  10  m.  of  the  tincture,  but  in  any  event, 
the  blood  pressure  must  be  taken  at  least  every  hour.  Should  the 
first  dose  produce  no  marked  change  in  the  pressure  the  next  one  must 
be  increased.  Administration  in  this  way  may  be  continued  for 
several  hours  or  until  the  desired  depressant  effect  is  obtained.  The 
general  condition  of  the  patient  must  be  carefully  watched  lest  the 
drug  cause  a  dangerous  toxemia.  Indication  for  the  discontinuance 
of  the  aconite  are  dilatation  of  the  pupil,  vomiting,  irregularity  of  the 
pulse,  cold  moist  skin,  especially  over  feet  and  hands,  an  erythematous 
rash  and  dyspncea.  If  the  fluid  extract  is  the  form  selected,  its 
administration  should  be  even  more  carefully  supervised.  It  may  be 
given  in  doses  of  y2  to  2  mm.  every  hour  until  the  blood  pressure  is 
sufficiently  decreased. 

The  question  naturally  arises  as  to  what  constitutes  a  sufficient 
decrease  of  the  blood  pressure.  The  answer  to  this  will  depend 
entirely  upon  how  high  the  arterial  pressure  was  before  the  adminis- 
tration of  any  drug.  In  the  average  case  a  fall  of  20  to  30  mm.  may 
be  deemed  sufficient,  but  in  all  cases  with  an  initial  pressure  well 
above  200  mm.  the  attempt  must  be  made  to  bring  this  down  below 
the  200  mm.  mark.  Once  having  reduced  the  blood  pressure  to  a 
sufficient  degree,  it  will  be  necessary  to  hold  it  at  this  or  a  lower 
level.  This  may  be  accomplished  by  continued  smaller  doses  of 
aconite  at  the  same  intervals,  or  the  original  dosage  at  longer  intervals. 
If  the  blood  pressure  is  not  decreased  after  several  hours,  the  patient 
should  be  bled. 

Veratrum  Veridi  may  be  substituted  for  aconite.  Its  use  is  more 
especially  indicated  in  cases  complicated  by  uremia.  The  fluid  ex- 
tracts should  be  given  in  doses  of  2  to  5  m.  every  hour  or  the  tincture 
in  doses  of  5  to  10  m.  at  the  same  interval.    As  in  the  case  of  aconite 
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the  size  of  the  dose  as  well  as  the  length  of  the  interval  between  doses 
will  altogether  depend  upon  the  manner  in  which  the  blood  pressure 
responds  to  the  drug.  Gelsemine  is  another  useful  substitute  for 
aconite.  It  may  be  administered  as  the  fluid  extract  in  doses  of  5  to 
10  m.  or  as  the  tincture  in  doses  of  l/2  to  1  drachm.  Apocynum  in  the 
form  of  the  fluid  extract  in  doses  of  5  to  20  m.  is  also  a  valuable 
depressant.  In  the  event  of  using  any  of  the  cardio-vascular  depres- 
sants either  by  mouth  or  hypodermatically  the  blood  pressure  should 
be  carefully  taken  and  should  serve  as  the  chief  guide  to  the  frequency 
and  the  size  of  the  dose  given. 

Sedatives. 

In  cases  presenting  convulsions,  delirium,  or  restlessness,  bro- 
mides, chloral  or  hyosine  hydrobromate  will  prove  useful.  If  the 
patient  be  alcoholic  small  doses  of  whiskey  may  be  required.  Patients 
often  suffer  from  severe  and  continued  retching,  vomiting  or  hiccough. 
Under  these  conditions  the  stomach  should  be  washed  out.  In  this 
lavage  it  is  most  convenient  to  pass  the  tube  through  the  nose.  Should 
this  means  fail  to  give  relief  a  hypodermic  of  morphine  sulphate  gr. 
*4  and  atropine  sulphate  gr.  1/120  may  be  given  and  repeated  in  two 
hours  if  necessary.  The  general  object  of  sedatives  under  all  circum- 
stances is  to  prevent  unnecessary  physical  exertion  on  the  part  of  the 
patient. 

Feeding  and  Diet. 

Ordinarily  the  patient  may  be  allowed  to  go  without  food  for 
forty-eight  hours.  At  the  end  of  this  time  fluid  nourishment  may  be 
given  by  mouth  if  the  patient  is  able  to  swallow,  but  if  a  marked 
degree  of  dysphagia  is  present,  rectal  feeding  should  be  resorted  to. 
It  is  essential  in  all  cases  to  make  certain  that  the  patient  can  swallow 
and  always  to  begin  mouth  feeding  through  a  long  tubed  dropper,  and 
later  by  a  spoon  introduced  well  into  the  mouth.  In  this  way  the 
dangers  of  aspiration  pneumonia  and  coughing  spasms  may  be 
avoided.  The  diet  for  the  first  week  should  be  purin-free,  consisting 
of  milk  and  gruels.  Tea,  coffee,  cocoa,  and  all  malt  liquors  must  be 
interdicted.  Sugar  and  eggs  may  be  added  to  the  milk  and  gruels. 
Six  to  eight  ounces  should  be  given  at  each  feeding,  at  intervals  of 
3  to  y/2  hours.  Particular  care  should  be  taken  that  the  feeding  is 
slow  and  under  no  circumstances  given  out  of  an  ordinary  glass  or 
cup  during  the  first  day  or  two.  Always  feed  by  spoon  or  dropper 
until  the  patient  is  able  to  swallow  with  some  degree  of  ease. 

In  cases  of  glycosuria  all  carbohydrates  must  be  withheld. 
Cases  giving  evidence  of  acute  or  chronic  parenchymatous  nephritis 
do  well  on  Widal's  salt  free  diet.  If  the  patient  is  unable  to 
swallow  it  will  be  necessary  to  feed  by  rectum  after  forty-eight 
hours.  It  should  be  remembered  that  500  calories  per  day  is 
about  the  limit  of  absorption  from  this  mode  of  feeding.  Milk 
is  commonly  the  basis  of  enemata. 

In  administering  a  nutrient  enema  the  following  directions 
should  be  observed. 

1.  Quantity  of  each  enema  (250  cc). 

2.  The  tube  used  should  be  small  and  of  soft  rubber,  which 
must  be  introduced  at  least  12  inches  in  the  rectum. 

3.  The  distance  through  which  the  fluid  is  allowed  to  fall 
should  be  3  feet. 
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4.  Three  or  four  enemata  should  be  given  daily. 

5.  One  cleansing  enema  should  be  given  each  day. 

6.  If  the  rectum  is  intolerant  and  refuses  to  retain  the  fluid, 
a  small  amount  of  tincture  of  opium  may  be  added  to  each  enema 
and  the  fluid  should  be  allowed  to  flow  in  slowly. 

Regime  of  the  Sick  Room. 

The  sick  room  must  be  kept  as  free  from  all  disturbing  ele- 
ments as  possible.  After  the  patient  has  regained  consciousness 
care  must  be  taken  to  avoid  emotional  excitement.  Friends  and 
family  must  be  made  to  understand  that  their  solicitations  will 
be  of  greatest  benefit  outside  of  the  sick  room.  The  efforts  of 
attention  and  attempts  to  participate  in  conversation  with  others 
than  those  in  immediate  attendance  are  always  a  serious  tax  on 
the  patient.  During  the  first  week  it  is  not  advisable  for  more 
than  one  member  of  the  family  to  be  in  the  sick  room  at  a  time. 
The  nurse  in  charge  should  be  instructed  to  enforce  this  regula- 
tion. The  temperature  of  the  room  should  be  kept  as  nearly  fixed 
as  possible  and  free  ventilation  provided.  In  winter  the  patient 
must  not  be  exposed  to  draughts  or  sudden  changes  of  temperature 
so  frequently  produced  by  opening  the  windows  wide  in  order 
to  air  the  room.  This  will  not  be  necessary  if  the  temperature 
and  ventilation  are  made  matters  of  routine  care.  In  summer, 
when  the  heat  is  excessive  a  small  electric  fan  will  contribute 
greatly  to  the  comfort  of  the  patient  and  lessen  the  dangers  of 
heat  prostration  so  commonly  seen  in  these  cases. 

The  Bed. 

If  a  choice  is  possible,  the  bed  should  be  a  single  one.  The 
mattress  and  bedding  must  be  arranged  to  prevent  sagging  in  the 
middle  and  so  form  a  deep  depression  into  which  the  patient  sinks. 
This  may  be  in  part  obviated  by  a  board  placed  between  the 
springs  and  the  mattress  at  about  the  middle  of  the  bed.  In  pro- 
tracted cases  and  particularly  for  aged  people  a  special  type  of 
invalid  bed  is  convenient  and  reduces  the  difficulties  of  handling 
the  patient.  A  very  satisfactory  device  of  this  kind  is  the  Wallace 
Invalid  Bed.  This  provides  several  desirable  changes  in  the  bed 
surface  and  is  easy  to  manage. 

Care  of  the  Gastro-Intestinal  Tract. 

The  bowels  should  be  kept  freely  open  by  the  use  of  appro- 
priate cathartics.  One  evacuation  is  necessary  every  day.  Two 
or  even  three  movements  are  needed  if  this  has  been  the  patient's 
habit  before  he  was  stricken.  If  medication  by  mouth  is  impos- 
sible, the  enema  used  to  cleanse  the  bowel  prior  to  feeding  will 
usually  suffice  for  emunctory  purposes.  The  mouth  and  teeth 
should  be  kept  clean.  Some  mildly  acid  mouth  wash  is  especially 
useful.  In  some  cases  excessive  salivary  secretion  becomes  a 
menace  to  the  patient.  This  is  especially  true  in  cases  of  deep 
coma.  Under  these  circumstances  it  will  be  necessary  to  swab 
the  mouth  out  continually.  Small  doses  of  atropine  or  tincture 
of  belladonna  will  inhibit  the  salivary  secretion  in  the  more  severe 
cases.  In  order  to  prevent  hypostatic  pneumonia  the  patient  may 
be  rolled  over  on  the  sound  side  three  or  four  times  a  day.  This 
should  not  be  attempted,  however,  before  the  second  or  third  day. 
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Care  of  the  Skin. 

Especial  attention  must  be  given  to  the  skin.  Some  cases 
develop  bed-sores  with  remarkable  rapidity.  The  first  requisite 
is  to  keep  the  skin  dry  and  well  powdered,  particularly  about  the 
buttocks.  Pads  of  absorbent  cotton  may  be  applied  to  the  ex- 
ternal genital  organs  and  changed  as  soon  as  wet  or  soiled.  The 
treatment  of  a  bed-sore  when  such  has  once  developed  will  often 
be  a  matter  of  great  difficulty.  Antiseptic  dusting  powders  seem 
to  be  more  beneficial  than  ointments.  The  efforts  should  also  be 
made  to  relieve  the  area  involved  of  the  superincumbent  weight 
of  the  body.  This  may  be  accomplished  by  the  use  of  air  cushions 
or  rings  well  padded.  In  extreme  cases  it  may  be  necessary  to 
place  the  patient  on  a  water  bed. 

Care  of  the  Paralyzed  Limbs. 

It  is  advisable  to  apply  a  light  wire  anterior  splint  to  the 
paralyzed  arm,  while  it  is  still  flaccid.  In  this  way  the  tendency 
to  contraction  when  the  spasticity  begins  will  be,  to  some  extent, 
prevented.  If  these  splints  are  used  they  should  be  removed  at 
least  once  in  twenty-four  hours,  the  limb  freshly  powdered  and 
wrapped  in  cotton  before  reapplying  the  splint.  In  recent  times 
some  operative  procedures  have  been  suggested  for  the  relief  of 
cerebral  hemorrhage.  Among  these  are  trephining,  brain  puncture, 
decompression  for  drainage,  compression  or  ligation  of  the  internal 
carotid  arteries.  These  operations  have  no1  met  with  general 
approval.  On  the  other  hand  nephritic  patients  suffering  from 
cerebral  hemorrhage,  with  stupor  and  convulsions  do  well  as  a 
result  of  lumbar  puncture  and  the  withdiavvc'l  of  from  25  toi  50 
cc.  of  ceicbt o-spinal  fluid.  Nephritic  patients  also  improve  re- 
markably as  a  result  of  phlebotomy.  The  presence  of  nephritis 
adds  a  complication  to  the  cerebral  lesion  which  demands  special 
treatment  of  its  own. 


THE  TREATMENT  OF  THE  TWO  MODES  OF  DEATH  IN 
LOBAR  PNEUMONIA— CARDIAC  PARALYSIS  AND 
VASOMOTOR  PARALYSIS. 

By  Glentworth  R.  Butler,  M.D., 

of  Brooklyn,  N.  Y. 

BY  cardiac  failure  I  refer  especially  to  weakness  of  the  right 
ventricle — a  more  or  less  acute  dilatation  of  this  chamber, 
often  accompanied  by  edema  of  the  lungs.  I  venture  to 
say  that  this  cause  of  death  in  pneumonia  is  by  no  means  so 
frequent  as  that  in  which  vasomotor  failure  is  the  most  important 
feature.  The  diagnosis  of  a  dilated  and  failing  right  heart  can 
often  be  made  by  inspection.  The  face  is  congested  and  purplish, 
jugulars  distended,  and  the  smaller  veins  swollen  with  blood.  The 
dyspnoea  is  of  an  active  type,  and  very  severe,  the  patient  laboring 
for  breath,  both  the  ordinary  and  extraordinary  muscles  of  respira- 
tion being  in  full  play.  On  examination  you  find  the  physical 
signs  of  a  dilated  right  ventricle,  the  percussion  dulness  extending 
to  the  right  of  the  sternum  at  the  cardio-hepatic  angle.  The 
closure-sound  of  the  pulmonary  valve  is  at  first  accentuated,  later 
growing- weak.  The  liver  is  enlarged,  and  progressively  enlarges. 
Edema  of  the  lungs  is  frequently  present.  The  drug  treatment  of 
this  condition  requires  the  use  of  digalen  hypodermically  in  full 
doses,  i  to  3  syringefuls ;  camphor,  i  or  2  syringefuls  of  a  20  per 
cent,  solution  in  olive  oil ;  caffein,  one  of  the  double  salts,  2  to  4 
grains  hypodermically ;  or,  not  to  be  overlooked,  Boehringer's 
strophanthin,  l/2  to  1  ampoule.  All  these  should  be  given  intra- 
muscularly. Absorption  from  the  numerous  muscle  veins  is  sub- 
stantially as  prompt  as  if  the  injection  were  intravenous.  It  is  in 
such  cases  as  these  that  venesection  has  given  some  brilliant  re- 
sults, and  a  recourse  to  blood-letting  should  always  be  seriously 
considered  if  the  conditions  appear  to  warrant  it. 

Vasomotor  failure  is,  I  believe,  the  most  common  cause  of 
death  in  lobar  pneumonia.  It  is  altogether  likely  that  the  heart 
muscle  is  affected  by  the  same  toxemia  which  causes  the  vaso- 
motor condition,  but  the  latter  constitutes  the  most  striking,  and 
in  many  cases  the  most  serious,  feature  of  this  mode  of  death. 

Concerning  the  causation  of  vasomotor  failure  the  work  of 
Romberg  and  Passler  seems  to  be  decisive,  although  their  conclu- 
sions have  not  received  universal  acceptance.  As  a  result  of  their 
investigations  it  is  shown  that  the  toxin  manufactured  by  the 
pneumococcus  paralyzes  the  vasomotor  center  in  the  medulla 
oblongata.  In  so  doing,  the  splachnic  nerve,  the  great  vasomotor 
nerve  of  the  intestines,  is  inhibited  with  results  similar  to  that  of  its 
experimental  section  in  animals.  The  vessels  of  the  splanchnic 
area  dilate,  and  the  blood-pressure  falls;  the  blood  collects  and 
halts  in  these  vessels  in  larger  and  larger  quantities.  The  heart, 
inadequately  supplied  with  blood,  gathers  what  it  can  from  other 
parts  and  organs  of  the  body,  including  the  central  nervous  system. 
Finally  the  quantity  of  the  circulating  blood  becomes  so  small,  and 
the  intracardiac  pressure  so  low  that  the  heart  ceases  to  contract. 
A  translation  of  these  events  into  terms  of  clinical  description 
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will  read  thus:  The  blood  pressure  falls,  the  heart  begins  to 
contract  at  an  increased  rate,  and  as  the  case  progresses,  the  pulse 
becomes  arrhythmic,  small,  and  finally  so  thready  and  rapid  that 
it  is  difficult  to  count.  Beginning  with,  or  soon  following,  the  in- 
creased pulse-rate,  tympanites  appears  and  increases,  until  the  ab- 
domen is  distended  and  drum-like.  There  is  a  marked  pallor  of 
the  face,  with  the  general  signs  of  collapse.  The  patient  is  delir- 
ious, often  restless;  ultimately  stupor  and  coma  supervene;  the 
sounds  of  the  heart  become  almost  inaudible,  the  prostration  is  extreme 
and  the  end  arrives. 

This,  in  my  experience,  is  the  most  common  mode  of  death  in 
lobar  pneumonia.  By  way  of  prevention  the  pulse-rate,  and  especially 
the  blood-pressure,  should  be  watched  most  carefully.  If  the  pulse- 
rate  equals  or  exceeds  the  blood-pressure,  in  mm.,  cafTein  (2  to  5 
grains)  should  be  given  hypodermically  every  4  to  6  hours.  Indeed 
it  is  a  good  plan,  in  all  cases  which  from  the  onset  are  obviously  seri- 
ous, to  give  cafTein  as  a  routine  measure  from  the  beginning.  If  the 
evidences  of  vasomotor  failure  appear  it  is  important  to  give  in  addi- 
tion to  the  cafTein,  adrenalin,  15  minims  every  2  to  4  hours,  by  the 
intramuscular  route.  This  substance  has,  apparently,  a  special  action 
in  tightening  up  the  vessels  of  the  splanchnic  area.  Hypodermo- 
clysis  or  venous  transfusion,  of  normal  salt  solution  is  often  a  most 
useful  measure,  and  if  used,  the  adrenalin  may  be  added  to  the  salt 
solution.  Camphor,  hypodermically,  is  another  remedy,  always  to  be 
used.  A  similar  statement  applies  also  to  the  placing  of  a  couple  of 
ice-bags  upon  the  distended  abdomen.  Whether  by  stimulating  a 
splanchnic  reflex  (Forchheimer)  or  otherwise  the  effect  is  often  to 
slow  the  pulse  and  lessen  the  tympanites. 

It  is  doubtless  true  that  in  the  majority  of  instances  cardiac  and 
vasomotor  failure  co-exist  in  varying  degrees,  but  I  believe  that  vaso- 
motor paralysis  constitutes,  in  most  cases,  the  predominating  symptom- 
group. 

Regarding  the  drug  treatment  of  pneumonia  in  general,  it  may 
be  said  that  in  this  disease,  which  normally  presents  a  low  blood- 
pressure,  depressants  (coal-tar  antipyretics,  aconite,  veratrum)  and 
vaso-dilators  (nitroglycerin,  alcohol)  are  contra-indicated.  Alcohol 
doubtless  has  its  place  in  the  treatment  of  the  typhoid  status  which 
may  arise  during  a  pneumonia,  but  personally  I  seldom  employ  it. 
This  opinion  can  be  supported  by  reported  results  from  Bellevue, 
which  presented,  in  500  patients,  an  improvement  of  10  per  cent,  in 
the  death-rate  when  alcohol  and  nitroglycerine  were  dropped,  and 
camphor,  cafTein,  digitalis,  and  other  drugs  which  raise  blood-pressure 
used  exclusively  (Lambert).  Strychnine  is,  and  should  be,  used  in 
all  cases.  It  is,  however,  necessary  to  remember  that  it  does  not 
raise  the  blood-pressure,  and  that  if  given  in  sufficiently  large  doses 
to  have  an  effect  upon  the  heart,  it  will  hinder  the  action  of  the 
muscles  of  respiration.  It  is  therefore  inadvisable  to  use  heroic  doses 
of  the  drug. 


A   CASE   OF   EMPYEMA   THORACIS  COMPLICATING 
TYPHOID  FEVER.* 


By  Max  Lederer,  M.D., 

Associate  Pathologist,  Jewish  Hospital;  Pathologist  to  the  Pilcher  Hospital,  Brooklyn,  N.  Y. 

EMPYEMA  thoracis  and  typhoid  fever  are  by  no  means  rare  dis- 
eases.   Occurring  in  one  individual  at  the  same  time,  however, 
the  combination  is  sufficiently  rare  to  be  of  note.    The  following 
case  is  an  interesting  example. 

A  boy  four  and  a  half  years  old  was  admitted  to  the  Jewish  Hos- 
pital in  the  service  of  Dr.  Merzbach.  on  March  i,  191 1.  His  previous 
history  was  negative.  For  four  weeks  before  admission  he  had  been 
ill  with  fever,  progressive  emaciation  and  diarrhoea,  having  four  or 
five  greenish  movements  each  day.   He  had  no  cough,  but  some  coryza. 

Physical  examination  showed  a  poorly  nourished  child,  with  dry, 
scaly  skin.  Ulcerations  were  noted  at  the  angles  of  the  mouth  and 
nose.  The  tongue  was  coated ;  the  pharynx  was  congested  and  the 
tonsils  were  enlarged.   Excepting  for  its  rapidity  the  heart  was  normal. 

In  the  lungs  were  found  a  few  areas  of  dullness,  with  many  rales, 
sonorous,  squeaky,  moist,  crepitant  and  crackling.  There  was  some 
dullness  and  bronchial  breathing  over  the  right  apex. 

The  abdomen  was  normal :  no  rash  or  enlarged  spleen  were  noted. 
On  the  outer  side  of  the  left  leg  there  were  several  perforating 
punched  out  ulcers  about  one-half  inch  in  diameter.    On  the  right  leg 
was  also  a  small  ulcer.    The  temperature  on  admission  was  102.4  de- 
grees, pulse  108  and  respiration  28. 

On  the  fourth  day,  a  Xoguchi  test  was  made  with  a  negative  re- 
sult. Smears  from  the  ulcers  were  negative  for  spirochsete  pallida; 
a  blood  culture  was  sterile  and  a  YVidal  test  was  negative.  Throat 
cultures  yielded  the  streptococcus  brevis  and  the  micrococcus  catarr- 
halis.  In  the  feces,  blood  and  mucus  were  present.  The  urine  was 
normal  except  for  an  excess  of  phosphates.  The  leucocytes  count 
showed  7,600  whites  with  a  polynucleosis  of  65%. 

During  the  first  week  the  temperature  ranged  between  98  and  103 
degrees,  once  reaching  normal,  the  pulse  varying  proportionately.  At 
the  end  of  the  week  the  respirations  began  to  increase  until  they  num- 
bered 36.  Examination  of  the  feces  revealed  no  typhoid  bacilli  on  the 
7th  and  another  YVidal  proved  negative.  On  the  8th  an  X-ray  exam- 
ination of  the  chest  showed  that  the  heart  was  displaced  toward  the 
right  with  general  increased  density  over  the  left  chest.  For  this 
week  the  temperature  range  was  between  99.2  and  105  degrees  with 
diurnal  variations.  Exploration  of  the  left  pleural  cavity  on  the  nth 
revealed  pus,  from  which  the  staphylococcus  pyogenes  aurous  was 
isolated.  The  chest  was  immediately  opened  by  Dr.  William  Linder 
and  a  large  amount  of  sero-purulent  fluid  evacuated.  Instead  of  show- 
ing signs  of  improvement  the  child  became  steadily  worse,  draining 
enormous  quantities  of  thin  pus.  A  blood  infection  being  suspected, 
a  second  blood  culture  was  taken  on  the  14th.  After  48  hours  of  in- 
cubation, a  Gram  negative,  actively  motile  bacillus,  corresponding  cul- 
turally to  the  typhoid  bacillus  was  obtained.  Agglutination  tests  con- 
firmed the  diagnosis  of  the  bacillus  typhosus. 

♦Read  before  the  Brooklyn  Pathological  Society,  November  9.  191 1 . 
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The  organism  was  clumped  by  a  known  typhoid  immune  serum 
and  was  also  clumped  by  the  patient's  serum.  This  study  convinced 
us  that  our  blood  culture  finding  was  no  contamination.  Finally,  on 
the  2 1 st,  the  patient's  blood  gave  a  positive  Widal  reaction. 

During  the  third  week,  the  child  ran  a  steady  temperature 
between  102.8  and  105  degress,  becoming  markedly  asthenic  and 
expiring  on  the  24th.    No  autopsy  was  obtained. 

Apparently,  then,  the  child  had  an  attack  of  typhoid  fever 
originally,  in  spite  of  the  negative  laboratory  findings.  This  assump- 
tion is  borne  out  by  the  history  of  fever,  diarrhoea  and  progressive 
emaciation.  The  whole  clinical  picture  at  first  was  clouded  by  the 
development  of  the  pulmonary  condition,  and,  the  request  for  typhoid 
findings  by  the  laboratory  was  indicative  of  the  suspicion  on  the  part 
of  the  attending  physician  of  typhoid  fever. 

The  late  occurrence  of  the  positive  culture  can  be  interpreted  on 
the  basis  of  a  relapse.  We  must  accordingly  consider  the  empyema 
as  a  late  complication,  which  in  fact,  it  usually  is,  during  the  convales- 
cence from  typhoid,  with  a  relapse;  or  occurring  during  the  course  of 
the  original  infection  with  a  reappearance  of  the  organisms  in  the 
blood  of  the  patient  with  fatal  effect,  due  to  his  tremendously  lowered 
resistance.  The  late  presence  of  the  positive  Widal  is  not  an  unusual 
event  in  typhoid. 

In  referring  to  the  literature,  not  many  examples  of  typhoid  fever 
and  empyema  together  in  one  individual  could  be  found.  Hare,  in 
his  Medical  Complications  and  Sequalae  of  Typhoid  Fever,  published 
in  1889,  mentions  four  cases,  stating  that  the  first  was  reported  in 
1885  by  Rendu  and  de  Gennis.  In  1887  and  in  1892  Hanquet  each  re- 
ported a  case  of  empyema  complicating  typhoid  fever.  The  organism 
isolated  from  the  pus  in  these  cases  was  the  bacillus  of  Eberth.  In 
1899,  Valentine  reports  a  case  of  streptococcus  empyema  occurring 
with  typhoid.  Bianchi,  in  1907,  cites  a  case  in  which  the  chest  was 
opened  on  the  29th  day,  the  pus  from  which  yielded  a  typhoid  bacillus. 
His  patient  recovered.  Phillips,  in  the  British  Medical  Journal,  Feb- 
ruary, 1901,  reports  two  cases  of  empyema  with  typhoid  fever,  oc- 
curring simultaneously  in  brothers,  both  of  whom  died  after  thorac- 
otomy. The  pus  in  both  chests  yielded  the  pneumococcus.  On 
autopsies,  abscesses  of  the  lungs  were  also  discovered.  In  1908, 
Miller,  in  the  Archives  of  Pediatrics,  reports  a  case  of  empyema  and 
gangrene  of  the  lung  complicating  typhoid  fever,  the  causal  germ  being 
the  streptococcus..  More  recently,  Smith  mentions  a  fatal  case  in  the 
British  Journal  of  Children's  Diseases  for  September,  191 1. 

According  to  Stumpel,  Curschman  and  other  authors,  pulmonary 
complications  of  the  more  serious  order,  as  pneumonia,  pleurisy  with 
effusion,  gangrene  and  empyema  occur  during  the  later  stages  of 
typhoid  fever,  beginning  insidiously,  and  as  a  rule  being  secondary 
typhoid  infections.  That  is,  the  typhoid  bacillus  is  commonly  the  ex- 
citing factor. 

In  the  above  instances,  the  causative  exciting  factor  was  the 
staphylococcus  pyogenes  aureus,  and  there  is  no  mention  in  the 
literature  of  this  organism  having  been  found  in  this  connection  be- 
fore.   Of  the  ten  cases  reported,  but  one  terminated  in  recovery. 
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PRESIDENTS  ADDRESS.* 
By  William  B.  Brinsmade. 

of  Brooklyn,  N.  Y. 

IN  times  of  sickness  and  mental  distress  there  is  something  in  the 
human  being  which  calls  for  help  from  some  unknown  force.  It 
is  this  belief  in  the  supernatural  that  has  been  the  stronghold  of 
all  the  myths,  superstitions  and  follies  which  have  blocked  the  advance 
of  science  at  times  and  interfered  with  its  progress  pretty  continuously 
during  the  middle  ages,  the  renaissance  and  even  today. 

The  advance  of  science,  however,  has  been  onward  toward  the 
truth.  The  empirical  professors  of  alchemy  were  the  forerunners  of 
our  modern  chemistry  which  has  solved  and  is  destined  to  solve  many 
of  the  physiological  problems. 

"Speculative  conceits  of  men  of  superior  capacity  have  hindered 
the  advance  of  science  from  time  to  time.  The  blunders  of  the  weak 
are  short  lived,  but  a  false  theory  with  a  semblance  of  nature,  struck 
in  the  mint  of  genius,  often  deceives  and  passes  current  through  the 
world." 

Paracelsus  in  1530  wrote  very  much  as  some  of  the  men  of  today, 
of  his  marvelous  cures ;  he  claimed  to  possess  infallible  secrets  against 
disease  and  the  secret  part  appealed  to  the  masses.  He  was  called 
to  Basel  to  the  chair  of  physics  and  surgery,  and  crowds  of  curious 
and  idle  people  attended  his  lectures.  In  order  to  strike  his  auditors 
with  astonishment  he  began  by  burning  the  works  of  Galen  and  Avicen- 
na  and  then  reading  from  his  own  writings,  breaking  off  from  time 
to  time  into  the  statement :  "Know  ye  doctors  that  my  hat  knows  more 
than  you ;  that  my  beard  is  more  experienced  than  your  academies. 
Greeks,  Latins,  Arabians,  French,  Italians,  Jews,  Christians  and 
Mohammedans,  you  must  follow  me;  I  shall  not  follow  you,  for  I  am 
your  monarch  and  sovereignty  belongs  to  me."  He  did  not  last  long 
and  his  departure  from  Basel  caused  no  such  sensation  as  his  arrival. 

It  is  interesting  to  read  of  the  largely  attended  meetings  of  the 
Rudolphine  Academy  of  Medicine  in  the  early  part  of  the  16th  cen- 
tury. This  Academy  was  founded  at  Prague  by  Guarinonius  who  was 
called  Dr.  Elixarabilis  because  of  the  Elixir  Vital  which  he  was  fond 
of  prescribing  as  a  panacea  of  all  infirmities.  At  one  of  the  meetings 
the  secretary  read  a  report  of  the  wonderful  elixir  discovered  by  An- 
tonio Michele ;  there  are  seven  weird  ingredients  in  the  elixir  and  at 
the  close  of  the  report  the  president  hoped  the  members  would  test 
this  simple  remedy  and  report  its  virtues  at  a  future  meeting. 

A  Dr.  Michael  Maier  addressed  the  society  on  the  antiquity  and 
nobility  of  medicine.  This  led  to  a  pleasant  discussion.  A  Dr.  Croll 
said  that  the  terrible  plague  which  had  been  introduced  into  Bohemia 
by  the  Turks  was  a  difficult  disease  to  combat;  he  had  found,  how- 
ever, that  the  tincture  of  mummy  was  of  signal  service ;  he  communi- 
cated its  preparation  under  pledge  of  secrecy.  (The  secret  is  out  now 
and  I  think  you  ought  to  know  it.)    Select  the  fresh  cadaver  of  a 

*  Delivered  before  the  Associated  Physicians  of  Long  Island,  at  Sayville, 
L.  I..  June  22,  1912. 
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red-haired,  spotless  malefactor,  twenty-four  years  of  age,  killed  by 
hanging  or  by  being  impaled  or  broken  on  the  wheel,  upon  which 
corpse  the  sun  and  moon  had  shone  but  once ;  cut  in  slices,  sprinkle 
with  myrrh  and  aloes,  then  macerate  in  spirits  of  wine  for  several 
days.  In  desperate  cases  the  efficiency  of  this  remedy  can  be  strength- 
ened by  mixing  it  with  salt  of  pearls,  salt  of  coral,  olive  and  musk, 
the  mixture  being  digested  in  a  warm  water  bath  one  month,  stirring 
it  daily. 

Kaspar  von  Rudz  then  remarked  that  his  wealthy  father-in- 
law  was  very  low  with  periodical  fits  of  ague  and  he  had  tried  many 
remedies  in  vain;  he  had  hung  three  spiders  about  the  patient's  neck, 
he  had  given  him  a  bag  to  wear,  containing  chips  of  the  gallows,  and 
he  had  tried  to  charm  the  fever  away  by  writing  Febra  Fuge  on  a 
piece  of  paper  and  cutting  a  letter  each  day,  beginning  with  the  last 
one.  The  speaker  asked  for  suggestions  as  none  of  the  remedies  had 
been  successful.  Several  academicians  rose  together,  desirous  of 
making  suggestions.  The  chair  recognized  Dr.  Maier  who  suggested 
as  follows : 

"Take  a  new  laid  egg  one  hour  before  the  cold  fit  is  expected, 
paint  on  the  shell  three  crosses,  one  in  red  and  two  in  black,  bury  it 
at  the  nearest  cross  road,  in  strict  privacy,  not  letting  any  one  know 
of  the  procedure." 

The  next  speaker  thought  this  remedy  unscientific  and  suggested 
something  else.  There  wrere  a  number  of  other  reports  on  the  scien- 
tific program,  and  the  meeting  adjourned.  It  must  have  been  an  in- 
teresting evening. 

The  doctors  of  that  time  were  men  with  the  same  desire  to  help 
the  human  race  that  we  have  today.  Their  mistakes  were  many,  and 
they  were  a  necessary  part  of  the  evolution  of  medicine.  It  is  not 
to  be  wondered  at  that  the  people  appealed  to  the  mysteries  and  put 
their  faith  in  charms,  or  that  the  effect  of  such  beliefs  has  lasted  until 
this  day. 

When  we  compare  the  older  civilizations  with  our  own,  we  are 
proud  to  belong  to  the  great  profession  that  has  been  the  determining 
factor  in  making  men's  lives  longer,  healthier  and  happier.  We  are 
just  at  the  beginning  of  the  new  era  in  which  the  great  white  plague 
and  cancer  are  to  be  conquered.  This  great  conquest  will  never  be 
accomplished  by  the  dreamer  or  the  theorist,  but  by  the  practical  man 
who  seeks  but  one  thing  and  that  is  truth. 

It  is  our  duty  to  expose  the  charlatan  and  the  ignorant  theorist 
who  are  allowed  to  treat  the  sick,  and  to  urge  on  our  legislators  a 
common  requirement  of  education  for  all  persons  who  attempt  to  help 
the  sick  and  injured.  The  establishment  of  a  national  Board  of 
Health  is  greatly  to  be  desired. 

There  is  an  ever  increasing  difficulty  in  the  community  in  obtain- 
ing autopsies.  This  seems  to  be  due  to  a  foolish  sentiment  which  is 
fostered  by  the  church  and  the  press.  While  we  recognize  the  value 
of  living  physiology,  we  cannot  get  along  without  autopsies  if  our 
science  is  to  advance.  A  body  of  one  thousand  such  representative 
men  as  compose  this  organization  might  easily  start  a  movement  to 
correct  this  state  of  affairs.  As  the  way  to  start  a  movement  is  to 
start,  I  suggest  that  each  member  of  this  association  instruct  his 
heirs  that  he  wishes  to  have  his  body  autopsied,  and  that  by  talking 
and  writing  both  in  lay  and  medical  journals,  we  use  our  influence 
to  create  a  sentiment  to  this  end. 
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This  association  has  a  journal  and  your  publication  committee 
has  worked  with  the  editor  to  improve  it  and  they  have  succeeded. 
It  is  greatly  improved  but  it  is  not  yet  as  good  as  it  is  going  to  be, 
if  you  will  all  help.  There  is  plenty  of  high-class  work  being  done 
by  our  members  which  is  never  recorded.  Remember  that  the  accurate 
report  of  interesting  cases  is  always  of  value.  The  character  of  the 
advertising  is  a  matter  under  advisement. 

The  great  changes  which  have  occurred  in  medical  education  in 
Europe  have  had  their  effect  in  this  country,  and  we  are  now  under- 
going an  educational  revolution  in  medicine.  Standards  for  entering 
medical  schools  are  being  raised  every  year.  Many  of  the  diploma 
mills  have  been  wiped  out  of  existence.  The  New  York  State  Board 
is  said  to  have  refused  to  register  the  students  from  two  of  its  col- 
leges. 

Proper  medical  education  will  cost  the  college  over  $500  a  year  for 
each  of  fifty  students  in  a  class.  Endowments  and  scholarships  must 
be  forthcoming  or  many  will  be  prevented  by  the  expense  from  seek- 
ing a  medical  education. 

This  association  must  have  a  real  work  to  accomplish  in  addition 
to  its  pleasant  gatherings,  or  it  will  fall  of  its  own  weight.  One 
thousand  intelligent  medical  men  scattered  over  Long  Island  can  ac- 
complish any  needed  reform  if  they  are  united  and  determined. 

You  are  a  powerful  organization  without  dissension  in  your 
ranks.  It  is  for  you  to  determine  the  attitude  of  the  public  towards 
the  profession  and  of  the  profession  toward  the  public.  In  your 
hands  lies  the  future  health  and  happiness  of  this  beautiful  Island. 
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FORTY-THIRD  REGULAR  MEETING 

of  the 

ASSOCIATED  PHYSICIANS  OF  LONG  ISLAND. 

THE  Forty-third  Regular  Meeting  of  the  Associated  Physicians 
of  Long  Island  was  held  at  Water  Island,  opposite  Sayville 
on  Saturday,  June  22,  1912.  The  President,  Dr.  William  B. 
Brinsmade,  of  Brooklyn,  presided  and  there  were  present  about 
one  hundred  members  and  guests.  Leaving  Brooklyn  at  10.40  the 
members  arrived  at  Sayville  shortly  after  noon  and  there  boarded 
motor  boats  for  the  place  of  meeting  which  was  reached  after  a 
most  enjoyable  sail.  A  very  satisfactory  dinner  was  served  upon 
arrival  and  the  business  and  scientific  portion  of  the  meeting  was 
begun  immediately  upon  the  conclusion  of  the  dinner. 

As  the  minutes  of  the  previous  meeting  had  been  printed  the 
usual  reading  was  dispensed  with.  The  president  then  read  his 
address  which  appears  in  full  in  another  part  of  this  issue.  The 
usual  committee  of  three  was  appointed  to  consider  the  president's 
address  and  recommendations. 

The  Membership  Committee  presented  the  names  of  twenty- 
four  applicants  for  membership,  all  of  which  were  favorably  acted 
upon.  These  names  are  as  follows :  Drs.  Charles  J.  Hetterheimer, 
309  Wyckoff  Ave.;  Hugo  Lang,  1182  Dean  St.;  Henry  Franciscus, 
718  Bushwick  Ave.;  Robert  Mathews  Ullrich,  28  Stuyvesant  Ave.; 
Harris  M.  Rabinowitz,  149  Watkins  St. ;  Herbert  C.  Allen,  171 
Lefferts  PI. ;  Francis  L.  Guarino,  Broadway  and  Rockaway  Road, 
Woodhaven;  William  L.  Heeve,  302  Sumner  Ave.;  William  Lan- 
throp  Love,  857  Lincoln  PI.;  Peter  A.  Reque,  551  Henry  St.;  Colo- 
gero  Giovinco,  175  Central  Ave.;  Jacob  Londoner,  662  Lafayette 
Ave. ;  Henry  Green  Preston,  68  Greene  Ave. ;  Frederick 
R.  Meeks,  100  Hancock  St.;  Eugene  W.  Candidus,  215  Hewes  St.; 
Thomas  A.  Buys,  707  St.  Johns  PI. ;  Nathan  Cohen,  426  So.  Fourth 
St.;  Emanuele  DiLeo,  139  Montrose  Ave.;  Henry  C.  Hatton, 
Morris  Park;  Ralph  L.  MacFarlane,  53  Clinton  Ave.,  Jamaica; 
Francis  E.  Brennan,  256  Barclay  St.,  Flushing;  Hugh  Barr  Gary, 
525  10th  St.,  College  Pt.  and  Samuel  D.  Nutt,  Woodhaven. 

Dr.  Ross,  Chairman  of  the  Publication  Committee,  made  a 
brief  report  for  his  Committee  and  the  president  stated  that  at  the 
meeting  of  the  Board  of  Directors  held  in  April  the  recommenda- 
tions of  the  Publication  Committee  had  been  approved. 

Under  new  business  the  amended  article  V,  section  2,  was 
adopted.  The  Scientific  Session  was  then  turned  over  to  Dr.  Fred- 
erick Tilney,  who  introduced  Dr.  H.  H.  Goddard,  Attending 
Physician  to  the  New  Jersey  Training  School  for  Defective  Boys 
and  Girls,  who  gave  a  most  interesting  talk  upon  " Feeble  Minded 
Children  and  the  Hereditary  Influence  Relating  to  the  Subject." 
Immediately  following  the  meeting,  after  a  pleasant  sail  across  the 
bay,  the  members  took  a  train  for  home. 

James  Cole  Hancock,  Secretary. 
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BY-LAWS  OF  THE  ASSOCIATED  PHYSICIANS  OF  LONG 

ISLAND. 

Article  I. 

Section  1.  This  Society  shall  be  known  as  the  Associated  Physicians  of 
Long  Island.  Its  objects  shall  be  those  of  a  general  and  scientific  medical 
society,  the  study  of  the  natural  conditions  and  the  prevalent  diseases  of  Long 
Island,  and  the  promotion  of  the  medical  interests  by  the  medical  profession. 

Section  2.  Eligibility  to  membership  shall  be  limited  to  practitioners  on 
Long  Island  who  are  in  good  standing  and  who  shall  have  the  endorsement  of 
the  Membership  Committee  of  the  Society. 

Article  II. 

Section  1.  The  officers  of  the  Society  shall  be  a  President,  three  Vice- 
Presidents,  each  from  one  of  the  County  Medical  Societies  of  Long  Island,  a 
Secretary  and  a  Treasurer.  The  officers  or  nominees  for  office  shall  be  declared 
elected  when  they  have  received  a  majority  of  the  votes  at  the  Annual  Meeting. 
A  Nominating  Committee  of  three  shall  be  appointed  annually  by  the  Chair, 
and  announced  at  the  October  Meeting.  This  Committee  shall  present  nomi- 
nations at  the  Annual  Meeting  for  the  various  offices,  but  any  member  present 
at  the  Meeting  may  nominate  from  the  floor. 

Section  2.  There  shall  also  be  a  Board  of  Five  Directors,  consisting  of 
the  President,  the  retiring  President,  the  First  Vice-President,  the  Secretary  and 
Treasurer,  respectively,  by  virtue  of  their  several  offices. 

Article  III. 

Section  I.  The  following  standing  Committees  shall  be  appointed  annually 
by  the  Chair;  a  Scientific  Committee,  a  Membership  Committee,  a  Legal  Com- 
mittee, a  Historical  Committee,  a  Committee  on  Public  Health  and  an  Enter- 
tainment Committee. 

Section  2.  There  may  be  such  temporary  committees  appointed  by  the 
Chair  as  are  deemed  necessary,  including  additional  members  of  the  Entertain- 
ment Committee  for  each  session. 

Article  IV. 

Section  1.  Stated  Meetings  shall  be  held  three  times  a  year,  in  June,  October 
and  January,  respectively,  the  Annual  Meeting  to  be  held  in  Brooklyn  in  January, 
the  June  and  October  Meetings  to  be  held  at  places  selected  by  the  Board  of 
Directors.  Special  meetings  may  be  called  by  the  President  at  the  written 
request  of  five  members. 

Section  2-  For  scientific  purposes  a  quorum  shall  always  be  presumed. 
For  executive  business  twenty  members  shall  be  necessary. 

Article  V. 

Section  1.  The  duties  of  the  officers  are  explained  in  their  titles.  The 
Scientific  Committee  shall  provide  the  program  and  have  charge  of  the  Scientific 
Session.  It  shall  be  the  duty  of  the  Membership  Committee  to  secure  and 
recommend  new  members  for  the  Society.  The  Legal  Committee  shall  have 
charge  of  all  legislative  and  legal  matters  of  interest  to  the  profession  of  Long 
Island.  The  Historical  Committee  shall  be  composed  of  a  member  from  each 
County  Medical  Society  of  Long  Island  and  shall  collect  historical  data  of 
interest  to  the  profession  on  Long  Island.  The  Committee  on  Public  Health 
shall  have  charge  of  all  matters  pertaining  to  the  public  health,  including  public 
health  lectures  by  members  of  the  Association  in  the  various  towns  and  villages 
of  Long  Island,  and  its  scope  shall  also  include  the  natural  features  and  the 
endemic  diseases  of  Long  Island. 

Section  2.  The  Committee  on  Publication  shall  consist  of  one  or  more 
members  from  each  County  of  Long  Island,  and  shall  be  elected  annually  by 
the  Board  of  Directors.  One  member  of  said  Committee  shall  be  elected  by 
the  Committee  as  its  Chairman.  The  Publication  Committee  shall  nominate 
Chief  and  Associate  Editors  of  the  Long  Island  Medical  Journal,  and  shall 
submit  the  names  of  those  selected  to  the  Board  of  Directors  for  confirmation. 
The  President,  Secretary  of  the  Society  and  the  Editor-in-Chief  of  the  Long 
Island  Medical  Journal  shall  be  ex-officio  members  of  the  Committee  on 
Publication  and  shall  be  notified  of  all  meetings  of  the  Committee.    The  Com- 
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mittee  shall  have  charge  of  the  Journal  of  the  Association  and  shall  publish 
in  it  the  proceedings  of  the  Association  and  the  scientific  papers  read  before  it. 
They  shall  also  issue  a  revised  edition  of  the  manual  of  the  Association  after 
each  Annual  Meeting. 

Section  3.  Papers  read  at  any  of  the  meetings  shall  be  the  property  of  the 
Association. 

Section  4.  The  Board  of  Directors  shall  meet  at  least  once  before  each 
stated  meeting  and  shall  transact  all  business  not  otherwise  provided  for.  The 
Board  of  Directors  shall  have  power  to  appoint  delegates  to  other  medical 
bodies  when  in  their  discretion  it  is  expedient  to  do  so.  Should  a  vacancy 
occur  in  the  Board  of  Directors  it  shall  be  filled  by  the  remaining  members 
of  the  said  Board. 

Article  VI. 

Section  1.  New  members  shall  be  admitted  only  upon  the  recommendation 
of  the  Membership  Committee  and  by  a  two-thirds  ballot  of  those  present  and 
voting  at  a  regular  meeting  of  the  Association. 

Section  2.  Every  applicant  for  membership  shall  sign  the  printed  applica- 
tion blank  and  accompany  the  application  with  the  current  annual  dues. 

Article  VII. 

The  regular  dues  shall  be  determined  at  the  annual  meeting.  Special 
assessments,  not  to  exceed  in  amount  the  annual  dues,  may  be  levied  by  a 
majority  vote  at  any  meeting. 

Article  VIII. 

A  member  who  is  in  arrears  for  two  years  shall  be  dropped. 

Article  IX. 

A  member  of  the  legal  profession  shall  be  appointed  by  the  Board  of 
Directors  as  Counsel. 

Article  X. 

The  following  shall  be  the  order  of  business  for  the  June  and  October 
meetings : 

Reading  of  the  Minutes. 

Report  of  the  Membership  Committee. 

Reports  of  other  Committees. 

Unfinished  Business. 

New  Business. 

Scientific  Session. 

Adjournment. 

Article  XL 

The  following  shall  be  the  order  of  business  for  the  Annual  Meeting: 
Reading  of  the  Minutes. 
Report  of  the  Membership  Committee. 
Reports  of  other  Committees. 
Report  of  Secretary. 
Report  of  Treasurer. 
Unfinished  Business. 
New  Business. 
Election  of  Officers. 
Scientific  Session. 
Installation  of  Officers. 
Adjournment. 

Article  XII. 

Section  1.  Amendments  to  the  By-Laws  may  be  adopted  at  any  regular 
meeting  provided  they  have  been  proposed  in  writing  at  a  previous  meeting  and 
receive  a  two-thirds  ballot  of  the  members  present  and  voting. 

Section  2.  At  any  regular  meeting  a  By-Law  may  be  suspended  for  a 
specified  time  by  a  unanimous  vote. 
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ACTIVE  MEMBERS. 

BOROUGH  OF  BROOKLYN,  KINGS  COUNTY. 

A 

Addoms,  Lewis  P   278  Halsey  St. 

Ager,  Louis  C   137  Clinton  St. 

Albers,  Frederick  M   513  48th  St. 

Allen,  Herbert  C   171  Lefferts  PL 

Allen,  Wm.  T   693  Park  PI. 

Anderson,  Charles  A   438  3d  Street. 

Anderson,  Herbert  C   241  Sackett  St. 

Anderson,  Lewis  N   526  Bedford  Ave. 

Anderson,  Samuel  F   763  Union  St. 

Andrew,  James  H   500  Madison  St. 

Arrowsmith,  Hubert   170  Clinton  St. 

Aten,  Wm.  N   71  Gates  Ave. 

Atwood,  A.  Dalton    980^  DeKalb  Ave. 

B 

Bailey,  Frederick  D   260  Hancock  St. 

Baker,  John  L   699  Putnam  Ave. 

Baldwin,  L.  Grant   28  Schermerhorn  St. 

Barber,  W.  Harold  Seney  Hospital 

Barber,  Calvin  F   57  So.  Oxford  St. 

Barber,  Vincent   269  Arlington  Ave. 

Barnes,  Harold  L   42  Elton  St. 

Bartley,  Elias  H   65  So.  Portland  Ave. 

BartrufT,  George  L   473  Evergreen  Ave. 

Bates,  Sherman  W   313  WyckofT  Ave. 

Bayles,  Havens  B   125  7th  Ave. 

Bayles,  William  H  2181  Bedford  Ave. 

Beach,  Ralph  M   69  Seventh  Ave. 

Beasley,  Crawford  D   702  Greene  Ave. 

Beck,  Albert  W   108  Garfield  PI. 

Beers,  Nathan  T   97  Gates  Ave. 

Beery,  Edwin  M   118  Gates  Ave. 

Bell,  Alfred    37  Linden  St. 

Bell,  Robert  J   304  Warren  St. 

Bellows,  Charles  M   433  Nostrand  Ave. 

Benanti,  Salvator    542  Hicks  St. 

Bennett,  Edward  C   475  75th  St. 

Benton,  Stuart  H   877  Sterling  PI. 

Berendsohn,  Rudolph   946  73d  St. 

Berlenbach,  Philip  H   9  Stuyvesant  Ave. 

Bermingham,  Francis  H   132  Montague  St. 

Bernauer,  Emil  C   860  Lafayette  Ave. 

Bierbauer,  Bruno  W   47  Pierrepont  St. 

Bierwirth,  Julius  C   253  Henry  St. 

Bishop,  Ernest  S   919  Bedford  Ave. 

Bishop,  Eliot   46  Gates  Ave. 

Blackman,  William  W   519  Clinton  Ave. 

Blackmar,  Bruce  G   318  Ovington  Ave. 

Blaisdell,  Silas  C   500  Bedford  Ave. 

Blake,  Edward  L  1565  44th  St. 

Blake,  James  Eddy    352  Jefferson  Ave. 
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Blatteis,  Simon  R  350  New  York  Ave. 

Bliss,  Robert  F   23  7th  Ave. 

Block,  Siegfried    848  Greene  Ave. 

Bodkin,  Dominic  G   897  Lafayette  Ave. 

Bodkin,  Martin  L   290  Clinton  St. 

Boes,  William    200  Graham  Ave. 

Bogart,  Arthur  H   27  7th  Ave. 

Bogart,  J.  Bion   463  Clinton  Ave. 

Bonner,  Adolph   421  Grand  Ave. 

Bookbinder,  J   76  Suydam  St. 

Bozenhardt,  Wm.  F  Forest  Ave.  and  Butler  St. 

Brader,  William  B  1120  Bushwick  Ave. 

Bradner,  Frank  W   82  Saratoga  Ave. 

Braislin,  William  C   556  Washington  Ave. 

Brennan,  Thomas  M   213  Carroll  St. 

Brinckerhoff,  Walter  J   180  Willoughby  Ave. 

Brinsmade,  William  B   117  Montague  St. 

Bristow,  Algernon  T.   234  Clinton  St. 

Broadhead,  William  F   261  Bainbridge  St. 

Brockway,  Robert  0   67  Hanson  PI. 

Brown,  Frank  E   591  Hancock  St. 

Brown,  Henry  E  1265  Bergen  St. 

Brown,  Thomas  E   278  Clinton  St. 

Browning,  William   54  Lefferts  PI. 

Brundage,  Albert  H   375  Gates  Ave. 

Bruning,  Henry  F   467  75th  St. 

Brunner,  Charles  W   103  Wilson  St. 

Brush,  Arthur  C   29  So.  Portland  Ave. 

Bryn,  Harold   313  Union  St. 

Buckley,  Charles  F   802  Carroll  St. 

Buist,  George  L   3  Hancock  St. 

Bull,  Robert  1   46  4th  Ave. 

Burford,  Mortimer  G   198  Marcy  Ave. 

Burger,  Francis  J   41  Buffalo  Ave. 

Butler,  Glentworth  R   229  Gates  Ave. 

Butler,  William  E   113  Halsey  St. 

Butler,  William  M   507  Clinton  Ave. 

Buys,  Thomas  A   707  St.  Johns  PI. 

C 

Callaghan,  D.  E   180  Clermont  Ave. 

Callender,  John  Meade   172  Remsen  St. 

Candidus,  Eugene  W   215  Hewes  St. 

Campbell,  William  Francis   394  Clinton  Ave. 

Cardona,  Lawrence  J   804  Lafayette  Ave. 

Cardozo,  Abraham  L   635  St.  Marks  Ave. 

Carey,  John  J   287  Hoyt  St. 

Carpenter,  Frank  E   688  Madison  St. 

Carr,  Robert  Henry,  Jr.,   922  Sterling  PI. 

Cary,  William  H   38  Clinton  St. 

Catlin,  Arnold  W   207  Greene  Ave. 

Chapin,  Edward    21  Schermerhorn  St. 

Chapman,  William  L   114  Lafayette  Ave. 

Chase,  Walter  B   1050  Park  PI. 

Claffey,  M.  Edwin   256  Prospect  Park  W. 
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Clark,  Frank  H   758  Putnam  Ave. 

Clark,  Raymond    310  Clinton  Ave. 

Cline,  DeWitt  F  1000  Church  Ave. 

Cohen,  Nathan    426  So.  4th  St. 

Colgan,  John  J   191  Nassau  St. 

Collins,  Burnett  C   645  St.  Marks  Ave. 

Collins,  John  J  1349  Dean  St. 

Commiskey,  Leo.  J.  J   189  6th  Ave. 

Cornwall,  Edward  E  1218  Pacific  St. 

Cortright,  Charles  B   523  Herkimer  St. 

Cosgrove,  James  E  11 52  58th  St. 

Coughlin,  Robert  E   428  47th  St. 

Cox,  Charles  N   257  Jefferson  Ave. 

Crane,  Claude  G   121  St.  James  PI. 

Crane,  Percy  R   301  State  St. 

Crawford,  Frederick  D   184  Joralemon  St. 

Cross,  Frank  B   141  7th  Ave. 

Cruikshank,  William  J   102  Ft.  Greene  PI. 

D 

Dangler,  Henry  \V   455  Classon  Ave. 

Dattlebaum,  Maurice  J  1125  Eastern  Parkway. 

Davidson,  David    446  Pacific  St. 

Davis,  George  H   580  Halsey  St. 

Davis,  William  Dunlop  6929  Ridge  Boulevard. 

Davis,  William  Henry   158  St.  Marks  Ave. 

Dawson,  Edward  A   921  Bedford  Ave. 

DeCoste,  Stephen  H   170  Barbey  St. 

Deely,  George  E   132  Montague  St. 

Delatour,  H.  Beeckman   73  8th  Ave. 

DeLong,  William    170  Bainbridge  St. 

DeLorme,  Maurotte  F   70  Greene  Ave. 

DeMund,  John  E  1740  Cropsey  Ave. 

DeWaltoff,  Dayve    451  47th  St. 

Dexter,  Thurston  H   411  Hancock  St. 

DeYoanna,  Gsetano    565  Henry  St. 

Dickert,  John  G   928  Bushwick  Ave. 

Dickinson,  Robert  L   1C8  Clinton  St. 

Di  Leo,  Emanuele   139  Montrose  Ave. 

Dixon,  Herbert  S   141  Lewis  Ave. 

Dixon,  Thomas    23  Clinton  St. 

Dooling,  John  F   943  St.  Johns  PI. 

Dowd,  James  H.  B  4201  Ft.  Hamilton  Parkway. 

Downey,  James  M   381  Clinton  St. 

Doyle,  Francis  B   145  6th  Ave. 

Doyle,  George  J   287  Clermont  Ave. 

Droge,  J.  H   8  Stuyvesant  Ave. 

Dudley,  William  F   32  Livingston  St. 

DufYey,  Francis  J   148  Bay  16th  St. 

Duffield,  Warren  L   119  Berkeley  PI. 

Duggan,  Homer  V   164  So.  4th  St. 

Duncan,  Camerson    18  Clarkson  St. 

Durham,  Roger   322  Park  PI. 

Durkee,  John  W   142  Clinton  St. 

Dusseldorf,  John  E   191  Lawrence  Ave. 
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Eastmond,  Charles   67  Hanson  PL 

Eichacker,  Henry  F   382  Covert  Ave. 

Ellis,  Thomas  F  447  State  St. 

Enright,  Maurice   903  Greene  Ave. 

Erdmann,  Adolph  F   458  9th  Street. 

Estabrook,  C.  R  9307  Flatlands  Ave. 

Evans,  George  A  909  Bedford  Ave. 

F 

Fairbairn,  Henry  A   249  McDonough  St. 

Farwell,  Norman  E   449  47th  St. 

Fielding,  George  B   350  9th  St. 

Fettes,  David  S   1400  Ave.  P. 

Figueria,  Mathias   14  Stuyvesant  Ave. 

Finch,  William  Y   124  St.  Marks  Ave. 

Fisher,  Charles  M   262  70th  St. 

Fiske,  E.  Rodney   11 72  Dean  St. 

Fitzsimmons,  James  C   451  Gold  St. 

Fitzgerald,  John  F   Kings  County  Hospital. 

Flanagan,  James  T   361  Ocean  Ave. 

Fleming,  James  W   471  Bedford  Ave. 

Fogarty,  Thomas  L   262  New  York  Ave. 

Fowler,  Royale  H   475  Washington  Ave. 

Fowler,  Russell  S   301  DeKalb  Ave. 

Fraser,  Hamer  E   20  So.  Portland  Ave. 

Franciscus,  Henry    718  Bushwick  Ave. 

French,  Thomas  R   150  Joralemon  St. 

Friend,  Walter  M   404  Clinton  St. 

Frischbier,  Otto    690  Bushwick  Ave. 

Frost,  Samuel  K   254  Garfield  PI. 

Fry,  Herbert  C   356  9th  St. 

Fuhs,  Jacob    871  Park  PL 

Fulda,  Carl    1 175  Bushwick  Ave. 

Fulda,  Henry  C   683  Bushwick  Ave. 

Funk,  Merton  L   654  E.  17th  St. 

G 

Galloway,  F.  Maxwell   1  Sherman  St. 

Ganster,  William  F  180  6th  Ave. 

Gardiner,  Charles  E   27  Schermerhorn  St. 

Geis,  Norman  P  1325  Pacific  St. 

Genthuer,  Philip  J   384  Court  St. 

Gibson,  Gordon   176  State  St. 

Gildersleeve,  Charles  P   18  Schermerhorn  St. 

Gillen,  Andrew  M  4201  12th  Ave. 

Gillin,  William  A.,  Jr  294  New  York  Ave. 

Gilligan,  Alexander  404  Franklin  Ave. 

Gilmartin,  Albert  E   570  Leonard  St. 

Gingold,  David    119-A  Sumner  Ave. 

Giovinco,  Calogero    175  CentralAve. 

Given,  James  B   463  9th  St. 

Glynn,  James  P   474  9th  St. 

Goldstein,  David   533  Stone  Ave. 

Goldstein,  Max    104  McKibbin  St. 


ROSTER  OF  MEMBERS. 


315 


Goodrich,  Charles  H   280  Park  PI. 

Gordon,  Charles  A   847  Putnam  Ave. 

Gordon,  Mark   333  Stone  St. 

Gordon,  Onslow  A   71  Halsey  St. 

Goubeaud,  Henry  J   518  Carlton  Ave. 

Graham,  John  C   317  73d  St. 

Grant,  Walter  S   380  McDonough  St. 

Gray,  R.  Curtis   131  Hooper  St. 

Green,  Edward  E   456  Washington  Ave. 

Griffin,  Edwin  A   340  Stuyvesant  Ave. 

Griffin,  John    45  Lefferts  PI. 

Griffing,  George  P   135  Milton  St. 

Griffiths,  Albert  F  1055  Ocean  Ave. 

Guenther,  Theodore  C   881  Union  St. 

H 

Hagan,  Cornelius  E  461  Ridgewood  Ave. 

Hall,  Charles  H  21 13  Mermaid  Ave.,  C.  I. 

Hall,  Gordon  R   164  Clinton  St. 

Hall,  Robert  W   750  E.  18th  St. 

Hamlin,  George  D  1260  Pacific  St. 

Hancock,  James  C   135  Cambridge  PI. 

Harnden,  Frank    208  8th  Ave. 

Harrigan,  John    401  Clinton  St. 

Harrington,  Burt  D   525  Ocean  Ave. 

Harris,  Burton    475  Greene  Ave. 

Harris,  Louis   1422  St.  Marks  Ave. 

Hartung,  Emil  F   358  Marion  St. 

Hawley,  George  R   203  Gates  Ave. 

Hayman,  Abe    73  McKibbin  St. 

Heeve,  William  L  302  Sumner  Ave. 

Hegeman,  Thomas  B  2603  Xewkirk  Ave. 

Heimann,  Max    421  Grand  Ave. 

Hendrickson,  Skidmore   1275  Bergen  St. 

Henry,  Charles  C   56  Clark  St. 

Herriman,  Frank  R   167  Quincy  St. 

Herman,  Solomon   49^3  14th  Ave. 

Herriman,  Rudolph  F  1075  Bush  wick  Ave. 

Heuser,  Gerard  W  1073  Bushwick  Ave. 

Hewett,  William  B   227  Clermont  Ave. 

Hicks,  Edward  E  1168  Dean  St. 

Higley,  Henry  A   62  Schermerhorn  St. 

Hirsemann,  Walter  G   408  Clinton  St. 

Hodges.  Edward    153  Halsey  St. 

Hoffmann,  Henry  0   138  Prospect  Park  West. 

Holden,  Frederick  C   63  7th  Ave. 

Hopper,  Magnus  T   379  Washington  Ave. 

Horni,  John    179  Penn  St. 

Horstman,  August  G  1241  Hancock  St. 

Hotchkiss,  Henry  T   146  Halsey  St. 

Howe,  Alexander  C  307  Cumberland  St. 

Hoxie,  Edward  H   1  Hart  St. 

Hubbard,  William  S  1138  Bergen  St. 

Hughes,  Peter   467  Bedford  Ave. 

Hull,  Allen   1847  Benson  Ave. 
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Hulse,  Clarence  H   206  Monitor  St. 

Hulst,  Francis  A   1249  Dean  St. 

Humpstone,  O.  Paul   327  Washington  Ave. 

Hunter,  George  H.  V   319  73d  St. 

Hussey,  Augustus  A   167  Hancock  St. 

Hyde,  Clarence  R   242  Henry  St. 

Hynes,  Edward  G   80  Ocean  Parkway. 

I 

Ingalls,  James  W   874  Lafayette  Ave. 

Iszard,  Walter  R   141  St.  Marks  Ave. 

Ives,  Robert  F  8504  22d  Ave. 

J 

Jackman,  Luther  T   499  8th  St. 

Jacobs,  William  K  1509  8th  Ave. 

Jacobson,  Arthur  C   115  Johnson  St. 

Jameson,  P.  Chalmers   139  Montague  St. 

Jennings,  Frank  D   53  Woodbine  St. 

Jennings,  John  E   164  Halsey  St. 

Jewett,  Frederic  A   282  Hancock  St. 

Jewett,  William  A   380  Vanderbilt  Ave. 

Joachim,  Henry    2  Brevoort  PI. 

Joerg,  Oswald   12  Schermerhorn  St. 

Johnston,  Charles  L   232  Hancock  St. 

Judd,  Albert  M   375  Grand  Ave. 

Junor,  Kenneth  F   458  E.  29th  St. 

K 

Kalvin,  Henry  M   Avenue  U  and  E.  15th  St. 

Kasper,  Gerard   714  Macon  St. 

Keep,  J.  Lester   460  Clinton  Ave. 

Keil,  Peter  A   164  Arlington  Ave. 

Kene,  Joseph  A   64  Greene  Ave. 

Kennedy,  James  C   762  Willoughby  Ave. 

Kenny,  Eugene  J   219  Prospect  PI. 

Kerr,  LeGrand    42  Gates  Ave. 

Ketchum,  George  F   378  Adelphi  St. 

Kevin,  J.  Richard   252  Gates  Ave. 

Keys,  Frank  P   83  Hanson  PI. 

Keyes,  James  T   226  17th  St. 

King,  Samuel  T   34  Greene  Ave. 

Kinne,  William   48  4th  Ave. 

Kirk,  Frederick  J   233  Weirfield  St. 

Knause,  Benjamin  F   1076  Bushwick  Ave. 

Koerner,  William  F   154  Rodney  St. 

Konther,  Adolph  F   184  Ridgewood  Ave. 

Kramer,  Henry  F   262  Jay  St. 

Kruskal,  Isaac  D   416  Sterling  PI. 

Kuhn,  George  R   122  Clinton  Ave. 

L 

Lack,  C.  Eugene   692  10th  St. 

Lange,  Christian  C.  A   67  Hanson  PI. 

Lange,  Hugo  1182  Dean  St. 

de  Larralde,  P.  J   214  LTnion  Ave. 
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Lawrence,  Andrew  W   558  Bedford  Ave. 

Lazarus,  George  F  2105  Caton  Ave. 

Leavitt,  Emanuel  J   717  Bushwick  Ave. 

Lee,  John  A   23  Revere  PI. 

Leonhardt,  Herbert  H  784  Flatbush  Ave. 

Lewis,  Maurice  T  ,  404  55th  St. 

Lincoln,  Harry  W   113  Hancock  St. 

Linder,  William   1780  St.  John's  PI. 

Lindridge,  Edwin  F   292  Clinton  Ave. 

Linehan,  Harlan  E   74  Norman  Ave. 

Lintz,  William    907  St.  Marks  Ave. 

Lippold,  William  E   197  St.  Nicholas  Ave. 

Little,  George  F  469  Clinton  Ave. 

Little,  William  A   923  Bedford  Ave. 

Lloyd,  Ralph  1   450  9th  St. 

Londoner,  Jacob    662  Lafayette  Ave. 

Loewe,  Jacques    71  McKibbin  St. 

Long,  John  H  1138  Bergen  St. 

Longmore,  John  A   158  Clinton  St. 

Louria,  Leon    249  Hewes  St. 

Love,  Cornelius  R   167  Clinton  St. 

Love,  William  L  857  Lincoln  PI. 

Lubrecht,  Charles  A   966  Bedford  Ave. 

Lucas,  David  F   552  Pacific  St. 

Ludlum,  Walter  D   362  Marlborough  Rd. 

Luhrsen,  Ernest  F   292  Greene  Ave. 

Lutz,  Stephen  H   284  Hancock  St. 

Lyne,  Frank  F  3041  Ocean  Ave. 

Lyons,.  John  J   485  Clinton  St. 

M 

McChesney,  Herman  F   90  Halsey  St. 

McClelland,  Lefferts  A   78  McDonough  St. 

McCorkle,  John  A   149  Clinton  St. 

MacCoy,  Cecil    184  Joralemon  St. 

MacCoy,  James  E   561  Bainbridge  St. 

McEntee,  Edward  J   196  Hancock  St. 

MacEvitt,  James  M   514  9th  St. 

MacEvitt,  John  C   407  Clinton  St. 

MacGillvary,  Stanley  H   915  Bedford  Ave. 

McGuire,  Constantine  F.   434  15th  St. 

Mack,  C.  F  1340  Gates  Ave. 

McNamara,  Sylvester  J  ,  369  Union  St. 

MacNaughton,  Donald  S   479  Clinton  Ave. 

McNaughton,  George    479  Clinton  Ave. 

McQuillin,  John  P   414  58th  St. 

Macumber,  John  L   291  DeKalb  Ave. 

Maddren,  William  H   56  Sterling  PI. 

Mahr,  George  J   98  Wilson  St. 

Malament,  Manasseh  J  101  McKibbin  St. 

Malone,  Joseph  W  8732  Bay  Parkway. 

Manecke,  Philip   1058  Bushwick  Ave. 

Mangan,  Daniel  C   95  Park  Ave. 

Manley,  Mark    261  Monroe  St. 

Manning,  Charles  E   480  Putnam  Ave. 
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Marsh,  Edwin  F   448  9th  St. 

Matheson,  A.  Ross   37  7th  Ave. 

Matson,  Nathaniel   1249  Pacific  St. 

Mayne,  Earl  H   139  Bay  17th  St. 

Meeker,  Lewis  E   44  Linden  St. 

Meeks,  Frederick  R   100  Hancock  St. 

Merzbach,  Joseph   204  8th  Ave. 

Meyer,  David  W   161  Clinton  St. 

Meyer,  Joseph    216  Van  Buren  St. 

Miller,  Francis  H   64  Pennsylvania  Ave. 

Miller,  George  1   700  St.  Marks  Ave. 

Miller,  Lewis  H   109  Halsey  St. 

Mills,  Henry  M   192-A  6th  Ave. 

Mills,  Richard  M   193  Fenimore  St. 

Minton,  Henry  B   165  Joralemon  St. 

Moak,  Harris    360  Park  PI. 

Moitrier,  William    454  Putnam  Ave. 

Monaghan,  Frank  J.  1069  Bushwick  Ave. 

Moore,  Samuel  E  1332  Myrtle  Ave. 

Moorhead,  Robert  L  247  Madison  St. 

Morgenthaler,  Herbert  J.  W   456  2d  St. 

Morris,  Edward  J   488  9th  St. 

Morris,  Harold  A   163  Linden  Ave. 

Morrison,  Robert  J   354  Tompkins  Ave. 

Morton,  Henry  H   32  Schermerhorn  St. 

Morton,  Lawrence  J  Ft.  Hamilton  P'kway  &  88th  St. 

Moses,  Henry  M   4  LefTerts  PI. 

Mosher,  Burr  B   184  Joralemon  St. 

Moxom,  Philip  W.  T  1807  Ditmas  Ave. 

Murray,  M.  Foster   913  Union  St. 

N 

Napier,  Charles  D   100  Lafayette  Ave. 

Nash,  Philip  I  Neptune  Av.  &  Cortland  St.,  C.  I. 

Nevins,  Thomas  F   249  Cumberland  St. 

Nichols,  Louis  L   386  Stuyvesant  Ave. 

North,  Nelson  L   150  Hancock  St. 

Northridge,  Thomas  H  :  320  Cumberland  St. 

Northridge,  William  A   402  Washington  Ave. 

Norton,  Howard  Leroy   ..  565  47th  St. 

O 

O'Brien,  Keran   327  Jamaica  Ave. 

O'Connell,  Joseph  J   190  8th  Ave. 

Ohly,  John  H   22  Schermerhorn  St. 

O'Reilly,  Henry  M   161  6th  Ave. 

Ostrander,  George  A   61  Greene  Ave. 

Otis,  F.  Burton   369  Hancock  St. 

Owens,  George  C   275  Kingston  Ave. 


Paffard,  Frederick  C 
Paine,  Charles  E.  .  . 

Pallister,  S.  W  

Palmer,  Ernest  .... 


238  Clinton  St. 
694  St.  Marks  Ave. 
222  Jefferson  Ave. 
155  Clinton  St. 
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Pardee,  M.  C   168  Macon  St. 

Parrish,  John  W   ill  Montague  St. 

Pentlarge,  Victor  H   380  Sterling  PI. 

Peterman,  Charles  P   809-A  Greene  Ave. 

Pettit,  Henry  S  Adelphi  College. 

Pettit,  Stephen  S  Xeck  Road,  Gravesend 

Pettit,  William  R  1225  East  37th  St. 

Pfeiffer,  William    368  McDonough  St. 

Pflug,  Henry  E   425  Fresh  Pond  Road. 

Philleo.  William  H   155  Herkimer  St. 

Pierson,  W.  H   101  McDonough  St. 

Pilcher,  James  T   145  Gates  Ave. 

Pilcher,  Lewis  S   145  Gates  Ave. 

Pilcher,  Paul  M   145  Gates  Ave. 

Place,  E.  Clifford   589  Madison  St. 

Plath,  John  H  1207  Hancock  St. 

Plotkin,  Henry    479  Stone  Ave. 

Polak,  John  0   287  Clinton  Ave. 

Pomerov,  Ralph  H   511  Xostrand  Ave. 

Pool,  William  P   166  Clinton  St. 

Poole,  John  W  Yoorhees  Ave.  &  E.  18th  St., 

Sheepshead  Bay. 

Porter,  E.  Pender   1  Glenada  PI. 

Potter,  Alfred    491  8th  St. 

Preston,  Henry  Greene   68  Greene  Ave. 

Price,  Henry  R   435  Clinton  Ave. 

Price,  Walter  D   202  Schermerhorn  St. 

Price,  W'illiam  H   801  Prospect  PI. 

Progebin,  Abraham    164-A  Tompkins  Ave. 

Pullman,  James    155  Reid  Ave. 

R 

Rabinowitz,  Harris  M   149  Watkins  St. 

Rae,  Alexander    117  Henrv  St. 

Ranken,  John  F   852  Park'Pl. 

Rankin,  William  H   151  Hancock  St. 

Raphael,  Joseph    100  6th  Ave. 

Rathbun,  Nathaniel  P   442  Greene  Ave. 

Rauh,  Maximilian  T   15  Palmetto  St. 

Rauth,  Emil    695  Lafayette  Ave. 

Raynor,  Frank  C   157  Clinton  St. 

Read,  Henry  N   228  Clinton  St. 

Read,  J.  Sturdivant   135  Clinton  St. 

Reb,  John  H   328  Jay  St. 

Reed,  George  E   737  Putnam  Ave. 

Reed,  James  E.,  Jr   838  Park  PI. 

Reeve,  Arthur  L   420  Gold  St. 

Reichers,  George  H  141 1  Bushwick  Ave. 

Reque,  Peter  A   551  Henrv  St. 

Reynolds,  Wrillard  G  1165  Dean' St. 

Richardson,  Frank  H   86  South  Oxford  St. 

Rickard,  Wilbur  L   262  Stuyvesant  Ave. 

Rink,  W.  S   124  McDonough  St. 

Risch,  Otto  E.  F   495  3d  St. 

Ritch,  Orando  S   78  Halsev  St. 
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Roberts,  Dudley  D   84  Remsen  St. 

Robertson,  Victor  A   834  Union  St. 

Robinson,  Emanuel  M   329  Bradford  St. 

Robinson,  Nathaniel    89  Halsey  St. 

Rogers,  Hugh  E   102  Lewis  Ave. 

Rohr,  Leopold  M   3  Hooker  St. 

Rooney,  Alexander  J   307  6th  Ave. 

Rose,  Emmason  C  1121  Beverley  Road. 

Rose,  Julius  T   128  Halsey  St. 

Rosecrans,  William  B  1494  Greene  Ave. 

Ross,  Walter  H   215  Jefferson  Ave. 

Rowan,  John  P   115  Park  Ave. 

Royce,  Rubert  S   200  Greene  Ave. 

Rushmore,  Jacques  C   477  Washington  Ave. 

Russell,  Julian  W   6  Plaza  St. 

Ryan,  Lome  McD   61  Livingston  St. 

S 

Salmon,  Armand  J   166  Sands  St. 

Sanders,  Harold  A   864  St.  Johns  PI. 

Sauer,  C.  Theodore   284  6th  Ave. 

Schaffner,  Philip  M   849  Park  PI. 

Schauf,  Adam   198  Vernon  Ave. 

Schelling,  Henry  L   264  Stuyvesant  Ave. 

Schenck,  Herbert  D   75  Halsey  St. 

Schirmer,  William  C   596  St.  Marks  Ave. 

Schlitz,  Francis  A   28  Jefferson  St. 

Schoenijahn,  W.  Carl   822  Union  St. 

Schroeder,  Frederick,  Jr   26  St.  Marks  Ave. 

Schroeder,  William    339  President  St. 

Schuhmann,  Carl    116  Prospect  PI. 

Scofield,  Charles  E   72  Lee  Ave. 

Scott,  Peter    126  New  York  Ave. 

Search,  Charles  J   453  Franklin  Ave. 

Shann,  Hermann    207  Hart  St. 

Shaw,  Richard  E   115  Amity  St. 

Shea,  J.  Denton   427  8th  St. 

Shearman,  Robert  W   400  Ocean  Ave. 

Shepard,  William  H   415  56th  St. 

Sheppard,  John  E   130  Montague  St. 

Sherman,  Wesley    339  9th  St. 

Sherwell,  Samuel    33  Schermerhorn  St. 

Sherwood,  Walter  A   289  Garfield  PL 

Sibbel,  Armin    882  Bushwick  Ave. 

Simmons,  Warren  S   216  St.  James  PL 

Simmons,  William    23  Schermerhorn  St. 

Simrell,  George  W   151  Hawthorne  St. 

Skelton,  Eugene  W   294  6th  Ave. 

Smith,  Archibald  D   159  Herkimer  St. 

Smith,  Edward  J  2016  Albemarle  Road. 

Smith,  Henry  M   113  Montague  St. 

Smith,  J.  Wheeler   685  St.  Marks  Ave. 

Smith,  William  Sidney   373  Washington  Ave. 

Smylie,  A.  E   T32  Penn  St. 

Somers,  James  A   96  Greene  Ave. 
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Spence,  Thomas  B   541  Third  St. 

Steers,  William  H  125 1  Pacific  St. 

Sterling,  John  H   147  Ft.  Greene  PL 

Stern,  Bernhard   2604  Avenue  F. 

Stewart,  James  A  1030  Bedford  Ave. 

Stickle,  Charles  Waldo   130  Montague  St. 

Stivers,  John  R   180  LefTerts  PI. 

Stoney,  Frank  E.  A   229  82d  St. 

Straub,  George  C   846  St.  Johns  PI. 

Street,  Herman  E   98  Brooklyn  Ave. 

Strong,  Samuel  M   156  Xoble  St 

Sturges,  Purdy  H   212  Garfield  PI. 

Sullivan,  John  D   74  McDonougn  St. 

Sullivan,  Raymond  P   208  Jefferson  Ave. 

Sumner,  Abraham  J   82  Debevoise  St. 

Swan,  Eugene  LaF   143  St.  James  PI. 

T 

Tag,  Charles  H   284  Jefferson  Ave. 

Talmadge,  J.  P  L.  I.  C.  H.,  Henry  &  Amity  Sts. 

Tanner,  Ernest  K  1042  Bergen  St. 

Tarbox,  Henrv  R  1178  Dean  St. 

Taylor,  John  M   214  8th  Ave. 

Taylor,  J.  Richard  1275  Bedford  Ave. 

Taylor,  Stephen  L   644  St.  Marks  Ave. 

Tenopyr,  Joseph   2915  Glenwood  Road. 

Thall,  Charles  S  1122  East  92d  St. 

Thayer,  N.  P  1433  Avenue  H. 

Thompson,  James  E   223  Greene  Ave. 

Thunig,  Louis  X  1555  69th  St. 

Tilney,  Frederick    161  Henry  St. 

Todd,  Joseph  F   402  Sterling  PI. 

Townsend,  Palmer    588  Tefferson  Ave. 

Tradelius,  Paul    536  48th  St. 

Treadwell,  George  H   64  South  Portland  Ave. 

Truslow,  Walter   67  Hanson  PI. 

Tucker,  Frank  L   464  9th  St. 

U 

Ullrich,  Robert  M   28  Stuyvesant  Ave. 

Unger,  Harry    113  Harrison  Ave. 

V 

Vance,  Frank  C   128  Willoughby  Ave. 

Van  Cott,  Joshua  M   188  Henry  St. 

Van  Sickle,  Albert  M   545  54th  St. 

Vogt,  Clarence  B   333  Lewis  Ave. 

Voorhees,  John  A  1740  Cropsey  Ave. 

W 

Wade,  Henry  Albert   495  Greene  Ave. 

Wade,  John  E   908  Greene  Ave. 

Wadsworth,  Emory  M   103  McDonough  St. 

Wagner,  John  J   28  7th  Ave. 

Waldie,  Thomas  E  4702  Ft.  Hamilton  Parkway. 
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Walmsley,  Robert  F   491  Putnam  Ave. 

Walsh,  Joseph  Wm   154  McDonough  St. 

Warbasse,  James  P   386  Washington  Ave. 

Ward,  Joseph  F   405  10th  St. 

Warner,  Alton  G   19  Schermerhorn  St. 

Waterman,  James  S   676  St.  Marks  Ave. 

Watt,  James    184  Clinton  St. 

Waugh,  Darwin  W   388  Clinton  St. 

Waugh,  Henry  H   39  Schermerhorn  St. 

Webster,  Henry  G   364  Washington  Ave. 

Weed,  VerNooy  W  1238  Halsey  St. 

Weeks,  William  C   99  South  Portland  Ave. 

West,  Frank  E   67  Hanson  PI. 

Westbrook,  Richard  W  1145  Dean  St. 

Wheeler,  Robert  T   209  Hewes  St. 

White,  Morris  G   98  Gates  Ave. 

Wight,  J.  Sherman   30  Schermerhorn  St. 

Williams,  George  A   449  Hancock  St. 

Williams,  Herbert  F   416  Grand  Ave. 

Williams,  John  G  11 36  Dean  St. 

Williams,  Ralph  C   459  50th  St. 

Williamson,  Charles  E   841  Willoughby  Ave. 

Wilson,  Edwin  Barnes   80  Fenimore  St. 

Winfield,  James  M  ,  47  Halsey  St. 

Wood,  John  Scott   172  6th  Ave. 

Wood,  Robert  L   129  Hancock  St. 

Wood,  Walter  C  1276  Pacific  St. 

Woolsey,  William  C   88  Lafayette  Ave. 

Wright,  Justus  G   363  nth  St. 

Wunderlich,  Frederick  W   8  Sidney  PI. 

Y 

Yerdon,  Charles  F  1276  Herkimer  St. 

Z 

Zimmer,  Wilson  B   178  Woodruff  Ave. 

Zimmerman,  Victor  L   271  Stuyvesant  Ave. 


QUEENS,  NASSAU  AND  SUFFOLK  COUNTIES. 

A 

Adams,  James  S  Bank  Bldg.,  Babylon,  L.  I.,  N.  Y. 

Adams,  Robert  A  21  No.  8th  Ave.,  Whitestone,  L.  L,  N.  Y. 

Allen,  S.  Busby  Riverhead,  L.  I.,  N.  Y. 

Ambler,  A.  S  611  13th  St.,  College  Point,  L.  I.,  N.  Y. 

Ames,  James  S  Babylon,  L.  L,  N.  Y. 

Anderson,  Andrew  J  28  Stevens  St.,  Long  Island  City,  N.  Y. 

Auger,  Henri  M  1  Ray  St.,  Jamaica,  L.  I.,  N.  Y. 

B 

Baker,  Clarence  A  Yaphank,  L.  I.,  N.  Y. 

Baldwin,  Lester  C  Bellport,  L.  L,  N.  Y. 

Barker,  Herbert  L  Woodside,  L.  L,  N.  Y. 
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Barnes,  Irving  F  Oyster  Bay,  L.  I.,  N.  Y. 

Barnhardt,  William  N  Central  Islip,  L.  L,  N.  Y. 

Barry,  John  H  153  Eleventh  St.,  Long  Island  City,  N.  Y. 

Baum,  Joseph  Gibson  PI.,  Far  Rockaway,  L.  I.,  N.  Y. 

Benjamin,  Frank  E  Shelter  Island,  N.  Y. 

Benjamin,  John  H  Riverhead,  L.  I.,  N.  Y. 

Bennett,  Winfield  S  Patchogue,  L.  I.,  N.  Y. 

Bloodgood,  Joseph  F  95  Bowne  Ave.,  Flushing,  L.  I.,  N.  Y. 

Boettiger,  Carl   440  Ditmars  Ave.,  L.  I.  City,  N.  Y. 

Bogart,  Joseph  H  Roslyn,  L.  L,  N.  Y. 

Boorum,  Hartley  E  Rockville  Centre,  L.  L,  N.  Y. 
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Stated  Meeting,  January  4,  1912. 
The  President,  Dr.  John  A.  Lee,  in  the  Chair. 

(Continued  from  page  290.) 


Chronic  Inflammation  of  the  Bladder. 


Dr.  Roger  Durham  reported  a  case  which  occurred  in  a  man  forty-one 
years  of  age.  There  was  a  history  of  urethritis  thirteen  years  ago,  at  which  time 
the  bladder  was  injected.  As  a  result  of  the  use  of  a  strong  solution  in  the 
bladder  there  occurred  a  traumatic  cystitis  which  resulted  in  frequent  and  pain- 
ful urination.  One  year  later  the  bladder  was  opened  by  a  combined  perineal 
and  suprapubic  operation  and  drainage  instituted.  Five  years  after  the  onset  of 
his  trouble  he  passed  a  stone.  He  had  recently  had  blood  in  the  urine.  There 
has  been  pain  in  the  lumbar  region  His  urine  was  foul  and  thick.  His  con- 
dition, as  before  stated,  dates  back  for  thirteen  years.  The  urine  contained  a 
large  amount  of  pus,  blood  and  albumin.  Bladder  capacity  was  three  ounces. 
Cystiscopic  examination  showed  the  bladder  to  be  chronically  inflamed  with  a 
number  of  bleeding  areas.  The  bladder  was  irrigated  with  hot  bicarbonate 
solution  followed  by  the  introduction  of  a  ten  per  cent,  argyrol  solution  every 
other  day.  Sounds  were  passed  to  overcome  the  obstruction  in  the  posterior 
urethra.  After  three  weeks  the  capacity  of  his  bladder  increased  to  eight 
ounces  and  the  urine  was  somewhat  clearer.  There  was  retention  of  from 
three  to  six  ounces,  the  patient  urinating  every  two  to  four  hours.  Cystoscopic 
examination  six  weeks  later  showed  the  walls  of  the  bladder  to  be  nearly 
clear  except  for  some  hemorrhagic  areas  near  the  trigone.  The  base  of  the 
bladder  was  divided  into  two  pockets  by  a  muscular  band.  A  diverticulum 
marks  the  former  suprapubic  opening.  Irrigation  of  the  bladder  and  the  treat- 
ment followed  out  have  increased  the  capacity  of  the  bladder  to  ten  ounces,  and 
though  there  is  some  obstruction  still,  the  patient  is  in  a  very  comfortable 
condition. 


Dr.  E.  II.  Fiske  reported  the  following  cases: 

The  first  patient,  aged  38  years,  was  sent  to  Dr.  Fiske  in  the  first  part  of 
May,  \<)i  1.  with  a  diagnosis  of  gastric  ulcer.  He  had  been  suffering  for  three 
years  with  very  severe,  pronounced  symptoms  of  gastric  ulcer  with  all  its  typical 
symptoms  of  hematemesis,  diarrh(ea  and  bloody  stools.  He  had  been  treated  by 
almost  everybody  in  the  city  for  gastric  ulcer,  and  finally  was  advised  to  be 
operated  011.  and  was  sent  to  Dr.  Fiske  by  Dr.  Joseph  Smith  of  Brooklyn,  for 
operation.    No  pictures  were  taken  before  the  operation. 

At  the  operation  there  was  found  a  large  ulcer  of  the  lesser  curvature  of  the 
Stomach  extending  into  the  pyloric  ring  causing  a  partial  obstruction  of  the 
pylorus.  The  stomach  was  considerably  dilated,  extending  below  to  the  um- 
bilicus. The  nicer  extended  into  the  pyloric  ring  and  was  tightly  adherent  to 
the  ulcer  bearing  area  of  the  stomach  which  was  closely  adherent  to  the  gall- 
bladder; tin-  adherence  explained  the  symptoms  of  intense  pain  for  three  weeks 
before  the  operation,  night  and  day. 

Dr.  Fiske  resected  the  entire  pylorus  and  about  half  an  inch  of  the  duo- 
denum  He  first  intended  to  close  the  duodenum  and  pylorus  and  do  a  gastro- 
enterostomy,  but  the  duodenum  was  so  dilated  and  movable  that  he  decided 
to  anastomose  the  duodenum  and  the  stomach,  which  he  did.  The  duodenum 
made  an  equal  ring  with  the  portion  of  the  stomach  which  remained.  He  also 
performed  a  posterior  gas  tro-enter  ostomy.     The  patient  made  a  very  fine  re- 
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covery.  After  the  operation  Dr.  Burner  took  an  X-ray  picture.  Dr.  Fiske  ex- 
hibited a  picture  taken  20  minutes  after  a  pint  of  buttermilk  had  been  taken. 
The  anastomosis  between  the  stomach  and  the  duodenum  was  shown  to  be  con- 
tracted down  so  that  very  little  food  passed  through.  A  large  part  of  the  bis- 
muth has  passed  through  the  gastro-intestinal  anastomosis.  Probably  five 
ounces  were  left  in  the  stomach  out  of  15  ounces  which  he  took  twenty  minutes 
previously.  Some  pictures  were  taken  in  the  lateral  posture  to  see  if  any  bis- 
muth would  pass  through  the  duodenal  anastomosis,  but  none  ever  was  seen 
to  go  through.    Operation  was  done  on  May  16,  191 1. 

The  second  patient  was  a  young  man  25  years  old,  who  for  three  or  four 
years  before  operation  had  had  trouble.  He  was  sent  to  Dr.  Fiske  by  Dr. 
Carroll  and  was  operated  upon  December  1st.  It  is  interesting  in  that  a  year 
ago,  this  man  had  been  examined  and  a  diagnosis  of  duodenal  ulcer  was  made 
because  of  the  typical  symptoms.  He  passed  blood,  had  tarry  stools,  awakened 
in  the  night  with  pain  relieved  by  taking  food.  He  had  pain  and  tenderness 
in  the  region  of  the  duodenum.  He  thought  the  diagnosis  was  not  correct  and 
went  to  several  other  men  who  treated  him  for  several  other  disorders  and 
finally  he  came  back. 

He  was  operated  on  Dec.  1st  at  the  Holy  Family  Hospital.  At  the  opera- 
tion, there  was  found  an  ulcer  of  the  duodenum  about  the  size  of  the  end  of 
one's  thumb,  that  is,  a  large  ulcer  of  the  duodenum  and  an  ulcer  right  in  the 
pyloric  ring.  He  excised  the  pylorus  and  closed  the  duodenum  with  a  purse 
string  suture.  He  closed  in  the  stomach  and  did  a  gastroenterostomy  close 
to  the  incised  end  of  the  stomach.  The  doctor  had  been  told  that  this  man 
had  two  ulcers  and  those  two  ulcers  were  pointed  out  as  the  ulcer  bearing 
areas.  Dr.  Fiske  indicated  on  the  X-ray  plate  exhibited,  the  areas  of  the  ulcers 
in  the  pylorus,  which  were  present  in  all  the  pictures  taken.  A  dozen  or  so 
pictures  were  taken  and  both  of  these  areas  showed  in  each  picture  so  the 
location  of  the  ulcers  as  made  by  the  X-ray  was  exact  for  it  was  in  these  exact 
positions,  that  the  ulcers  were  found. 

The  man  has  been  very  well  since  the  operation.  He  looks  a  little  pale, 
as  he  has  been  on  a  rather  limited  diet  since  the  operation.  He  has  been  get- 
ting nothing  but  broth  and  egg  albumin  and  things  of  that  kind.  Dr.  Fiske 
has  not  seen  him  for  two  weeks.  He  has  had  no  gastric  symptoms  whatever 
but  he  does  look  as  if  he  needed  a  little  more  nourishment.  No  post-operative 
picture  was  taken  of  him,  because  Dr.  Eastmond  said  he  would  prefer  to  wait 
a  little  longer  so  the  size  of  the  gastroenterostomy  could  be  observed  after  it 
has  had  time  to  contract. 

The  third  case  was  operated  on  on  Oct.  31st.  He  had  had  a  history  of 
stomach  disturbances  for  eight  years.  He  came  to  Dr.  Fiske  from,  Dr.  Newman 
of  Henry  street.  He  had  been  in  Dr.  Newman's  care  for  some  years  previous 
to  this  and  he  had  from  time  to  time  urged  operation.  He  had  seen  different 
stomach  men  in  New  York  and  they  had  all  urged  operation  but  he  had  so  far 
refused.  He  came  to  Dr.  Fiske  with  a  palpable  tumor  in  the  region  of  the 
gall-bladder.  He  was  deeply  jaundiced,  emaciated  and  cachetic  and  it  was 
thought  that  he  had  a  duodenal  ulcer  complicated  with  gall-stones,  because  of 
the  pain  radiating  up  under  the  shoulder. 

The  operation  showed  a  condition  of  chronic  ulcer  of  the  lesser  curva- 
ture of  the  stomach  at  the  pyloric  ring  about  one  inch  distant  from  the  pyloric 
ring,  21/,  inches  long.  It  extended  through  the  entire  stomach  wall  and  as  it 
went  through  the  surrounding  exudate  had  attached  it  to  the  liver  and  grad- 
ually the  stomach  wall  had  been  entirely  disintegrated  so  the  ulcer  surface  ex- 
posed to  the  food  passing  through  the  stomach  was  small.  The  under  surface 
of  the  liver  formed  the  ulcer  bearing  area.  There  was  nothing  in  his  gall- 
bladder. Dr.  Fiske  did  with  him  as  with  the  other  man.  that  is,  removed  the 
duodenum  and  three  inches  of  the  stomach  and  the  area  in  the  liver  in  which 
this  ulcer  had  attached  itself.  The  ulcer  bearing  area  in  the  liver  was  cau- 
terized. He  did  well  for  48  hours,  developed  peritonitis  and  died  on  the  fourth 
day.  It  was  not  possible  to  obtain  a  post-mortem  to  ascertain  the  exact  cause 
of  death.  In  the  discharge  from  the  stool  there  was  a  small  amount  of  bile. 
There  was  no  secretion  such  as  would  have  been  found  in  the  upper  intestine 
so  Dr.  Fiske  did  not  think  the  duodenal  stump  had  sloughed  away  and  caused 
leakage. 

Dr.  Dexter  reports  that  the  microscopic  picture  is  that  of  chronic  gastric 
ulcer  with  beginning  carcinoma.  This  man  was  operated  on  at  the  same  hospital 
as  the  others. 

The  last  patient  was  operated  on  at  the  Coney  Island  Hospital.  He  was 
48  years  of  age  and  was  admitted  to  the  hospital  with  a  two  years'  history  of 
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chronic  gastric  disturbance  indefinite  as  to  its  exact  character.  He  had  acute 
symptoms  with  very  severe  pain  in  the  right  hypogastric  region  and  vomiting. 
The  pain  went  to  the  appendical  region  and  up  back  to  the  shoulder.  He  took 
castor  oil  and  the  attack  passed  off  appearing  again  the  night  before  admission, 
September  26th,  but  much  more  severe.  There  was  also  severe  vomiting.  Exam- 
ination was  of  no  importance  excepting  over  the  right  hypochondriac  region; 
there  was  tenderness  over  the  gall-bladder  and  in  the  upper  dorsal  region. 

Dr.  Fiske  operated  upon  him  and  found  a  perfectly  normal  gall-bladder 
with  a  gastric  ulcer  on  the  greater  curvature  of  the  stomach  close  to  the  pylorus, 
one  inch  from  it,  measuring  ^-inch  in  diameter  an  area  of  inflammation  sur- 
rounded it  for  il/2  inches  in  all  directions.  On  the  posterior  wall  of  the  stomach 
was  a  mass.    Dr.  Fiske  did  with  him  just  as  with  the  others. 

He  excised  the  pyloric  ring  and  the  gastric  ulcer  and  about  half  an  inch 
of  the  duodenum,  and  turned  in  the  end  of  the  duodenum  just  as  in  the  other 
cases.  On  the  second  day,  he  was  given  broth  and  water  and  since,  his  diet 
has  been  increased  until  he  is  now  getting  milk  and  soft  diet.  On  the  fifth  day 
the  abdominal  wound  was  found  to  be  infected.  He  has  had  no  vomiting,  no 
pain  in  the  abdomen  and  no  distension  of  the  abdomen,  only  the  pain  in  the 
wound  which  was  due  to  the  infection  of  the  wound.  This  case  is  of  course 
still  very  doubtful. 


TRANSACTIONS    OF   THE   BROOKLYN    SOCIETY  FOR 

NEUROLOGY. 

Stated  Meeting,  May  1,  1912. 

The  President,  Frederick  Tilxey,  M.D.,  in  the  chair. 
At  a  meeting  of  the  Brooklyn  Society  for  Neurology,  held  at  the  Long 
Island  State  Hospital  May  1,  1912,  the  following  program  was  presented  : 

Central  Neuritis. 

Dr.  Somers,  superintendent  of  the  hospital,  read  a  paper  with  the  above 
title.  This  was  a  paper  based  upon  the  clinical  and  anatomical  findings  pre- 
viously published.  The  symptom-complex,  briefly,  is  characterized  by  progres- 
sive weakness,  muscular  tension,  twitchings  and  jactations  of  the  limbs,  ac- 
companied by  delirious-stuporous  episodes.  Anatomically,  the  gross  changes  are 
absent  or  are  those  incident  only  to  the  period  of  life.  Microscopically,  a  dif- 
fuse parenchymatous  affection,  especially  of  the  largest  nerve  elements  in  the 
neural  tube,  being  most  evident  as' a  bi-lateral  axonal  alteration  in  the  Betz  cells, 
witli  decay  of  myelin  sheaths,  the  process  involving  the  supra-segmental  ele- 
ments much  more  than  the  segmental  ones. 

Presentation  of  Cases. 

Dr.  Tracy  presented  a  young  man  28  years  old,  with  rather  bad  heredity, 
himself  being  constitutionally  inferior  and  rather  shallow.  At  21  attempted 
suicide ;  a  similar  attempt  at  27,  and  was  committed  to  a  hospital  where  he 
remained  three  months,  somewhat  depressed.  Recently,  again  attempted  to 
do  himself  harm,  due  to  some  business  difficulties. 

He  was  presented  at  the  conference  to  show  the  difficulty  of  finding  at 
present  sufficient  data  on  which  to  make  a  certificate  of  insanity. 

Dr.  Holley  presented  a  case  of  traumatic  spastic  type  of  paralysis  of  both 
legs,  with  some  irregular  sensory  defects.  He  also  presented  a  case  of  or- 
ganic mental  deterioration  with  accompanying  adiposa  dolorosa. 

Dr.  Smith  showed  a  case  of  general  paresis  with  partial  remission  of 
-ymptoms. 
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THE  DIAGNOSIS  OF  GALL-STONE  DISEASE.* 
By  John  E.  Jennings,  M.D., 

Surgeon  to  the  Brooklyn  Hospital.  Brooklyn,  N.  Y. 

THE  symptoms  that  are  produced  by  infection  and  obstruction 
of  the  biliary  passages,  with  the  presence  of  gall-stones,  may 
correspond  rather  closely  to  certain  types  or  may  vary  widely 
from  them;  and  because  in  many  cases,  perhaps  in  most  cases,  it 
is  possible  to  recognize  these  somewhat  characteristic  symptoms  and 
to  say  definitely  that  a  case  is  one  of  gall-stone  disease,  there  is  a 
temptation  to  use  the  search  for  these  typical  symptoms  as  a  method  of 
exclusion  and  to  refuse  any  case  recognition  unless  it  conforms  to 
type.  This,  unfortunately,  leads  to  error.  In  short,  it  may  be  easy 
to  say  that  a  patient  has  gall-stone  disease,  it  may  sometimes  be 
difficult  to  say  that  he  has  not. 

Nevertheless,  the  cases  of  gall-stone  disease  that  present  them- 
selves for  surgical  diagnosis  fall  roughly  into  three  groups. 

1.  They  have  been  suddenly  seized  with  acute  abdominal  pain 
accompanied  by  nausea  and  vomiting,  which  may  have  been  the  first 
evidence  of  any  abdominal  disorder,  although  one  may  often  obtain  a 
history  of  previous  attacks  of  lesser  severity. 

2.  They  complain  of  having  suffered  for  months,  or  more  often 
for  years,  from  disorders  of  digestion,  nausea  and  vomiting,  epigastric 
pain  with  or  without  attacks  of  severe  colicky  pain  in  the  region  of 
the  gall-bladder. 

3.  Cases  of  chronic  or  intermittent  jaundice  with  digestive  dis- 
turbances, irregular  fever  and  pain. 

The  first  group  must  be  distinguished  from  appendicitis,  disease 
of  the  right  kidney,  especially  calculus  and  Dietl's  crises,  intestinal 
obstruction,  lead  poisoning,  pneumonia  or  pleurisy  on  the  right  side. 

The  second  group  from  gastric  ulcer  and  carcinoma,  duodenal 
ulcer,  again  right  kidney  stone  or  pedical  torsion,  chronic  appendicitis 
and  partial  intestinal  obstruction,  due  to  band  or  adhesions. 

The  third  group  from  carcinoma  of  the  head  of  the  pancreas  or 
of  the  common  bile  duct,  from  chronic  pancreatitis,  from  diffuse 
syphilitic  hepatitis,  and  from  attacks  of  acute  cholangitis  in  the  course 
of  an  hypertrophic  cirrhosis. 


*  Read  before  the  Brooklyn  Pathological  Society,  April  13,  1911. 
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When  we  consider  that  von  Recklinghausen's  post-mortem  records 
showed  that  25  per  cent,  of  women  over  sixty  harbor  gall-stones,  it 
is  evident  that  in  many  cases  no  very  grave  symptoms  are  produced. 
W.  J.  Mayo,  who  derides  the  idea  of  innocent  gall-stones,  says  that 
"evidence  at  hand  shows  that  five  to  eight  per  cent,  of  women  and 
two  to  four  per  cent,  of  men  have  gall-stones  after  the  age  of  fifty." 
From  January  1,  1901,  to  December  31,  1910,  a  period  of  ten  years, 
1,244  women  were  operated  on  in  St.  Mary's  Hospital,  Rochester, 
Minnesota  (C.  H.  and  W.  J.  Mayo),  for  uterine  myomata.  Of  these, 
ninety-two,  or  7.1  per  cent,  had  gall-stones. 

Even  on  this  showing,  which  is  lower  than  that  usually  accepted 
from  large  hospital  autopsy  series,  one  must  feel  that  stones  often 
remain  latent  during  life,  unless  an  infection  or  impaction  occur,  when 
a  series  of  changes  more  or  less  progressive  in  character  ensues. 
The  nature  of  these  changes  depends  upon  the  activity  of  the  infection 
as  well  as  on  the  location  and  the  degree  of  completeness  of  the 
obstruction  to  the  biliary  passages. 

Stones  lying  in  the  gall-bladder  may  give  rise  to  what  is  still 
called  gall-stone  colic,  the  cause  of  which  is  under  debate.  Kehr 
Riedel  and  others  take  the  view  that  the  colic  is  often  or  solely  due 
to  inflammation  or  irritation  of  the  gall-bladder  or  its  ducts.  The  Mayos 
consider  this  pain  due  to  a  muscular  spasm  of  the  gall-bladder. 

Certainly,  this  particular  kind  of  pain  has  all  the  appearance  of 
being  due  to  a  spasm.  Moynihan  says:  "The  colic  when  severe  is 
probably  as  terrible  a  suffering  as  a  patient  is  ever  called  upon  to 
endure.  It  comes  on  with  absolute  suddenness,  produces  a  degree 
of  collapse  that  may  be  profound,  and  soon  induces  faintness,  sickness 
and  vomiting.  The  patient  has  terror  written  in  every  line  of  an 
anxious  face;  he  is  cold  and  yet  sweats  profusely.  To  see  such  a 
patient  in  the  extremity  of  his  suffering  is  enough  to  convince  one 
that  a  spasm  similar  to  the  spasm  of  the  intestine  or  of  the  ureter 
is  the  cause  of  the  intolerable  pain."  This  pain  may  last  from  a  few 
minutes  to  several  hours  and  end  as  suddenly  as  it  began.  There  is  no 
temperature  elevation.  The  attacks  may  come  on  intermittently  for 
a  while  and  then  cease  for  a  number  of  years,  only  to  begin  once 
more.  This  stage  of  the  disease  is  not  apt  to  come  under  the  obser- 
vation of  the  surgeon,  but  may  precede  a  true  cholecystitis  with  ob- 
struction. 

In  these  cases  a  large  stone  is  regularly  present  in  the  pelvis 
of  the  gall-bladder,  which  it  more  or  less  completely  blocks  or  less 
frequently  a  stone  may  be  impacted  in  the  orifice  of  the  cystic  duct 
itself.  The  basis  of  this  sort  of  an  attack  is  a  complete  obstruction 
to  the  outlet  of  the  gall-bladder,  with  an  infection  above  it.  The 
attack  begins  as  a  simple  colic  but  does  not  subside  at  the  end  of  a 
few  hours.  The  pain  and  tenderness,  at  first  epigastric  or  general, 
become  localized  over  the  gall-bladder  region  or  lower  down  on  the 
right  side  of  the  abdomen.  There  is  well  marked  nausea  and  vom- 
iting. The  right  rectus  muscle  becomes  rigid,  especially  in  its  upper 
half.  The  local  tenderness  is  extreme,  but  may  be  deceptive  in  its 
location  early  in  an  attack.  Now,  if  the  infection  be  mild,  the  local 
peritonitis  subsides,  the  rectus  rigidity  becomes  less  marked  and  dis- 
appears and  a  mass  may  be  made  out  in  the  region  of  the  gall-bladder. 

This  may  be  the  gall-bladder  itself,  but  is  more  commonly  found  to 
be  the  tip  of  the  gall-bladder  at  the  edge  of  the  liver,  surrounded 
and  protected  by  a  mass  of  adherent  omentum.   The  pain  may  subside, 
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next  the  tenderness,  and  last  the  tumor  may  disappear.  This  is  the 
fortunate  outcome,  and  in  such  an  event  one  may  expect  a  repetition 
of  the  acute  infection  and  a  recurrence  of  the  attacks  at  intervals 
until  either  the  stone  is  passed  on  with  a  train  of  more  serious 
symptoms  likely  to  follow  its  lodgement  in  the  common  duct,  or  else 
the  gall-bladder,  thickened,  contracted  and  adherent,  produces  chronic 
dyspepsia  the  symptoms  of  the  second  group. 

But  if  the  infection  is  more  virulent,  the  wall  of  the  gall-bladder 
may  become  gangrenous  with  adhesion  and  perforation  into  the 
stomach,  the  duodenum,  or  the  colon,  or  a  local  peritoneal  pus  col- 
lection may  be  set  up.   Rarely  a  general  peritonitis  begins  in  this  way. 

These  pus  collections  in  the  gall-bladder,  if  the  stones  lie  in  the 
neck  of  the  bladder,  cause  but  little  absorption  of  septic  material 
and  hence  the  general  reaction  is  slight.  The  temperature  is  only 
elevated  to  101  degrees  or  therabouts,  the  leucocyte  count  is  low.  If 
the  obstruction  be  lower  down  in  the  cystic  duct,  lymphatic  absorption 
may  take  place  from  the  duct  wall  and  more  general  reaction  result. 

The  differential  diagnosis  of  these  acute  cases  is  not  always  as  easy 
in  practice  as  it  would  seem  from  the  description  of  a  classical  case. 
Particularly  is  it  sometimes  difficult  to  distinguish  this  condition  from 
appendicitis  without  delay.  Regularly,  of  course,  the  higher  point  of 
tenderness  and  the  higher  rigidity  of  the  rectus  would  differentiate 
them,  but  in  point  of  fact  I  have  not  found  this  to  be  the  case.  If 
one  is  prepared  to  wait  twenty-four  hours  longer  in  a  given  case, 
the  diagnosis  may  be  made  much  more  readily,  but  this  has  not  seemed 
a  safe  course  to  take,  for  while  the  delay  will  probably  be  justified 
if  the  doubtful  case  prove  one  of  cholecystitis,  a  high  appendix  on  the 
inner  side  of  the  colon  is  much  better  promptly  removed.  In  practice, 
it  has  seemed  better  to  me  to  open  the  abdomen,  if  the  symptoms  are 
still  progressing  on  the  second  day.  I  have  had  seven  of  these  cases 
that  to  me  and  to  others  were  doubtful,  and  while  five  of  them  proved 
to  be  cholecystitis,  the  other  two  were  cases  of  appendicular  suppura- 
tion in  which  we  felt  that  our  interference  was  timely. 

A  small  incision  at  the  level  of  the  navel  may  be  lengthened  up 
or  down  as  the  case  may  require.  Moreover,  I  am  convinced  that  a 
gall-bladder  drained  promptly  on  the  second  or  third  day,  before  its 
wall  has  become  very  much  thickened  or  damaged  by  interstitial  sup- 
puration, will  do  better  than  it  will  be  likely  to  do  if  interference  be 
delayed. 

I  should  feel  the  same  way  about  a  case  in  which  intestinal  ob- 
struction seemed  a  possibility — such  a  case  should  be  explored. 

It  is  said  that  Dietl's  crises,  pneumonia,  or  pleurisy,  lead  colic 
and  the  gastric  crises  of  locomotor  ataxia  may  cause  confusion.  One 
would  expect  careful  examination  or  delay  to  clear  such  cases  up. 
A  perforating  duodenal  ulcer  with  a  well  localized  or  slowly  spreading 
peritonitis  may  cause  confusion  and  does  not  bear  delay  well. 

It  is  the  rule  that  stones  in  the  cystic  duct  cause  only  partial 
obstruction  and  give  rise  to  symptoms  less  acute  than  those  that  have 
been  described.  Irrregular  attacks  of  intermittent  colic  occur  with  a 
tendency  for  the  stones  to  be  forced  down  into  the  common  duct. 

These  cases,  besides  the  attacks  of  cholecystitis,  will  give  rise  to 
more  or  less  well  marked  gastric  symptoms,  with  vomiting,  epigastric 
pain  and  even  hemoptysis  and  progressive  emaciation.  They  may 
be  very  difficult  to  distinguish  from  a  gastric  or  duodenal  ulcer. 

In  almost  all  cases  of  gastric  or  duodenal  ulcer  there  is  a  con- 
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stant  relation  between  the  taking  of  food  and  the  onset  of  the  pain. 
In  ulcer  of  the  stomach  there  is  rarely  any  pain  when  the  organ  is 
empty  but  soon  after  swallowing  food,  sometimes  immediately,  a 
soreness  or  a  well  localized  stabbing  pain  will  begin  at  some  definite 
and  familiar  spot  in  the  epigastrium  and  this  pain  will  continue  and 
increase  until  the  stomach  empties  itself  by  vomiting  or  into  the 
duodenum. 

In  ulcer  of  the  duodenum,  on  the  other  hand,  pain  does  not 
occur  until  two  or  three  hours  after  taking  food ;  hence  these  patients 
eat  frequently  so  as  to  avoid  what  Robson,  I  think,  first  described  as 
"hunger  pain." 

In  ulcer  of  either  stomach  or  duodenum  there  is  a  definite  constant 
relation  between  the  pain  and  the  taking  of  food,  which  is  charac- 
teristically absent  in  gall-stone  disease.  Moreover,  in  gall-stone  dis- 
ease, the  history  of  successive  attacks  of  sharp  pain  of  short  duration, 
the  tenderness  over  the  gall-bladder,  and  particularly  the  dating  the 
beginning  of  the  trouble  from  a  definite  sharp  attack  corresponding 
to  an  acute  cholecystitis,  will  help  to  clear  up  the  diagnosis.  Occasion- 
ally also  in  these  cases  of  incomplete  cystic  duct  obstruction,  infectious 
material  from  the  gall-bladder  may  leak  down  past  the  stone  and 
set  up  an  acute  cholangeitis,  with  fever,  chills  and  sweating  or  an 
acute  pancreatitis,  although  both  these  complications  are  more  frequent 
in  obstruction  of  the  common  duct.  I  am  satisfied  that  there  is  a  well 
defined  group  of  cases  in  which  chronic  dyspeptic  symptoms  of 
a  rather  variable  character  do  not  conform  to  the  clear  cut  types 
that  we  are  so  apt  to  demand  of  cases  of  upper  abdominal  disease. 
Is  it  not  fairer  when  these  cases  continue  to  have  their  pain  unrelieved 
by  medical  measures,  to  proceed  to  an  exploration  for  diagnosis  and 
treatment  rather  than  to  waste  time  in  a  futile  attempt  to  reconcile 
atypical  symptoms  to  a  preconceived  notion  of  what  things  ought  to  be? 

Stones  rarely  fail  to  give  symptoms  when  they  lie  in  the  common 
duct  and  here,  as  higher  up,  the  symptoms  are  due  to  obstruction  and 
infection.  Jaundice,  described  by  Courvoisier  as  the  cardinal  symptom, 
is  said  to  be  absent  during  the  quiescent  period  in  30  per  cent,  of  his 
cases  by  Mayo.  Kehr  also  says  that  jaundice  was  absent  in  one-third 
of  his  cases.  Moynihan  thinks  jaundice  of  some  degree  is  always 
present.  In  any  event,  it  varies  in  degree,  becoming  markedly  deeper 
after  an  attack  of  pain  and  gradually  lessening  or  disappearing  in 
the  intervals.  The  pain  comes  on  in  attacks,  when  it  is  steady,  dif- 
fused over  the  liver,  and  liable  to  sudden  exacerbations.  During 
these  exacerbations  there  is  a  chill  and  a  rise  of  temperature  to  103 
degrees  or  more,  followed  by  sweating.  Nausea  and  vomiting  may  be 
present.  The  liver  is  enlarged,  as  is  the  spleen  in  many  instances. 
There  is  very  seldom  any  enlargement  of  the  gall-bladder  to  be  made 
out,  and  ascites  is  absent  unless  there  is  pressure  on  the  portal  vein. 
These  paroxysms  of  pain  and  fever  may  occur  with  such  regularity 
as  to  suggest  malaria,  for  which  the  condition  is  not  infrequently 
mistaken. 

The  diagnosis  may  be  rather  easy,  or  it  may  be  necessary  to  open 
the  abdomen  before  the  case  is  clear.  If  the  history  of  previous 
painful  attacks  can  be  obtained,  particularly  if  digestive  disturbances 
are  added  and  if  the  jaundice  has  been  sudden,  intermittent  and  not 
very  severe,  a  calculous  obstruction  will  be  most  probable.  Cour- 
voisier's  law  has  borne  the  test  of  the  recent  years  of  surgery,  al- 
though confusing  exceptions  no  doubt  do  occur.    For  instance,  in 
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calculous  obstruction  of  the  common  duct,  if  a  localized  peritonitis, 
due  to  perforation,  is  present  there  will  be  jaundice  with  a  tumor  in 
the  region  of  the  gall-bladder  which,  according  to  Courvoisier's  law, 
should  indicate  obstruction  from  some  cause  other  than  stone.  The 
presence  of  fever  and  other  signs  of  inflammation  about  the  gall- 
bladder should,  however,  make  the  diagnosis  clear.  The  association 
of  carcinoma  with  gall-stone  disease  was  found  by  the  Mayos  in  2.25 
per  cent. 

The  fact  that  86  per  cent,  of  all  the  Mayos'  cases  of  pancreatic 
disease  seen  at  operation  were  attended  by  gall-stones,  emphasizes  very 
strongly  the  association  of  these  conditions. 

I  should  like  to  call  attention,  in  closing,  to  three  mistakes  that  I 
think  we  sometimes  make  in  connection  with  the  three  groups  of  gall- 
stone disease  that  I  have  described. 

First:  In  the  case  of  acute  suppurative  cholecystitis,  there  is  a 
temptation  to  wait  too  long  before  operation. 

Second :  In  the  cases  of  chronic  dyspepsia  with  upper  abdominal 
pain,  the  diagnosis  may  often  be  made  more  satisfactorily  by  explora- 
tory section  than  by  months  of  indeterminate  delay. 

Third :  On  the  other  hand,  there  is,  I  think,  too  great  a  tendency 
to  explore  in  cases  of  chronic  jaundice,  when  further  observation 
would  make  clear  a  diagnosis  of  malignant  disease. 

Discussion. 

Dr.  Dudley  Roberts  said  in  opening  the  discussion :  There  is  so  much  in 
Dr.  Jennings  excellent  paper  of  interest  to  each  one  of  us  that  the  chief  diffi- 
culty will  be  to  pick  out  the  most  essential  points  for  discussion. 

Those  of  us  who  see  a  good  deal  of  upper  abdominal  complaints  believe 
that  in  a  certain  proportion  of  cases  the  diagnosis  of  gall-bladder  disease  is 
very  easy  and  that  in  a  certain  proportion  it  is  rather  difficult  although  it  can 
be  made  accurately  on  careful  study  but  that  there  is  an  uncertain  residuum  in 
which  the  definite  diagnosis  of  this  condition  is  impossible  except  on  explora- 
tion. We  must  be  satisfied  in  the  last  group  if  on  exploration  one  of  other 
surgical  lesions  is  found.  I  am  inclined  to  think  that  one  reason  for  the 
difficulty  met  with  in  the  diagnosis  of  these  cases  is  the  frequency  with  which 
there  is  a  combination  of  lesions  in  the  upper  digestive  tract  due  either  to  the 
same  original  condition  or  to  conditions  induced  by  stones  in  the  biliary  pas- 
sages. In  some  instances  these  lesions  are  found  on  operative  examination  but 
in  other  instances  for  one  reason  or  another  the  complicating  lesion  is  over- 
looked or  undiscoverable.  As  an  example  of  this  I  recall  a  case  recently  seen 
through  the  courtesy  of  Drs.  VanCott  and  Bristow.  The  typical  history  of 
hunger  pain  of  severe  degree  and  no  history  suggestive  in  any  way  of  chole- 
lithiasis led  us  to  agree  on  a  diagnosis  of  duodenal  ulceration.  Operation  dis- 
closed a  number  of  stones  in  gall  bladder  and  cystic  duct  and  nothing  suggestive 
of  peptic  ulcer.  The  persistence  of  symptoms  suggests  the  possibility  that  there 
was  an  undiscoverable  leison  of  the  mucus  membrane  of  the  stomach. 

Again  it  is  open  to  question  whether  we  are  justified  in  supposing  that 
there  is  not  a  disease  of  the  mucous  membrane  of  the  gall  bladder  because  there 
is  no  thickening  of  the  walls  or  occlusion.  It  is  quite  possible  that  in  certain 
cases  where  typical  gall  bladder  symptoms  are  not  found  at  operation  to  be 
demonstrable  lesions  of  that  organ  we  are  misled  by  appearances. 

I  have  been  deeply  interested  in  the  group  of  cases  which  Dr.  Jennings 
has  described  as  having  nothing  more  than  dyspeptic  symptoms.  Undoubtedly 
the  clinician  particularly  in  the  past  has  treated  these  cases  under  the  supposition 
that  there  was  a  neurosis  of  some  sort  or  at  least  a  disturbance  of  gastric 
functions.  As  both  of  these  suppositions  are  entirely  correct  it  may  be  with 
much  difficulty  that  the  origin  of  the  trouble  is  traced  to  the  gall  bladder.  The 
clinician  sees  so  many  similar  cases  recover  without  operative  treatment  that  he 
is  liable  to  be  misled  just  as  is  the  surgeon.  Each  sees  a  certain  group  of  cases 
and  judges  in  great  measure  only  by  his  successes. 

In  addition  to  the  many  points  of  differential  diagnosis  that  have  been 
discussed  I  would  call  particular  attention  to  one  symptom  of  considerable  value 
in  these  cases.    Patients  afflicted  with  gall  stones  and  chronically  thickened  gall 
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bladders  complain  of  a  rather  peculiar  feeling  of  fullness  or  bloating  in  the 
epigastrium  particularly  under  the  ribs.  The  patient  complains  of  "gas"  but 
admits  belching  gives  no  relief  and  is  little  practised.  The  picture  is  different 
from  this  in  the  other  surgical  lesions  of  the  upper  abdomen. 

In  conclusion  I  would  say  that  the  diagnosis  of  gall-bladder  disease  can 
often  be  made  by  observation  of  the  case  over  a  period  of  a  few  weeks  when  it 
cannot  be  made  at  once.  By  this  is  meant  observation  of  the  results  of  the 
betterment  of  the  condition  of  the  bowels,  nervous  conditions  and  general  health. 

Dr.  Raymond  Clark  said :  I  do  not  know  that  I  can  add  much  to  the 
paper  of  Dr.  Jennings.  I  was  very  much  interested  in  the  paper.  He  certainly 
makes  a  good  classification  of  the  cases  he  has  seen.  He  speaks  of  them  as 
surgical  cases.  Those  are  the  cases  seen  by  him.  It  is  one  thing  to  see  these 
cases  after  they  are  well  developed  and  after  giving  two  or  three  years  of 
history  in  the  upper  abdomen,  and  another  to  see  them  in  the  first  or  second 
attack.  The  medical  man  sees  them  the  first  time  and  the  second  time.  The 
first  time  his  eyes  are  open  for  a  gall  bladder  lesion,  and  it  will  clear  up.  Of 
course,  as  it  clears  up  he  is  left  in  doubt  as  to  his  diagnosis.  If  these  attacks 
of  pain  and  disturbances  in  the  upper  abdomen  continue,  however,  with  repeated 
attacks,  then,  of  course,  he  has  more  evidence  that  there  is  an  actual  lesion  in 
the  liver  or  gall  ducts.  If  he  watches  still  longer  until  nature  sends  out  the 
"yellow  flag  signal"  (jaundice)  he  then  is  pretty  sure  that  he  has  a  gall  bladder 
condition.  The  diagnosis  is  easy  then.  In  the  typical  cases  of  the  first  class 
Dr.  Jennings  speaks  of,  we  don't  have  much  trouble  in  making  a  diagnosis.  It 
is  in  the  chronic  cases  where  we  get  into  deep  water.  It  is  difficult  oftentimes 
to  make  up  our  minds  just  exactly  what  the  pathological  lesion  is.  We  must 
all  remember  that  as  the  pathological  lesion  begins,  progresses  and  becomes 
more  marked,  the  diagnosis  is  easier,  but  as  the  inflammatory  process  begins  it 
is  extremely  difficult  to  make  a  diagnosis  of  these  conditions. 

The  formation  of  gall  stones  is  to-day  most  probably  of  bacterial  origin. 
There  is  no  doubt  that  diet  has  something  to  do  with  the  consistency  of  the 
bile,  but  probably  the  colon  bacillus,  and  we  know  that  the  typhoid  bacillus  are 
carried  from  the  intestinal  tract  through  the  portal  vein  into  the  bile  capillaries 
and  thence  the  gall  bladder,  and  that  colon  infected  bile  becomes  thickened, 
inspissated  and  oftentimes  tarry.  Now,  that  is  bound  to  produce  more  or  less 
chronic  inflammation  in  the  gall  bladder  and  consequently  in  the  ducts.  All 
this  process  takes  from  one  to  twenty  years  you  might  say.  We  see  cases  giving 
histories  of  having  indefinite  colicky  pains  and  gastric  disturbances  lasting  for 
a  long  time.  I  think  it  is  time  for  us  to  open  our  eyes  regarding  these  cases. 
We  simply  say  they  are  neurasthenic,  oft  times  chronic  dyspepsia,  and  let  that 
go.  If  we  will  go  back  over  the  history  very  carefully  I  believe  it  is  the  most 
important  factor  we  have  in  the  diagnosis  of  these  cases.  After  an  operation 
we  find  that  the  patient  had  gall  stones  and  if  we  go  back  over  the  patient  I 
think  there  we  learn  a  good  deal  in  finding  out  the  exact  cause.  Most  of  them 
present  a  certain  routine  history.  We  do  not  get  it  the  first  time  but  after  we 
go  over  the  patient  and  get  out  by  inspection,  palpation,  et  cetera,  the  facts  that 
suggest  gall-bladder  disease,  then  ask  the  patient  again  about  the  history,  and 
often  times  we  will  elicit  facts  which  will  corroborate  our  clinical  picture. 

The  clinical  finding  of  bile  in  the  urine,  I  believe,  gives  very  little  clue  as 
to  gall  stones.  This  has  been  my  experience.  Blood  examination  gives  us  little. 
We  must  depend  largely  upon  the  history  of  the  case  which  is  very  important 
and  upon  the  palpation. 

There  is  one  class  of  gall-bladder  conditions  with  calculi  which  has  inter- 
ested me,  and  that  is  the  one  in  which  there  is  an  endocarditis  accompanying. 
There  is  a  form  of  intermittent  bladder  colic  associated  with  an  endocarditis. 
These  gall  stones  are  evidently  formed  from  the  bacterium.  There  is  no  reason 
why  the  same  organism  which  goes  through  the  circulation  should  not  set  up 
an  endocarditis.  I  have  never  seen  these  cases  but  Mayo  speaks  of  them.  That 
would  corroborate  the  bacteriological  evidence  in  the  gall  bladder  of  gall  stones. 

I  think  that  the  surgeon  and  the  medical  man  see  two  classes  of  cases. 
Lockwood,  of  New  York,  read  an  article  recently  upon  duodenal  ulcer.  In  that 
paper  he  speaks  of  the  medical  cases  and  the  surgical  cases,  the  surgeon  sees 
one  class  and  the  medical  man  another.  It  is  hard  to  judge  from  the  surgical 
cases  what  the  findings  in  the  medical  cases  are  because  we  must  necessarily 
appreciate  that  this  pathological  lesion  must  begin  in  its  infancy  and  must 
progress  and  we  must  get  enough  evidence  before  we  turn  these  cases  over  to 
the  surgeon.  This  is  not  always  due  to  the  medical  man.  The  patient  often 
objects.    They  say  if  you  call  in  a  surgeon  he  will  operate.    This  is  not  always 
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true  but  often  times  they  do,  so  the  internist  has  many  things  to  think  of  in 
handling  a  case. 

Dr.  James  Taft  Pilcher  said:  The  gentlemen  who  have  just  spoken  have 
pretty  well  cleared  up  the  considerations  of  the  pros  and  cons  of  this  subject. 
I  think  we  can,  however,  start  out  primarily  with  the  statement  that  if  a  patient 
is  suffering  and  his  physician  has  finally  diagnosed  the  condition  as  gall  stones, 
he  does  not  belong  any  longer  to  the  medical  man.  It  is  a  surgical  case  and 
should  be  turned  over  "to  the  surgeon. 

As  regards  the  arbitrary  division  of  these  cases  according  to  their  symp- 
tomatology, which  has  been  stated,  I  think  possibly  the  best  one  is  to  divide 
them  into  three  groups. 

First,  those  evidencing  the  symptoms  of  chronic  dyspepsia  which  has  been 
so  fully  discussed  and  explained;  those  I  won't  go  into.  Where  the  patients 
complain  of  localized  pain  whether  subjectively  or  found  by  examination  of  the 
physician  represents  the  second  class,  and  one  can  rest  assured  that  when  such 
a  condition  is  present  it  indicates  an  involvement  of  the  wall  of  the  gall  bladder, 
a  pathological  change  of  the  wall.  The  third  class  falls  into  that  group  which 
are  so  easily  diagnosed,  and  which  present  themselves  with  the  history  of  colics 
and  jaundice. 

There  are  a  few  points  which  Dr.  Jennings  was  naturally  unable  to  take 
up  in  the  limited  time  at  his  disposal,  but  which  are  extremely  interesting  and 
should  be  spoken  about  to  be  appreciated.  I  refer  particularly  to  the  correlation 
of  the  various  intra-abdominal  organs,  represented  best  probably  by  the  appendix, 
stomach  and  gall  bladder.  After  one  considers  that  the  majority  of  appendices 
are  operated  upon  between  25  and  30.  the  average  cases  of  cholecystitis  are 
operated  upon  between  the  ages  of  30  and  35.  and  those  of  gall  stones  between 
35  and  40.  or  over,  is  it  not  very  suggestive  that  as  stones  are  known  to  be 
consequent  to  cholecystitis,  and  the  interval  of  time  for  their  operation  corre- 
sponds so  strikingly  with  that  found  between  the  onset  of  appendical  inflamma- 
tion and  intercurrent  cholecystitis,  would  it  not  be  quite  probable  that  the  chronic 
obliterating  or  irritative  appendix  is  responsible  for  the  cholecystitis  ?  In  some 
2.700  cases  that  have  lately  been  analyzed  in  which  the  appendix  was  removed 
from  patients  presenting  concomitantly  persistent  recurring  indigestion,  chole- 
cystitis, or  cholelithiasis.  There  was  a  higher  percentage  of  appendices  with 
partially  or  completely  obliterated  lumin  in  all  of  these  conditions,  than  at 
autopsy  or  at  operation  for  appendicitis  itself.  We  know  that  irritation  of  the 
appendix  causes  various  phenomena  to  arise  in  the  stomach  which  are  naturally 
reflex,  and  disturbances  of  the  stomach  can  in  turn  cause  disturbances  of  the 
gall  bladder  and  biliary-  passages,  chiefly  of  the  motorial  functions,  with  the 
consequent  formation  of  a  cholecystitis  by  thus  predisposing  it  to  afford  a 
suitable  media  for  the  growth  of  bacteria,  and  from  that  the  formation  of  the 
stones,  and  I  am  sure  that  if  the  surgeon  in  draining  the  gall  bladders  would 
examine  the  appendices  also,  he  will  find  a  large  majority  of  them  show  a 
definite  pathologic  involvement. 

In  regard  to  the  colic  which  Dr.  Jennings  has  mentioned,  I  think  the 
phenomena  of  colic,  whether  gall  bladder  or  ureter,  were  explained  very  defi- 
nitely and  well  by  Dr.  Warbasse  at  the  last  meeting  of  the  Society,  when  he  said 
that  the  colic  occurred  only  when  the  stone  or  foreign  material  was  lodged  in 
a  duct  which  was  covered  by  peritoneum.  It  is  certain  that  stones  in  the  gall 
bladder  do  not  give  pain  when  the  wall  is  not  involved.  The  pain  begins  when 
they  become  engaged  in  the  cystic  duct  and  ends  when  they  become  localized  in 
the  ampulla.  Thirty  per  cent,  of  these  cases  in  which  the  stone  is  engaged  in 
this  portion  of  the  common  duct  do  not  give  a  history  of  jaundice,  and  these 
patients  do  not  complain  of  colic  at  the  time  of  examination,  but  give  a  history 
invariably  of  having  had  the  colic  previously. 

The  most  interesting  of  the  phenomena  in  regard  to  the  formation  of  gall 
stones  is,  as  Dr.  Jennings  pointed  out,  the  relative  frequency  in  women. 

In  a  recent  paper  on  this  subject  by  Mayo,  he  states  that  90  per  cent,  of 
married  women  who  have  gall  stones  have  had  children,  and  that  90  per  cent,  of 
these  gall  stone  cases  date  the  inception  of  the  attacks  subsequent  to  pregnancy, 
pointing  out  also  as  was  indicated  by  Cunningham  previously  that  the  liver  in 
woman  is  smaller  than  in  man,  although  it  has  to  carry  a  double  load  with  a 
pregnant  uterus,  and  that  possibly  the  excess  of  toxemia  at  these  times  may  be 
the  etiologic  factor  in  these  cases. 

A  case  I  saw  a  short  time  ago  may  also  be  considered  in  the  same  category, 
namely,  excessive  toxemia.  The  patient  began  to  have  her  attacks  of  gall-stone 
colic,  with  a  text-book  symptomatology,  when  she  was  twelve  years  old,  which 
is  in  itself  a  rather  rare  occurrence. 
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On  examination  it  was  found  that  she  had  a  solitary  right  kidney,  at 
operation  some  sixty  odd  stones  were  removed  from  her  gall  bladder. 

The  most  plausible  theory  it  seems  to  me  of  the  formation  of  stones  in 
these  cases  is  the  consideration  of  the  fact  that  bacteria,  especially  the  colon 
group,  are  continually  being  transmitted  to  the  liver  by  the  portal  circulation 
from  the  intestines,  and  that  the  natural  antiseptic  defenses  of  the  liver  and 
biliarv  ducts  are  broken  down,  or  so  impaired  by  the  excess  of  toxic  materials 
being  excreted  through  them  on  occasions  such  as  pregnancy,  or  that  of  the 
above  cited  case  of  solitary  kidney,  that  the  formation  of  an  inflammatory  nu- 
cleus is  predisposed  to,  and  the  normal  reaction  of  the  bile  changed,  allowing 
the  raoid  precipitation  of  cholesterin  or  the  bile  salts,  and  thus  the  formation  of 
the  subsequent  calculus. 

Dr.  Jennings  said  in  conclusion :  The  fact  that  so  many  atypical  cases 
occur  makes  it  difficult  to  render  a  classification  that  might  be  satisfactory. 

In  regard  to  what  Dr.  Clark  has  said  about  cases  being  surgical  and 
medical.  That  they  are  seen  more  by  physician  than  by  surgeon,  I  think  we 
must  all  concur. 

I  have  a  case  in  mind,  on  which  I  have  operated,  that  I  think  will  show  a  line 
on  which  this  problem  of  Dr.  Clark's  may  be  attacked.  When  I  saw  the  patient 
a  couple  of  months  ago,  he  was  59  years  old  and  had  suffered  from  a  common 
duct  condition.  In  1898  he  had  his  first  attack  of  severe  right  sided  epigastric 
pain.  He  was  sick  about  two  weeks,  had  no  jaundice  but  a  good  deal  of  localized 
tenderness  in  the  upper  abdomen.  He  recovered  and  went  back  to  work.  He 
had  for  about  two  years,  occasional  attacks  of  cramp-like  colicky  pains  in  the 
right  epigastrium.  After  that  time  he  was  well  so  far  as  pain  was  concerned, 
but  began  to  suffer  with  what  he  called  indigestion,  and  on  cross  examination 
as  to  what  he  meant,  I  found  he  had  a  stomach  ache  at  night  and  could  not  eat 
so  much,  being  previously  a  hearty  eater.  Certain  articles  of  diet  disagreed  and 
caused  distress,  eructations  and  pain.  He  particularly  found  he  was  unable 
to  drink  as  much  beer  as  he  liked.  He  cut  it  down  although  very  fond  of  it. 
He  had  no  classical  pain  until  two  years  before  I  saw  him.  Then  he  began  to 
have  jaundice,  slight  ache  over  the  liver  region  not  definitely  localized.  His 
attacks  of  jaundice  were  as  follows:  Two  in  the  first  year,  four  in  the  second, 
and  since  the  first  of  January  has  had  four  rapidly  succeeding  attacks.  When 
I  saw  him  he  had  a  slight  tenderness  of  the  epigastrium  and  an  attack  of  jaun- 
dice at  that  time.  We  operated  on  him.  There  were  a  few  stones  in  the  cystic 
duct,  common  duct  nearly  full  of  stones,  and  a  large  stone  about  34  inches  in 
diameter  embedded  behind  the  duodenum.  It  would  seem  that  in  that  stage 
between  his  attacks  of  colic,  about  1900,  and  his  subsequent  appearance  of 
jaundice  in  1909,  this  would  have  been  the  time  during  which  he  was  a  medical 
case.  I  wonder  if  there  are  not  a  good  many  more  of  that  type  running  their 
course  from  acute  cholecystitis  to  the  point  where  they  manifest  changes  that 
bring  them  definitely  within  surgical  lines. 

Dr.  Clark  found  it  hard  to  gain  the  consent  of  the  patients  where  he  was 
able  to  make  a  diagnosis,  and  I  know  it  is  hard  sometimes  to  get  the  surgeon's 
consent.  I  operated  upon  a  case  recently  on  which  Dr.  Roberts  made  a  diagnosis 
and  Dr.  Clark  said  it  was  gall  stones.  The  woman  suffered  from  chronic  indi- 
gestion, intestinal  pains,  but  nothing  classical  as  to  colic.  It  was  a  question  if 
she  were  not  a  morphine  habitue.  I  opened  her  abdomen  and  removed  a  large 
number  of  gall  stones.    She  is  now  recovering. 

As  regards  endocarditis  as  a  complication  of  gall  stones.  I  had  a  case  a 
number  of  years  ago  who  had  given  a  history  of  years  of  rheumatism,  muscular 
principally,  with  chronic  endocarditis.  We  obtained  a  culture  from  the  fluid 
removed  from  his  common  duct,  and  found  the  staphylococcus  albus,  and  it  is 
interesting  to  note  he  had  no  rheumatism  since,  although  his  heart  condition 
hardly  changed. 
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By  Henry  G.  Webster,  M.D., 


of  Brooklyn,  N.  Y. 


HE  sharp  onset,  well  denned  localization  and  constant  asso- 


ciation of  definite  symptoms  should  make  pneumonia  one  of 


the  most  easily  recognized  of  all  the  infectious  diseases.  Such, 
at  least,  is  the  comfortable  assurance  of  the  beginner  in  medical 
practice  who  has  memorized  the  classical  descriptions  of  the  text 
books ;  and  in  the  greater  number  of  cases  a  prompt  and  certain 
diagnosis  is  the  rule.  Not  infrequently,  however,  the  early  stages 
of  acute  inflammatory  consolidation  of  the  lung  so  closely  simulate 
abdominal  or  cerebral  disease,  or  are  so  masked  and  lacking  in 
cardinal  symptoms  as  to  seriously  obscure  an  accurate  diagnosis. 
It  is  to  some  of  these  forms  of  irregular  onset  that  I  beg  to  call 
your  attention  tonight. 

In  every  typical  case  of  lobar  pneumonia,  and  in  most  cases 
of  broncho-pneumonia,  whether  due  to  the  pneumococcus  of 
Fraenkel,  the  bacillus  of  Friedlander,  or  the  influenza  bacillus  of 
Pfeiffer,  we  may  look  for  an  acute  onset  with  chill,  cough,  pain  in 
the  chest,  flushed  cheeks,  and  a  rapid  rise  of  temperature  with 
coincident  and  corresponding  increase  in  the  rate  of  the  pulse  and 
respirations.  Within  a  few  hours  the  distinctive  physical  signs 
appear — dullness,  increased  tactile  fremitus,  bronchial  voice  and 
breathing  and  crepitant  and  subcrepitant  rales.  A  high  leucocyte 
count  with  relative  increase  of  the  polymorphonuclear  elements  is 
to  be  expected. 

Often,  however,  variations  both  in  the  initial  symptoms  and 
in  the  development  of  the  physical  signs  occur,  possibly  due  to  a 
mingling  of  infectious  agents,  such  as  a  union  of  Frsenkel's  with 
Friedlander's  organism,  or  the  appearance  of  a  pneumococcus  in- 
fection in  an  already  active  influenza.  The  latter  is  especially  apt 
to  be  found  during  a  prevalent  epidemic  of  grippe.  Apart  from 
these  mixed  primary  or  complicating  secondary  infections,  at  least 
three  primary  types  are  recognizable.  These  are  the  so-called 
cerebral  pneumonias  of  infancy  and  early  childhood,  when  evident 
meningeal  symptoms  readily  obscure  a  small  and  easily  over- 
looked consolidation,  usually  in  either  apex;  the  abdominal  type, 
where  the  early  symptoms  may  simulate  a  sharp  attack  of  appendi- 
citis, or  even  intestinal  obstruction,  also  somewhat  more  frequent 
in  childhood ;  and  central  pneumonia,  due  to  consolidation  that  is 
so  overlaid  with  healthy  lung  tissue  as  to  completely  mask  the 
physical  signs.  Small  patches  of  broncho-pneumonia  may  give  a 
precisely  similar  picture  and  render  differentiation  from  central 
pneumonia  of  the  lobar  type  extremely  difficult.  A  fourth  fairly 
well  defined  type  may  be  appropriately  called  "fulminating  pneu- 
monia," a  title  thoroughly  warranted  by  the  exceedingly  rapid 
progress  to  a  fatal  issue  before  the  development  of  definite  physical 
signs. 

Again,  pneumonia  may  appear  as  a  complication  in  the  course 
of  other  diseases,  sometimes  intercurrent,  sometimes  terminal.  I 
do  not  here  refer  to  the  hypostatic  variety,  to  inspiration  pneumonia, 
to  septic  foci  developing  from  infections  in  other  parts  of  the  body, 
to  the  pneumonia  of  the  aged  nor  to  pulmonary  consolidation  due 
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to  metastatic  malignant  disease,  but  to  true  lobar,  or  broncho- 
pneumonia appearing  in  the  course  of  some  other  disease,  such 
as  is  illustrated  by  a  case  shortly  to  be  cited. 

Still  another  rather  indefinite  class  includes  cases  in  which 
both  thoracic  and  abdominal  symptoms  are  present,  but  so  ill 
defined  as  to  suggest  either  typhoid  fever,  miliary  tuberculosis, 
or  a  low  grade  pneumonia.  So  called  "latent"  pneumonias  properly 
fall  into  this  class.  Lastly,  it  must  not  be  forgotten  that  what  to  all 
appearances  may  be  a  frank  lobar  pneumonia  is  in  fact  acute  tuber- 
culous pneumonia,  and  that  a  tuberculous  inflammation  may  simu- 
late several  of  the  varieties  already  outlined.  Forgetfulness  of 
this  fact  may  cause  painful  embarrassment. 

Permit  me  now  to  present  briefly  the  outlines  of  some  cases 
illustrative  of  the  several  irregular  types  just  mentioned. 

Case  I.  Cerebral  pneumonia.  The  patient,  a  child  sr/2  years  old,  while  in 
apparent  health,  was  seized  with  a  violent  chill  and  vomited  soon  after.  When 
seen  on  the  following  morning  the  temperature  was  104  deg.  F.,  the  pulse  160 
and  the  respiration  50.  The  skin  had  a  purplish,  mottled  look,  there  was  slight 
rigidity  of  the  neck,  both  arms  and  the  facial  muscles  twitched  slightly  and 
there  was  some  divergence  of  the  eyes.  On  the  second  day  there  was  an  infre- 
quent, dry  cough,  physical  signs  of  early  consolidation  at  the  left  apex  could  be 
made  out  and  abdominal  distension  was  marked.  Both  cerebral  and  pulmonary 
symptoms  increased  until  death  occurred  on  the  sixth  day.  Examination  of  the 
cerebrospinal  fluid  obtained  by  lumbar  puncture  failed  to  show  the  meningo- 
coccus. The  tympanites  proved  a  distressing  and  intractable  symptom.  Please 
note  the  coincident  increase  of  pulse,  temperature  and  respirations. 

Case  II.  Abdominal  type.  In  this  patient,  a  girl  of  six,  the  disease  was 
ushered  in  by  a  sharp  chill  with  vomiting  of  undigested  food  two  hours  after 
an  ocean  bath.  Almost  immediately  there  appeared  sharp,  cramping  pain  in  the 
left  lower  quadrant  of  the  abdomen,  not  relieved  by  an  enema  which  removed 
a  very  foul,  dark  stool.  A  similar  stool  was  voided  about  an  hour  later.  When 
seen  the  patient  exhibited  an  anxious,  drawn  facies,  rigid,  slightly  distended 
abdomen,  with  well  marked  tenderness  to  the  left  of  the  rectus  muscle.  The 
temperature  was  102  deg.  F.,  the  pulse  140,  and  the  respirations  40,  of  the 
orthopneic  type.  The  tongue  was  slightly  coated  white.  The  heart  sounds  were 
normal.  The  voice  was  slightly  high  pitched,  expiration  roughened  over  both 
apices.  On  the  following  day  a  well  marked  double  apical  pneumonia  had  devel- 
oped and  the  abdominal  symptoms  had  disappeared,  except  for  moderate  dis- 
tension.   Again  note  the  ratio  of  the  pulse,  temperature  and  respirations. 

Case  III.  Fulminating  pneumonia.  This  patient,  a  married  woman  35 
years  of  age,  was  seen  in  consultation  December  29,  1909.  Her  illness  began  as 
a  slight  sore  throat  with  red  and  swollen  tonsils,  but  no  exudate,  on  December 
24th.  On  December  26th  orthopnea  with  rapid  heart  action  and  prostration 
appeared,  all  of  which  increased  steadily,  but  with  no  rise  of  temperature,  until 
the  28th.  The  bowels  were  opened  by  calomel  on  the  28th  and  29th.  On  the 
morning  of  this  latter  date  a  few  fine  rales  were  heard  over  the  right  lower 
lobe  from  the  axillary  line  posteriorly.  On  the  28th  she  regurgitated  food  as 
though  the  pharyngeal  muscles  were  paralyzed.  When  seen  at  8  P.  M.  on  the 
29th  the  temperature  was  100  deg.  F.,  the  pulse  170  and  the  respirations  70. 
The  pulse  was  small,  feeble  and  running  and  both  pulmonic  and  aortic  sounds 
were  indistinct  and  blurred.  Examination  of  the  mouth  and  larynx  were  nega- 
tive except  for  some  injection  of  the  right  tonsil.  A  culture  taken  from  the 
throat  was  reported  negative  for  diphtheria.  Fine  crepitant  and  subcrepitant 
rales  were  appreciable  over  the  entire  lower  right  lobe.  The  tongue  was  heavily 
coated  white.  The  reflexes  seemed  normal.  Blood  analysis  showed  a  leucocy- 
tosis  of  18,000  with  95  per  cent,  of  polymorphonuclear  elements.  The  patient 
died  a  few  hours  later.  One  week  later  her  aged  mother,  who  had  helped  in 
caring  for  her,  died  of  a  frank  pneumonia.  Here  again  there  was  a  coincident 
rise  of  pulse,  respiration  and  temperature,  though  (possibly  from  the  over- 
whelming intensity  of  the  infection)  the  latter  did  not  reach  its  usual  height. 

Case  IV.  Pneumonia  as  a  complication.  This  patient,  a  dissipated  young 
man  of  21,  was  brought  to  the  Methodist  Episcopal  Hospital  early  in  December. 
The  onset  of  his  trouble  had  been  very  sudden,  with  headache  and  convulsions, 
which  were  still  present  on  his  admission  to  the  ward  a  few  hours  later.  In 
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addition  he  showed  a  dry  skin,  furred  tongue,  contracted  pupils,  pulse  small, 
tense  and  130,  temperature  104  deg.  F.,  and  dyspnea  with  respirations  50. 
Repeated  hot  packs  produced  free  perspiration  and  controlled  the  convulsions. 
The  urine  was  found  to  contain  much  albumin  and  granular  casts.  Pulse, 
temperature  and  respirations  and  convulsions  reappeared,  but  examination  of 
the  chest  and  abdomen  failed  to  reveal  a  cause  for  the  exaggerated  constitutional 
symptoms  until  a  few  hours  before  death  on  the  fourth  day,  when  a  small  area 
of  consolidation  was  demonstrated  in  the  left  lower  lobe  in  the  axillary  region. 
Autopsy  showed  that  this  corresponded  to  an  area  of  pneumonic  consolidation 
about  6  centimeters  square.  He  also  had  small  granular  kidneys.  In  this  case 
cough  was  absent  but  the  coincident  rise  of  pulse,  temperature  and  respirations 
was  very  evident. 

Case  V.  Typhoid  type.  This  patient,  a  man  of  50,  was  admitted  to  the 
Methodist  Hospital  with  the  following  history:  On  November  25th  he  had 
contracted  a  hard  cold.  This  persisted  until  the  4th  of  December  when  he 
became  suddenly  very  sick  with  aching  pain  in  the  head,  back  and  right  side, 
general  abdominal  tenderness,  restlessness,  sleeplessness,  anorexia  and  consti- 
pation. When  admitted  on  the  10th  he  was  somewhat  delirious,  the  cheeks 
were  flushed,  the  pupils  sluggish  in  reaction  and  the  tongue  was  dry  and 
cracked,  red  in  the  center  and  furred  at  the  sides.  The  liver  was  enlarged  but 
there  were  no  rose  spots.  There  were  increased  dullness  and  voice  sounds  in 
the  right  lower  lobe  and  numerous  scattered  rales  over  the  entire  chest.  Three 
days  later  marked  signs  of  consolidation  appeared.  The  temperature  fluctuated 
between  101  deg.  and  105  F.  until  the  sixth  day  when  it  fell  by  crisis.  The 
respiration  slowly  rose  to  37  and  diminished  gradually.  The  pulse  on  admission 
was  126  with  a  gradual  fall  to  normal  after  the  crisis.  Rusty  sputum  was 
observed  on  the  third  day  after  admission.  Here  again  there  was  the  con- 
junction of  high  pulse,  temperature  and  respiration  though  the  picture  was 
that  of  typhoid. 

Case  VI.  Suggesting  tuberculosis.  Patient  was  a  young  married  woman 
seen  in  consultation  in  July,  1909.  She  had  been  sick  one  week.  The  onset 
was  rather  slow,  with  a  gradual  rise  of  temperature  to  103  deg.  F.  No  chill. 
Occasional  cough  with  moderate  mucopurulent  expectoration.  Decided  back- 
ache. She  was  wakeful,  restless  and  excitable.  There  had  been  two  sharp 
vomiting  attacks  and  she  was  constipated,  and  during  the  week  she  had  three 
marked  sweats.  When  seen  the  temperature  chart  showed  irregular  daily 
remissions  from  103  deg,  to  100.5  deg.,  the  respirations  were  fairly  constant  at 
35,  and  the  pulse  averaged  from  no  to  120.  On  examination  there  was  abdominal 
distension  but  no  enlargement  of  the  spleen  nor  rose  spots.  The  skin  was 
moist,  the  tongue  dry  and  glazed,  there  was  irritability  of  the  superficial  vascu- 
lar supply  and  the  pulse  was  small  and  running.  Physical  examination  showed 
the  heart  sounds  clear,  but  not  strong.  Over  the  upper  part  of  the  right  lower 
lobe  posteriorly  there  was  prolonged,  roughened,  high  pitched  expiratory 
murmur  and  voice  sounds,  slight  dullness  and  a  few  fine  rales  after  coughing. 
There  was  a  similar  smaller  and  less  well  defined  area  over  the  left  lower  lobe 
in  the  axillary  region.  The  white  cell  count  was  20,000.  Temperature  fell  by 
crisis  six  days  later.  In  this  case  the  high  pulse,  temperature  and  respirations 
were  the  deciding  point  in  the  diagnosis  of  penumonia. 

Examples  might  be  multiplied  almost  indefinitely,  but  those 
already  detailed  are  sufficient  to  emphasize  the  irregularities  in 
the  onset  of  acute  pulmonary  inflammation.  In  reviewing  the 
varied  and  irregular  symptoms  it  is  to  be  noticed  that  practically 
the  only  ones  that  show  with  any  constancy  are  the  coincident  and 
corresponding  rise  in  the  temperature,  pulse  and  respirations. 
Cough  was  noticed  in  two  of  the  cases,  the  initial  chill  was  alto- 
gether absent,  pain  in  the  chest  was  recorded  but  once,  expectora- 
tion occurred  but  twice  and  then  rather  late  in  the  disease.  The 
high  leucocyte  count  with  relative  increase  in  the  polynuclear 
elements  was  found  in  all  cases  where  a  blood  count  was  made  and 
is  dependable  as  a  confirmatory  sign.  But  in  the  confusion  arising 
from  so  many  and  so  varied  symptoms  referable  to  such  widely 
diverse  portions  of  the  physical  economy  it  is  the  suggestion 
afforded  by  the  rapid  respirations,  rapid  pulse  and  high  tempera- 
ture that  points  to  the  true  nature  of  the  obscure  condition. 
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By  Leon  Louria,  M.D., 

Attending  Physician  to  the  Jewish  Hospital,  Brooklyn,  N.  Y. 

THE  causal  treatment  of  pneumonia  is  still  in  its  experimental 
state.  We  have  no  specific  antipneumococcic  therapy  similar  to 
that  which  we  pursue  in  diphtheria,  lues  or  malaria,  and  though 
brilliant  results  have  been  obtained  by  the  use  of  Romer's  serum  in 
the  hands  of  Romer  himself  and  Paessler,  yet  other  observers  have 
been  less  fortunate,  in  fact,  unsuccessful,  in  their  use  of  this  serum. 
Personally,  I  have  never  tried  it,  but  have  taken  recourse  to  Hiss's 
leukocyte  extract  in  two  cases  but  failed  to  see  any  improvement,  so 
that  I  am  constrained  to  rely  on  a  general  and  symptomatic  treatment 
of  pneumonia. 

The  advances  in  bacteriology  and  clinical  pathology  have  cast  a 
different  interpretation  on  phenomena  appearing  in  disease,  and  I 
have  learned  to  consider  the  symptoms  developing  in  a  case  of  a 
pneumococcic  infection  not  from  a  pathological  viewpoint  but  as 
evidences  of  nature's  efforts  at  repair ;  so  that  some  of  the  phenomena 
which  have  been  subjects  of  therapeutic  attack  years  ago  are  wel- 
come incidents  of  the  morbid  course  at  present. 

I  shall  allude  only  cursorily  to  the  necessity  of  insuring  absolute 
rest  for  the  patient.  Realizing  from  the  outset  that  the  danger  in 
cases  of  pneumonia  lies  not  in  the  changes  in  the  lungs,  but  in  the 
toxic  effect  of  the  bacteria  on  the  organs  of  circulation,  the  insurance 
of  absolute  rest  is  of  the  greatest  import.  Not  only  do  I  insist  upon 
the  use  of  the  bed  pan,  but  I  consider  it  imperative  to  restrict  any 
active  motion  on  the  part  of  the  patient  and  demand  assistance  even 
in  turning  the  patient  from  side  to  side.  There  is  no  need  for  me  to 
dwell  on  the  value  of  the  open-air  treatment;  the  brilliant  results 
achieved  by  those  who  have  been  practising  this  method  should  be 
so  well  known  as  to  make  every  one  of  us  pursue  it.  The  fresh,  and 
especially  cool  air  not  only  insures  greater  comfort  for  the  patient  and 
relieves  his  dyspnea,  but  it  has  been  proven  that  the  blood  pressure 
of  these  patients  kept  outdoors  invariably  rises.  A  balcony,  a  shed, 
a  roof  or  solarium  in  a  hospital  should  be  the  sick  room  for  a 
pneumonia  patient.  In  private  houses  the  windows  ought  to  be  kept 
wide  open  day  and  night.  Exceptions  may  be  permitted  only  in 
cases  of  very  delicate  children  or  old  and  feeble  patients,  and  then 
only  during  the  severe  winter  months. 

We  are  learning  to  offer  our  pneumonics  a  liberal  diet ;  the  old 
theory  of  "starving  the  fever"  having  been  rightly  abandoned.  A 
diet,  of  about  two  thousand  calories,  consisting  of  milk,  cream,  broth, 
eggs,  cereals  and  stewed  fruit,  has  been  acceptable  to  many  of  my 
patients  and  well  tolerated. 

The  temperature  per  se  rarely  calls  for  active  interference,  and 
I  invariably  abstain  from  the  use  of  antipyretics.  Although  on  the 
first  or  second  day  of  the  disease  I  am  in  the  habit  of  prescribing 
half  a  dozen  powders  of  aspirin  or  pyramidon  in  small  doses  together 
with  caffein  and  codein,  mainly  for  the  sedative  effect,  so  gratifying 
to  the  patient. 


*  Remarks  made  at  the  meeting  of  the  Brooklyn  Society  for  Internal  Medi- 
cine, on  February  23,  1912. 
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Active  hydrotherapy  has  been  employed  by  many  in  the  treat- 
ment of  pneumonia.  Personally,  I  object  to  the  routine  practice  of 
tubbing  pneumonics,  reserving  this  form  of  therapy  for  those  cases 
in  which  there  is  extreme  hyperpyrexia  or  in  which  there  are  marked 
evidences  of  disturbance  of  the  central  nervous  system,  but  no  menin- 
gitis. On  the  other  hand,  I  regard  myocardial  insufficiency,  a  weak 
pulse,  an  extensive  pulmonary  involvement  (more  than  two  lobes)  as 
direct  contra-indications  for  tubbing. 

In  cases  in  which  I  have  employed  the  tub,  I  have  used  the  Ziems- 
sen  modification  of  the  Brandt  bath,  having  the  water  at  85  degrees 
F.,  gradually  cooling  it  off  to  75  degrees  F.,  and  immersing  the  patient 
from  five  to  fifteen  minutes. 

The  cool  sponge  or  pack  I  have  found  an  efficacious  and  expedite 
form  of  hydrotherapy,  and  the  application  of  a  Priessnitz  is  too  well 
known  to  you  to  need  more  than  a  passing  mention.  I  frequently 
make  use  of  a  Priessnitz  compress  around  the  chest,  wrung  out  from 
cool  water  (temperature  of  the  room),  omitting  the  interlayer  of 
oil-silk,  so  that  the  drying  of  the  compress  will  insure  a  comforting 
reduction  of  temperature.  I  may  state  further  that  these  compresses 
frequently  relieve  the  pleuritic  pain. 

Restlessness  and  delirium  and  lack  of  sleep  call  for  the  adminis- 
tration of  hypnotics.  I  give  five  to  ten  grains  of  one  of  the  sulfonal 
group,  like  veronal,  sulfonal  or  trional  alone  or  in  combination  with 
small  doses  of  morphine.  Bromides  I  have  found  less  effective  and 
chloral  I  would  hesitate  to  use  on  account  of  its  depressing  action 
on  the  vasomotor  center. 

The  insuring  of  rest  and  sleep  is  imperative,  and  if  the  above- 
mentioned  small  doses  are  not  effective  I  do  not  hesitate  to  give  a 
larger  substantial  dose  of  morphine  by  hypodermic.  At  times  a  com- 
bination of  morphine  and  hyoscine  acts  better  and  lately  I  have  ef- 
fectively employed  the  morphine,  cactine  and  hyoscine  tablet. 

The  delirium  of  pneumonics  is  due  to  the  effect  of  the  pneumococ- 
cus  on  the  central  nervous  system,  and  may  be  aggravated  by  menin- 
gismus  or  actual  meningitis.  In  the  presence  of  symptoms  pointing 
toward  an  increase  of  intracranial  pressure,  lumbar  puncture  ren- 
dered me  good  service — a  simple,  not  dangerous  procedure  which 
should  be  resorted  to  more  frequently. 

Cough  is  not  to  be  encouraged  and  the  expectorants  have  been 
discarded  by  me  some  years  ago.  The  time-honored  ammonium 
chloride  has  no  effect  on  the  alveolar  exudate,  which,  as  we  know, 
undergoes  degeneration  and  absorption  by  the  autolytic  ferment,  and 
if  there  is  no  accompanying  general  bronchitis,  I  do  not  find  any 
indication  for  prescribing  expectorants,  for  which  it  is  only  claimed 
an  action  of  liquefying  the  mucus  and  stimulating  the  ciliary  epithelia 
of  the  bronchial  mucous  membrane.  On  the  contrary,  I  am  in  the 
habit  of  prescribing  through  the  whole  course  of  the  disease  small 
doses  of  codeine  or  dionin  to  check  the  dry  and  unproductive  cough 
of  the  pneumonics  which  frequently  robs  them  of  their  rest  and  sleep. 

Daily  evacuations  of  the  bowels  are  very  essential  after  the 
initial  course  of  calomel  followed  by  oil  or  salts.  The  bowels,  if 
they  are  not  regular,  usually  respond  to  saline  enemata. 

Abdominal  distention  and  meteorism  are  very  aggravating  and 
distressing  symptoms.  They  may  be  due  to  a  faulty  assimilation  of 
the  diet ;  then  a  reduction  of  the  supply  of  food  is  indicated.  Passing 
of  flatus  follows  frequent  introductions  of  a  rectal  tube,  which  can  be 
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left  in  place  for  half  an  hour  or  an  hour;  I  have  failed  to  get  de- 
sirable results  from  the  oft-used  turpentine  stupes;  they  invariably 
add  to  the  misery  of  the  patient  by  producing  painful  local  irritation. 
More  frequently,  however,  abdominal  distention  is  an  evidence  of  the 
severity  of  the  toxemia  and  the  result  of  the  toxic  effect  on  the  nerve 
centers. 

The  lack  of  tone  in  these  cases  is  to  be  met  by  the  administration 
of  general  stimulants  rather  than  by  local  measures.  Especial  atten- 
tion should  be  paid  to  the  distention  of  the  stomach,  acute  gastric 
dilatation,  which  is  not  as  rare  as  has  been  described,  but  is  frequently 
not  recognized  as  such.  Acute  gastric  dilatation  is  a  very  menacing 
symptom  and  calls  for  immediate  relief  which  can  be  readily  accom- 
plished by  the  introduction  of  the  stomach  tube  and  lavage;  and  let 
me  state  that  the  severity  of  the  condition  of  the  patient  should  by 
no  means  be  considered  a  contra-indication  to  the  use  of  the  stomach 
tube.  The  disturbance  afforded  by  this  therapeutic  procedure  can 
not  be  compared  with  the  dangers  of  this  complication.  The  bladder 
does  not  frequently  call  for  any  special  attention,  although  a  careful 
palpation  of  the  abdomen  should  not  be  omitted  in  severe  cases  of 
pneumonia,  because  the  prostrated  pneumonic  is  at  times  not  able  to 
empty  his  bladder  or  empties  it  incompletely  and  in  the  course  of  a 
few  days  there  develops  a  retention,  which  at  times  is  remarkably 
large. 

In  one  of  my  cases,  in  a  female,  the  delirious  patient  had  been 
voiding  urine  involuntarily  and  the  amounts  appeared  to  satisfy  the 
nurse  who  was  busy  with  changing  the  thoroughly-saturated  clothes, 
when  on  examination  of  the  abdomen  a  large  tumor  was  detected, 
which  collapsed  after  the  introduction  of  the  catheter  and  withdrawal 
of  sixty  ounces  of  urine.  This  retention  was  followed  by  symptoms 
of  an  acute  cystitis  and  the  bacteriological  examination  of  the  urine 
in  this  case  showed  the  presence  of  pneumococci.  This  case  was  very 
instructive  and  induced  me  to  prescribe  urotropin  in  cases  of  severe 
pneumonia  with  delirium,  with  a  view  of  preventing  the  development 
of  pneumococcus-cystitis. 

In  another  case,  that  of  a  young  man  with  a  very  severe  pneu- 
monia and  an  active  delirium,  an  abdominal  distention  entirely  masked 
the  distended  bladder — and  the  delirium  did  not  yield  to  substantial 
doses  of  morphine.  One  of  my  internes  in  the  hospital,  on  the  mere 
supposition  that  the  patient  may  have  a  distended  bladder,  introduced 
a  catheter  and  withdrew  twenty-six  ounces  of  urine,  which  catheteriza- 
tion had  a  remarkably  quieting  effect. 

The  main*  danger  in  pneumonia,  as  we  know,  is  the  cardio-vas- 
cnlar  collapse.  The  pneumococcus  toxins  seem  to  have  a  predilection 
for  the  heart  and  the  centers  in  the  medulla.  Myocardial  degenera- 
tion and  failure  of  the  vasomotor  center  are  responsible  for  many 
deaths  in  pneumonics.  The  blood  pressure  invariably  falls,  the  toxins 
having  a  depressing  action  on  the  vasomotor  center;  I  always  watch 
the  blood  pressure  of  my  pneumonics  with  a  little  pocket  instrument — 
the  Tycos — and  have  been  able  to  verify  the  prognostic  value  of  Gib- 
son's law.  As  long  as  the  blood  pressure  in  m.m.  of  mercury  is 
higher  than  the  number  of  pulse  beats  per  minute  we  have  little 
reason  to  fear  a  cardio-vascular  inefficiency.  While  the  finger  in 
the  hands  of  more  experienced  observers  is  a  reliable  indicator,  I 
feel  more  certain  when  reading  off  the  figures  on  the  sphygmomano- 
meter. 
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As  to  the  cardiac  stimulants ;  I  do  not  use  them  as  a  routine 
measure  in  every  case.  Only  in  the  case  of  cardiacs — patients  who, 
when  taken  ill  with  pneumonia,  have  a  damaged  heart,  the  so-called 
cardiac  pneumonics,  I  prescribe  a  preparation  of  digitalis  from  the 
onset  of  the  disease,  using  preferably  a  freshly-made  infusion  of  the 
English  leaf ;  or  if  digitalis  is  not  tolerated  by  the  stomach,  I  use 
digalen  intramuscularly  in  doses  of  fifteen  minims  three  times  a  day. 
Digitalis  acts  slowly  and,  anticipating  the  inefficiency  of  these  damaged 
hearts,  I  secure  the  action  of  digitalis  in  advance.  In  patients  not 
affected  with  cardiac  disease,  digitalis  is  indicated  only  when  evi- 
dences of  cardiac  failure  are  manifesting  themselves.  Cyanosis, 
rapid  pulse,  increase  of  the  area  of  cardiac  dullness  are  symptoms  of 
acute  cardiac  insufficiency.  These  acutely  dilated  hearts  call  for  sub- 
stantial doses  of  digalen,  given  intramuscularly  to  insure  rapid  ab- 
sorption. 

It  is  usually  the  right  heart  which  dilates.  In  a  healthy  plethoric 
individual  we  can  afford  prompt  relief  by  venesection,  withdrawing 
fifteen  to  twenty  ounces  of  blood.  I  have  lived  through  the  period 
of  indiscriminate  blood-letting  in  all  cases  of  pneumonia,  and  I  have 
found  it  beneficial  only  in  cases  where  there  was  evidence  of  over- 
burdening of  the  right  heart  due  to  mechanical  interference  with  the 
circulation  in  the  small  circle,  and  toxic  degeneration  of  the  cardiac 
muscle. 

For  a  prompt  cardiac  stimulation,  I  frequently  use  caffein  citrate 
by  mouth,  or  caffein  sodium  benzoate  hypodermatically  in  five-grain 
doses  every  three  or  four  hours.  The  failure  of  the  nerve  centers 
calls  for  the  administration  of  a  diffusible  nerve  stimulant,  and  I  do 
not  know  of  a  better  drug  than  camphor  given  hypodermatically  in 
a  20%  solution,  in  sweet  almond  oil,  a  syringeful,  twenty  minims, 
every  hour,  gradually  increasing  the  intervals  as  the  symptoms  im- 
prove. 

You  should  not  meddle;  if  you  want  results,  do  not  be  stingy, 
but  give  stiff  doses.  I  have  never  seen  untoward  effects  from  these 
large  doses  of  camphor.  Adrenalin  as  a  vaso-constrictor  acts  prompt- 
ly, but  its  action  is  evanescent  and  can  only  be  employed  as  an  emer- 
gency drug.  I  have  made  good  use  of  it  in  cases  of  a  complicating 
pulmonary  edema.  Strychnine  is  a  good  nerve  tonic,  but  its  action 
in  raising  the  blood  pressure  is  doubtful. 

Our  pneumonics  can  be  divided  into  three  groups : 

To  the  first  belong  cases  which  get  well  no  matter  how  little  is 
done  for  them,  provided  we  do  not  do  any  harm. 

To  the  second  group  belong  those  cases  which  die  no  matter  what 
we  do;  the  infection  is  so  overwhelming  that  we  are  helpless  and  we 
minister  and  prescribe  without  entertaining  any  hope  of  results. 

To  the  third  group  belong  those  cases  which  are  between  the  mild 
and  the  most  severe.  Here  we  ought  to  be  intelligent  observers,  trying 
to  give  a  proper  interpretation  to  developing  symptoms,  making  an 
effort  to  enforce  the  curative  efforts  of  nature  and  not  to  forget  that 
Natura  sanat;  medicus  curat — Nature  cures ;  the  physician  prescribes. 


TREATMENT  OF  SUMMER  GASTRO-ENTERIC  DISEASE 

IN  CHILDREN. 

(The  Milder  Forms.) 
By  Le  Grand  Kerr,  M.D., 

of  Brooklyn,  N.  Y. 

THE  choleraic  forms  of  this  disease  have  been  considerd  (L.  /. 
M.  J.,  June,  1912).  As  regards  the  milder  and  more  common 
lorms,  the  probability  of  an  attack  under  the  age  of  three  months 
is  small;  the  greatest  morbidity  and  mortality  is  during  the  last  nine 
months  of  the  first  year  and  is  still  large  during  the  second  year.  We 
are  confronted  with  disease  that  mainly  attacks  the  alimentary  tract ; 
the  clinical  phenomena  of  convulsions,  hyperpyrexia,  prostration,  etc., 
being  secondary  or  reflex.  It  is  not  due  to  trauma  (trauma  may  be  a 
late  result)  ;  it  is  in  no  sense  constitutional.  It  is  an  out  and  out 
infection.  All  of  these  facts  are  consistent  with  the  proposition  that 
the  disease  is  due  to  contaminated  food. 

Removal  from  the  area  of  infection  is  desirable  (whenever  pos- 
sible) for  a  prolonged  period  (to  limit  relapses). 

Enforced  mental  and  physical  rest  (to  conserve  strength  that  may 
be  needed  later  on)  should  be  immediate  and  prolonged. 

Cool  and  comfortable  clothing  combined  with  frequent  cool  spong- 
ing allays  restlessness,  reduces  temperature  and  promotes  skin  activity. 
Soiled  napkins  demand  two-fold  removal — from  the  patient  and-  from 
the  room.   Disinfect  them  also. 

Immediately  withhold  all  food  for  12  to  24  hours,  giving  nothing 
but  small  quantities  (dram)  sterile  water  frequently.  No  matter  how 
mild  the  attack,  return  to  food  cautiously.  Even  with  rapid  sub- 
sidance  of  acute  symptoms,  relapses  are  common  and  the  highest 
mortality  is  in  the  relapses  (Kerr,  Amer.  J.  of  Obstet.,  1909).  In 
return  to  breast  feeding,  administer  sterile  water  before  allowing  the 
infant  to  nurse  and  restrict  time  and  frequency  of  nursings. 

Thin  cereal  waters  (plain  or  dextrinized)  may  be  added  on 
second  day,  or  can  be  combined  with  meat  broths  to  improve  their 
taste. 

Avoid  albumen  water  (for  reason  see  L.  /.  M.  J.,  June,  1912). 

Daily  stomach  washings  (or  less  frequently)  are  of  decided  bene- 
fit, if  the  indications  for  it  are  clear  (use  normal  salt  solution  or 
bicarb,  soda  solution). 

Rectal  irrigations  are  beneficial  if  used  cautiously  and  slowly, 
so  that  fluid  may  be  absorbed  (they  also  favor  peristalsis  by  emptying 
the  rectum).  Colonic  irrigations  are  ineffectual  as  such  (proven  by 
X-ray)  and  are  really  not  more  effectual  than  simple  rectal  irriga- 
tions.   (Kerr,  Am.  Medicine,  191 2.) 

Give  a  preliminary  purge  always  (castor  oil,  sulphate  of  soda 
or  calomel),  but  rarely  repeat  it  (adequate  restriction  of  diet  makes 
it  unnecessary).  If  lavage  is  performed  immediately  (as  in  absenct 
of  initial  vomiting)  give  the  castor  oil  through  the  tube  before  it  is 
withdrawn  fallowing  for  amount  that  will  cling  to  sides  of  tube). 
Do  not  purge  and  irrigate  the  child  into  exhaustion.  No  other  drugs 
are  indicated  (in  uncomplicated  cases)  in  the  acute  stage.  After  the 
acute  stage,  bismuth  may  act  as  a  sedative  to  the  inflammed  mucosa, 
if  it  is  given  in  large  doses  (10  to  30  grains  of  the  subcarbonate) 
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frequently  repeated  (every  hour  or  two)  and  if  in  proper  solution 
and  kept  cold.  Astringents  are  useless.  Most  intestinal  antiseptics 
are  failures  (personally,  I  find  tincture  of  iodin  the  best)  and  are  not 
indicated  when  the  diet  is  right.  An  opiate  is  frequently  of  great 
service  after  the  acute  stage  (give  it  singly  and  best  hypodermatically). 
Begin  stimulants  (early  in  second  stage)  and  tonics  (late  in  second 
stage  cautiously.  Hydrochloric  acid  (minute  dozes)  is  serviceable 
in  second  stage  as  digestive  stimulant. 

Be  rigorous  in  the  hygienic  surroundings  and  in  the  toilet  of  the 
mouth  and  body  in  general ;  avoid  over-medication,  exhausting  irriga- 
tions and  early  or  excessive  feeding.  Have  a  clean-cut  indication  for 
every  dose  of  medicine  before  you  administer  it  and  keep  the  child 
clean,  cool,  comfortable  and  contented. 

Some  cases  show  an  early  tendency  to  chronicity;  these  are  the 
ones  that  immediately  improve  on  an  increased,  easily  assimilated 
diet. 

Relapses  in  these  milder  forms  of  summer  gastro-enteric  disease 
are  common  and  a  relapse  is  more  dangerous  than  the  initial  attack. 

Every  case  should  be  regarded  as  the  possible  beginning  of  a 
fatal  disease. 


RETRO-UTERINE  DISPLACEMENTS.* 
By  William  L.  Bradley,  M.D., 

of  New  York. 

THE  subject  of  my  paper  was  chosen  chiefly  for  the  reason 
that  it  is  one  of  the  most  important  classes  of  gynecological 
cases  that  we  all  see  in  our  daily  work  and  hence  is  worthy 
of  much  discussion  from  its  various  standpoints.  I  know  of  noth- 
ing in  the  way  of  medical  work  that  seems  to  redound  more  to  the 
physician's  credit  both  from  a  reputation  and  financial  standpoint 
than  the  ability,  comparatively  easily  acquired,  to  correct  an  im- 
properly poised  uterus.  When  we  speak  of  uterine  malpositions 
we  mean  positions  of  the  organ  that  differ  markedly  from  the 
normal.  In  order  to  be  able  to  say  then  the  uterus  is  displaced, 
if  we  choose  to  use  such  a  term,  we  must  in  the  first  place  be  sure 
of  the  exact  conditions  of  affairs  existing  in  the  immediate  case 
in  hand.  In  our  mind  we  must  remember  a  few  anatomical  points, 
viz.,  the  pelvic  brim,  the  sacral  promontory,  pubic  symphysis  and 
the  relations  they  bear  to  one  another.  Then  we  must  have  a  dis- 
tinct mental  picture  of  the  female  pelvis  with  imaginary  planes 
passing  through  it  from  every  conceivable  direction.  We  must 
also  bear  in  mind  the  normal  position  of  the  uterus,  viz.,  slightly 
anteverted  and  anteflexed  and  its  normal  corresponding  relations 
with  the  bony  landmarks  above  mentioned  and  also  its  relations 
with  the  rectum,  bladder,  vagina,  et  cetera. 

If  we  now  have  our  mental  picture  complete  and  are  able  to 
differentiate  the  various  malpositions,  one  from  the  other,  we  are 


*  Read  before  the  Brooklyn  Pathological  Society,  December  14,  1911. 
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in  a  position  to  proceed  with  the  examination  of  the  case  in  hand. 
In  order  properly  to  examine  a  patient  we  feel  that  certain  prelimi- 
naries must  be  gone  through  with  in  order  to  make  the  examination 
as  easy  as  possible  for  both  patient  and  physician.  Let  me  say 
right  here  that  I  hope  I  may  be  pardoned  for  reiterating  a  few  of 
these  preliminary  points  that  I  know  are  very  familiar  to  all  of  you. 

We  must  have  the  bowels  and  bladder  well  evacuated,  the 
patient  must  lie  on  a  firm  mattress  and  this  in  turn  on  a  strong  and 
suitable  table.  With  the  patient  in  the  lithotomy  position,  properly 
covered  with  sheet,  our  hands  properly  washed  and  disinfected,  we 
proceed  with  the  examination.  I  think  it  best  to  try  always  to 
engross  the  patient  in  conversation  on  some  subject  irrelevant  to 
the  case  in  hand.  This  diverts  her  mind  for  the  time  being  and 
we  are  able  to  learn  a  great  deal  about  the  pelvic  conditions  that 
could  not  otherwise  be  obtained.  It  seems  to  me  a  very  good  plan 
first  to  examine  with  one  finger  the  labia,  urethra,  vagina  and  its 
walls,  the  cervix  and  its  position  as  regards  the  body  of  the  uterus. 
This  method  will  often  tell  us  much  that  will  be  of  much  aid  in 
further  diagnosis  of  the  case.  As  regards  the  hand  to  be  used,  we 
feel  that  it  is  a  matter  of  choice.  Most  men,  we  are  inclined  to 
believe,  use  the  index  and  middle  fingers  of  the  left  hand,  for  the 
reason  that  the  tactile  sensation  in  these  fingers  is  better  than  the 
corresponding  fingers  of  the  right  hand.  Personally  I  think  the 
left  index  finger  is  quite  sufficient  to  feel  all  that  is  required  to  be 
felt  in  the  female  pelvis.  Some  men  prefer  the  right  index  or  index 
and  middle  fingers  as  case  may  be,  simply  because  they  were 
taught  such  in  the  medical  school.  It  seems  to  me  that  the  left 
hand  is  better  than  the  right  because  it  is  less  liable  to  abrasions 
inasmuch  as  we  are  all  generally  right  handed  in  our  occupation. 

If  a  person  can  use  one  finger  he  certainly  hurts  his  patient  less, 
and  by  so  doing,  he  at  once  creates  a  better  impression  in  every 
sense  of  the  term.  We  do  not  believe  to  any  extent  in  the  use 
of  rubber  gloves  for  the  reason  that  it  seems  to  make  the  patient 
feel  that  the  doctor  is  afraid  of  becoming  infected  in  some  way  or 
other.  Then,  too,  the  tactile  sense  is  not  as  acute  as  with  no  finger 
covering  at  all. 

Having  now  carefully  introduced  our  lubricated  finger  well 
into  the  vagina  we  first  feel  for  the  cervix  and  its  relations  with 
other  soft  parts  near  it,  then  with  our  other  hand  on  the  abdomen 
we  press  gently  and  firmly  down  in  the  median  line  just  a  short 
distance  above  the  pubic  symphysis.  If  with  the  hand  in  this 
position  and  the  vaginal  finger  under  the  cervix,  we  press  upward 
to  meet  the  abdominal  hand,  we  shall  find  our  uterus  in  its  normal 
or  slightly  anteverted  and  anteflexed  position,  provided  we  are 
dealing  with  a  normal  case.  It  always  has  seemed  to  me  a  very 
good  plan  to  liken  the  uterus  to  a  fairly  good  sized  pear  with  body 
of  pear  above  and  neck  and  stem  below.  If  we  bend  this  pear  much 
upon  itself  we  have  a  flexion,  sharp  or  mild  as  case  may  be  and 
anterior  or  posterior,  depending  on  the  direction  in  which  the  pear 
body  points.  On  the  other  hand,  if  we  keep  the  axis  of  the  body 
of  our  pear  and  its  neck  running  in  same  direction  and  incline  the 
pear  anteriorly  or  posteriorly  we  have  a  good  picture,  mentally 
speaking,  of  anteversion  or  retroversion.  If  we  now  will  feel  for 
these  same  conditions  in  our  patient  before  us,  I  am  sure  that  you 
will  a^ree  that  the  correct  determination  as  to  the  position  of  the 
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uterus  is  with  a  little  practice  a  very  easy  procedure.  If  we  can't 
make  out  at  first  the  exact  state  of  affairs,  let  us  shift  our  hands 
and  try  in  another  place.  By  this  we  mean  a  varying  in  the  relative 
position  of  the  vaginal  and  abdominal  hands.  Let  me  say  right 
here  that  the  uterus  is  by  far  the  most  important  landmark  in  the 
whole  female  pelvis.  Unless  it  can  be  made  out,  and  that  in  a 
very  precise  manner,  it  were  better  to  stop  and  begin  some  other 
time. 

Just  think  how  important  is  this  statement  when  we  have  to 
diagnose  the  various  tumor  formations  from  one  another,  whether 
uterine,  peri-uterine,  or  juxto-uterine.  It  may  be  that  we  will  at 
times  be  strongly  tempted  to  use  a  sound  for  clinching  our  diag- 
nosis but  in  my  mind  its  use  is  not  to  be  at  all  advocated  in  any 
case.  Suppose  we  should  have  a  fibroid  condition  complicated  by 
pregnancy,  in  that  event  we  all  know  just  what  result  will  follow 
the  use  of  this  instrument.  Then  too,  unless  very  careful  we  are 
liable  to  infect  the  endometrium  or  perforate  the  uterine  body. 
If  our  patient  be  very  nervous,  and  more  especially  if  a  virgin,  and 
we  can't  determine  the  correct  poise  of  the  uterus  by  rectal  exami- 
nation, then  we  strongly  suggest  the  use  of  an  anaesthetic.  As  we 
have  all  observed,  complete  anaesthesia  gives  us  a  very  different 
state  of  affairs,  whose  solution  is  as  a  rule  most  easy  indeed.  The 
ease  of  an  anaesthetic  cannot  be  too  strongly  advocated  when  we 
have  any  condition  demanding  correct  solution  and  which  condi- 
tion is  manifestly  impossible  without  its  use. 

Let  me  strongly  urge  the  examination  of  certain  gynecological 
cases  in  the  standing  as  well  as  in  the  supine  position  on  the  table. 
If  you  have  not  already  done  so  in  a  number  of  cases,  I  am  sure 
that  you  will  be  much  surprised  at  the  change  in  the  relative  posi- 
tion of  cervix  and  corpus  uteri  brought  about  by  moving  the  patient 
from  one  posture  to  the  other.  It  makes  one  begin  to  wonder  in 
some  cases  if  uterine  malpositions  have  all  to  do  with  causing  the 
various  pressure  and  dragging  symptoms  so  common  with  us  in 
daily  practice. 

Having  referred  only  very  briefly  to  the  anterior  and  posterior 
displacements  of  the  uterus,  let  us  turn  for  a  moment  to  the  pro- 
lapse or  inferior  luxation  as  I  have  heard  it  designated  by  an 
eminent  anatomical  authority.  In  order  to  determine  which  degree 
of  prolapse  we  have  in  hand,  it  seems  to  me  only  necessary  to 
bear  in  mind  what  would  be  the  normal  position  of  a  horizontal 
plane  passing  through  the  pelvis  and  just  below  the  cervix  uteri. 
If  we  then  determine  how  far  below  this  plane  the  uterus  has 
descended,  we  can  easily  state  whether  we  have  to  deal  with  first, 
second  or  third  degrees  of  this  displacement. 

It  seems  to  us  best  to  say  that  we  have  first  degree  when 
cervix  and  body  of  the  uterus  are  just  in  axis  of  vagina;  second 
degree  when  cervix  has  reached  vulvar  orifice  and  third  degree 
when  the  whole  uterine  organ  is  outside  the  body.  We  shall  find 
right  here  the  marked  advantage  to  be  derived  by  examining  our 
patient  in  both  lying  and  standing  positions.  It  seems  to  me,  then, 
inasmuch  as  all  women  suffer  mostly  when  on  their  feet,  we  must 
find  out  in  every  case  of  pressure  or  dragging  symptoms  the  abso- 
lutely correct  position  of  the  uterus  and  its  appendages.  Far  be  it 
from  me  to  attach  all  severe  cases  of  backache  and  neurasthenia 
to  a  badly  poised  uterus.    How  often  we  chance  to  see  complete 
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or  third  degree  prolapse  cases  on  the  one  hand  or  markedly  dis- 
placed uteri  from  a  posterior  standpoint  on  the  other,  in  patients 
in  whom  there  are  absolutely  no  subjective  symptoms  of  any  kind. 

It  sort  of  shakes  our  faith  in  the  theory  that  malpositions  of 
the  uterus  are  generally  followed  by  the  symptoms  that  would  be 
normally  caused  by  such  condition.  It  is  most  surprising  to  note 
the  vast  improvement  in  some  cases  of  severe  backache,  neuras- 
thenia, dysuria,  dyschyzia,  etc.,  when  once  the  patient  has  under- 
gone a  course  of  treatment  with  iron,  water  and  gentle  but  efficient 
laxatives. 

Having  now  very  hurriedly  run  over  the  more  common  dis- 
placements of  the  uterus  let  us  consider  their  treatment.  In  the 
first  place,  we  say  most  emphatically  that  if  we  examine  a  patient 
and  find  her  uterus  out  of  place  then  it  is  our  duty  to  see  that  that 
organ  is  restored  to  its  normal  position  if  such  be  possible.  By 
knowing  that  it  is  correctly  poised,  we  can  easily  rule  out  many 
subjective  symptoms  that  might  otherwise  be  laid  at  the  door 
of  uterine  malposition.  How  many  displaced  uteri  we  see  bound 
down  by  inflammation  of  various  kinds  that  could  easily  have  been 
replaced,  had  an  attempt  been  made  in  this  direction  when  the 
inflammation  began.  Although  we  all  do  see  cases  of  displacement 
giving  positively  no  symptoms  referred  to  the  pelvic  organs,  yet 
how  many  do  we  find  on  the  other  hand  in  whom  all  of  the  trouble 
seems  to  be  caused  by  the  incorrect  position  of  the  organs  situated 
below  the  pelvic  brim. 

In  the  treatment  of  uterine  malpositions  let  us  always  first 
determine  as  a  matter  of  routine  the  following  points  in  each  case 
that  comes  under  observation ;  the  correct  position  of  the  uterus  in 
both  supine  and  erect  positions,  the  ordinary  condition  of  bladder 
and  bowels,  the  nervous  condition  of  our  patient  and  lastly  the 
position  of  the  appendages  relative  to  the  uterus. 

By  having  the  conditions  well  in  mind  we  at  once  know  how 
to  go  about  the  correction  of  the  case  in  hand.  In  some  mild  cases 
we  shall  find  that  simple  replacement  of  the  uterus  with  close  atten- 
tion to  bowels  and  bladder  and  the  avoidance  of  heavy  physical 
work  for  a  time  will  be  all  that  is  necessary  to  a  complete  ameliora- 
tion of  symptoms  both  subjective  and  objective.  How  vastly  im- 
portant is  the  condition  of  the  bowels  in  all  cases  of  illness ;  it  seems 
to  me  that  constipation  has  more  to  do  with  causing  sickness  from 
whatever  cause  than  almost  any  other  factor.  Let  me  ask  you 
gentlemen  if  there  is  a  more  agreeable  and  satisfying  sensation 
than  a  good  movement  of  the  bowels ;  and  yet  how  often  do  we 
meet  women  who  seem  to  feel  that  it  is  a  crime  to  even  try  to 
enjoy  this  most  pleasurable  sensation.  I  am  afraid  that  many  of 
my  patients  of  all  classes  and  conditions  of  society  think  I  am  a 
rabid  fanatic  on  the  subject  of  constipation  but  I  can  tell  you,  gen- 
tlemen, one  important  point  on  which  I  am  sure  we  all  agree,  and 
that  is  that  no  man  will  succeed  in  the  practice  of  medicine  if 
he  does  not  pay  strict  attention  to  his  patient's  bowels.  When  we 
consider  that  almost  all  diseases  of  whatever  nature  are  caused 
by  the  locking  up  of  poison  in  the  body,  how  important  it  is  to 
rid  this  same  body  of  all  this  deleterious  matter  and  that  as  soon 
as  possible.  How  often  large  doses  of  rhubarb  and  soda  with  20 
per  cent,  or  25  per  cent,  cascara  will  elicit  the  remark  from  our 
gynecological  cases,  "Doctor  that  is  the  finest  womb  medicine  that 
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I  have  ever  taken ;  have  tried  Lydia  Pinkham  but  her  medicine  is 
not  in  the  same  class  with  yours." 

It  is  surprising  to  note  what  a  marked  change  there  is  to  be 
found  in  pelvic  pain,  uterine  discharge,  many  bladder  and  rectal 
symptoms,  etc.,  after  using  laxatives  sufficiently  active  to  insure 
at  least  two  bowel  evacuations  daily.  I  am  free  to  admit  that  I 
use  more  rhubarb  and  soda  and  cascara  in  my  two  gynecological 
clinics  than  any  other  kind  of  medicine.  We  would  not  be  so 
positive  and  insistent  on  this  subject  of  constipation  were  the 
results  obtained  not  just  as  we  have  depicted.  Hoping  you  will 
pardon  this  little  digression  from  the  subject  in  hand  let  us  return 
to  the  next  class  of  cases  in  which  uterine  replacement  can  be 
accomplished  but  in  which  such  correction  is  not  constant  without 
artificial  support  of  some  kind. 

In  these  cases  we  must  always  remember  that  if  we  are  to  use 
pessaries  of  some  kind,  we  must  always  have  the  uterus  freely 
movable.  Then  the  pessary  simply  acts  as  a  splint,  exerting  no 
leverage  worth  mentioning  in  the  pelvis.  It  only  supports  and 
prevents  a  return  to  old  conditions  for  which  the  patient  consulted 
us.  May  I  be  pardoned  if  I  repeat  a  few  rules,  known  probably  to 
all  of  you.  In  the  first  place  never,  and  I  mean  never,  let  a 
patient  leave  your  office  and  be  able  to  truthfully  feel  that  she  has 
an  artificial  support  in  her  vagina ;  if  you  do,  then  your  labor  is 
all  in  vain.  There  may  be  exceptions  but  the  great  majority  of 
our  patients  tell  the  truth  and  we  too  can  easily  determine  for  our 
own  satisfaction  as  to  whether  or  not  the  pessary  is  painful  by 
simply  observing  one  important  rule.  Always  have  a  space  around 
the  free  border  of  your  pessary  equal  in  extent  to  the  width  of 
the  index  finger.  We  are  then  sure  that  with  a  freely  movable 
uterus  and  our  properly  fitted  pessary  we  can  have  no  harmful 
symptoms  arising  from  this  mode  of  treatment.  I  always  have 
the  patient  sit  up  on  end  of  table  and  cross  her  legs  first  one  way 
and  then  the  other,  to  see  whether  or  not  she  can  feel  any  pressure 
symptoms  and  then  stand  and  sit  down  real  firmly  to  determine 
the  possibility  of  any  upward  pressure  symptoms.  The  various 
forms  of  Smith  or  Thomas  pessaries  serve  best  for  the  ordinary 
anterior  or  posterior  displacements.  In  prolapse  cases,  the  round 
hard  rubber  rings  seems  to  act  most  satisfactorily.  Soft  rubber  is 
not  advantageous  and  corrodes  too  easily. 

Let  me  suggest  the  very  best  manner  in  my  mind  for  replac- 
ing the  uterus  in  all  classes  of  cases,  viz.,  the  knee-shoulder  posi- 
tion of  the  patient  and  intravaginal  manipulation  by  the  physician ; 
by  this  we  mean  to  have  the  patient  in  this  position  correct  in 
every  way,  properly  covered  by  sheet,  knees  slightly  separated, 
arms  pointing  backward  and  head  inclined  to  one  side.  We  then 
stand  behind  the  patient,  insert  our  right  or  left  index  finger  and 
first  allow  all  the  air  possible  to  enter  the  vagina.  This  column 
of  air  acts  as  a  balloon  and  helps  to  push  the  uterus  forward ;  then 
carry  finger  forward  and  push  cervix  uteri  back  into  hollow  of 
sacrum  as  far  as  possible.  Very  frequently  we  shall  have  to  use 
a  single  tenaculum  in  the  cervix  with  which  to  pull  it  well  down 
toward  the  vulvar  orifice  before  pushing  the  uterus  forward  with 
our  vaginal  finger.  There  are  certain  cases  in  whom  we  can 
replace  the  uterus  in  a  comparatively  easy  manner  without  going 
through  this  method  of  treatment  but  in  my  mind  they  are  not 
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nearly  as  common  as  those  in  which  the  above  plan  of  solution 
seems  to  be  far  more  applicable.  I  mean  by  this  so-called  easy 
manner  the  method  of  pushing  cervix  backward  and  hooking 
uterus  forward  with  our  abdominal  hand  in  the  median  line  of  the 
body,  patient  of  course  lying  in  supine  position  on  table.  The  use 
of  the  uterine  sound  for  replacing  fallen  uteri  is  to  be  very  much 
deprecated.  The  many  manifest  injuries  to  the  patient  from  the 
large  amount  of  leverage  most  easily  and  often  unconsciously 
exerted  are  certainly  not  to  be  sought  by  any  physician  having 
the  good  will  and  best  interests  of  his  patient  at  stake. 

If  we  find  that  we  are  unable  to  put  our  uterus  into  normal 
position  by  the  knee-shoulder  method,  then  we  have  nothing  left 
for  relief  but  operative  procedures  of  some  kind.  It  seems  to  me 
that  the  abdominal  route  of  ventral  fixation  is  far  superior  to  any- 
thing that  may  be  done  per  vaginam.  We  can  see  what  we  are 
doing  more  clearly  and  distinctly  and  then  too  we  are  more  cer- 
tain of  permanent  results.  At  the  same  time  we  should  be  care- 
ful to  repair  any  pathological  lesions  of  the  uterus,  such  as  endo- 
metritis, laceration  of  cervix,  eroded  or  indurated  cervices,  polypi, 
etc.,  inasmuch  as  these  conditions  frequently  lend  much  aid  in 
causing  various  forms  of  uterine  malposition. 

The  best  form  of  fixation  in  our  mind  is  the  stitching  of  the 
uterus  to  peritoneum  and  overlying  fascia  at  the  edges  of  our 
abdominal  incision ;  the  sutures,  preferably  of  No.  3  catgut  or  No. 
2  chromic  gut,  about  two  or  even  three  in  number,  are  inserted  in 
uterus  just  below  the  entrance  of  round  ligament.  The  various 
forms  of  shortening  of  round  ligament  for  holding  uterus  forward 
are  not  to  be  generally  advocated  because  of  the  very  fragile 
tissue  composing  the  ligament  and  the  resulting  lengthening  of  the 
same  following  our  shortening  process.  In  the  Kelly  operation, 
the  suturing  of  the  uterus  to  the  immediately  overlying  peritonem 
gives  us  in  all  probability  the  best  results  from  an  anatomical 
standpoint.  The  Gilliam  method  of  pulling  the  round  ligament,  on 
either  side  of  the  uterus,  through  the  fascia  and  tissues  of  the 
rectus  abdominis  muscle  at  a  distance  of  ^  mch  from  the  edge 
of  our  abdominal  incision,  nas  many  devoted  adherents  and  is  often- 
times a  very  good  procedure.  The  operation  of  stitching  the  uterus 
forward  through  a  vaginal  incision  only  and  the  various  methods 
of  shortening  the  utero-sacral  ligaments  by  the  abdominal  route 
are  not  to  be  universally  advocated.  Some  may  think  that  con- 
finements following  ventral  fixation  may  be  much  complicated  by 
the  constant  fixity  of  the  uterus,  but  such  in  the  experience  of 
many  of  my  friends,  and  myself  as  well,  has  never  been  the  case. 

In  conclusion  let  me  say  that  although  there  are  many  appar- 
ently healthy  women  who  have  uterine  displacements  in  some  form 
or  other,  yet  it  seems  to  me  our  sworn  duty  to  correct  such  devia- 
tions from  the  normal  of  all  of  those  with  whom  we  come  in  con- 
tact, knowing  as  physicians  the  constant  liability  of  such  condi- 
tions to  lead  into  something  that  may  some  day  prove  serious. 
We  sb nil  then  know  and  feel  that  we  have  kept  the  faith  placed  in 
US  by  our  patients  and  fulfilled  in  every  way  the  dictates  of  the 
(iolden  Rule. 

Discussion. 

Dr.  William  J.  Cruikshank  said:  The  subject  is  of  considerable  interest 
to  the  general  practitioner  as  well  as  to  the  gynecologist  because  he  too  is 
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frequently  meeting  with  the  uterine  displacements  which  the  reader  of  the  paper 
has  so  interestingly  described.  I  would  like  to  ask  Dr.  Bradley  if  his  experience 
with  retro-displacements  of  the  uterus  has  enabled  him  to  form  a  definite  con- 
clusion as  to  their  etiological  prominence  in  cases  of  habitual  abortion.  Can 
he  state  the  percentage  of  cases  of  habitual  abortion  which  may,  with  reasonable 
certainty,  be  attributed  to  retro-displacements  of  the  uterus? 

Dr.  Johx  O.  Polak  said  :  Retro-deviations  of  the  uterus  as  we  see  them 
are  either  congenital  or  acquired.  It  is  only  in  the  acquired  form  that  we  can 
hope  for  relief  from  local  treatment  and  the  pessary.  In  the  retroversions 
which  so  frequently  follow  labor  and  abortion  much  can  be  done  toward  their 
correction  by  early  recognition,  tamponading  in  the  knee-chest  position  and  a 
properly  adjusted  pessary,  provided  the  uterus  can  be  reposited  and  the  pelvic 
floor  is  sufficient  to  hold  a  pessary. 

In  the  congenital  cases,  however,  owing  to  the  deep  invagination  of  the 
cervix  and  the  long  posterior  lip,  mechanical  treatment  is  likely  to  increase  the 
backward  displacement  rather  than  correct  it  and  operative  measures  have  the 
choice.  Of  these  we  have  found  that  the  Webster-Baldy  method  of  shortening 
the  round  ligaments  has  given  the  greatest  satisfaction.  Suspension  is  an 
operation  which  should  only  be  used  in  women  past  the  child-bearing  age  or  in 
those  women  who,  from  the  removal  of  the  tubes,  are  unlikely  to  become 
pregnant. 

Another  type  of  backward  displacement  are  those  retroposited  antiflexed 
uteri  which  lie  low  in  the  pelvis  found  so  frequently  in  undeveloped  uteri.  Such 
women  are  apt  to  suffer  from  changes  in  the  ovary  unless  the  circulatory 
equilibrium  of  the  uterus  is  re-established  by  putting  the  uterus  in  its  proper 
place  by  the  necessary  surgical  procedure. 


SOME  HISTORICAL  DATA  CONCERNING  ST.  CATHER- 
INE'S HOSPITAL  OF  BROOKLYN. 

By  James  C.  Kennedy,  M.D., 

Visiting  Surgeon  to  St.  Catherine's  Hospital,  Brooklyn,  X.  Y. 

ST.  Catherine's  Hospital,  situated  in  the  eastern  part  of  the 
Borough  of  Brooklyn,  stands  out  prominently  among  the 
foremost  charitable  institutions  of  Greater  New  York. 
It  was  founded  in  1870,  by  the  Right  Rev.  Monsignor  M.  May, 
then  the  humble  pastor  of  the  Church  of  the  Most  Holy  Trinity, 
located  in  Montrose  Avenue,  Brooklyn. 

For  nearly  forty  years  this  institution,  under  the  able  manage- 
ment of  the  Sisters  of  St.  Dominic,  has  pushed  on  in  the  perform- 
ance of  the  great  work  marked  out  for  it  by  its  lamented  founder. 
In  1870,  Father  May,  anxious  both  for  the  spiritual  and  the  physi- 
cal welfare  of  his  little  flock,  cast  about  for  a  place  of  shelter  for 
those  under  his  charge  who  were  sick  and  poor.  As  the  historian 
of  the  Church  of  the  Most  Holy  Trinity  relates,  Father  May  pur- 
chased the  land  on  which  St.  Catherine's  Hospital  now  stands, 
consisting  of  an  acre  and  a  half  and  which  was  known  as  "The 
Thursby  Estate.'  The  old  fashioned  building  which  stood  on  the 
premises  was  at  once  fitted  up  for  a  hospital,  with  accommodations 
for  about  thirty  patients.  This  was  intended  for  the  sick  poor  of 
the  parish  only.  The  first  patient  was  received  October  6,  1870. 
For  four  years  Father  May  watched  his  little  hospital,  taxed  to  its 
utmost  capacity.  With  a  remarkable  keenness  of  foresight  he  pre- 
dicted a  rapid  growth  of  the  eastern  section  of  Brooklyn  and 
determined  that  charity  should  not  be  found  wanting;  hence  plans 
for  a  large  and  well  equipped  hospital  were  laid.  In  July,  1874, 
the  corner  stone  of  the  present  hospital  was  laid  and  the  building 
was  dedicated  in  August,  1876;  its  dimensions  are  185  feet  by  200, 
with  a  court  in  the  center.    It  contains  six  large,  well  ventilated 
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public  wards,  viz.,  three  surgical  wards,  three  medical  wards,  one 
children's  ward,  two  private  wards  and  sixteen  private  rooms,  all 
with  a  capacity  of  196  beds.  A  spacious  chapel  adjoins  the  hospital. 

Recently  the  southern  wing  was  raised  one  story,  adding  a  new 
ward  and  enabling  one  of  the  old  wards  to  be  converted  into  private 
rooms.  This  was  found  necessary  on  account  of  the  great  demand 
for  private  rooms.  Many  patients  having  to  be  refused  admittance 
for  want  of  accommodations  of  this  kind.  East  of  the  westerly 
front  wing  of  the  building  is  a  large  well  lighted  and  well  equipped 
operating  room.  Connected  with  the  institution  are  two  ambu- 
lances which  are  kept  busy  conveying  the  sick  and  those  injured 
by  accident,  thus  adding  largely  to  the  surgical  service.  The  hos- 
pital is  fully  equipped  with  new  and  useful  facilities  in  the  medical 
and  surgical  departments. 

In  1884,  the  late  venerable  Mother  Seraphina  Staimer  built  a 
convent  apart  from  the  hospital  for  the  use  of  the  sisters. 

In  1892,  the  Right  Rev.  Monsignor  M.  May  found  the  hospital 
hampered  by  overcrowding  consequent  upon  many  incurable  and 
homeless  patients  filling  the  wards,  thereby  crowding  out  those 
afflicted  with  acute  diseases,  both  surgical  and  medical.  He  there- 
fore set  about  building  a  home  for  incurables. 

In  1893  ne  bought  a  large  tract  of  land  at  Amityville,  L.  I., 
and  erected  thereon  a  spacious  building  for  that  purpose.  This 
building  has  two  large  wards  and  twelve  private  rooms  with 
accommodations  for  about  seventy  patients.  It  was  opened  May, 
1894,  and  is  nearly  always  full  of  patients. 

The  nursing  here  is  done  by  nine  Dominican  Sisters,  of  whom 
Sister  Mary  Clara  is  the  Superior. 

About  forty-two  sisters,  of  whom  Mother  Margaret  Hammer 
is  the  Superior,  are  actively  engaged  in  caring  for  and  nursing  the 
sick  in  St.  Catherine's  Hospital  proper. 

In  1903,  the  venerable  Mother  Catharine  Herbert  built  a  new 
and  substantial  convent  adjoining  the  old  one,  and  thereby  adding 
the  old  one  to  the  hospital  proper  for  hospital  purposes.  In  1895, 
Father  May  was  called  to  his  reward,  living,  however,  to  see  his 
great  work  of  charity  crowned  with  success. 

The  hospital  in  1908  suffered  a  great  loss  in  the  death  of  the 
Rev.  Father  Peter  Daufenbach  (successor  to  Father  May)  the 
Vice-President  and  Treasurer  of  the  Board  of  Trustees. 

The  greatest  possible  impulse  has  been  given  the  hospital 
recently  by  the  successor  of  Father  Daufenbach,  the  Rev.  Father 
Fred.  M.  Schneider.  His  executive  ability,  together  with  his  love 
of  detail,  his  energy  and  perfect  honesty  coupled  with  a  lovable 
personality  has  won  the  profound  respect  of  all  connected  with  St. 
Catherine's  Hospital.  Since  his  coming,  in  1908,  as  Director  of  the 
Hospital  he  has  founded  a  Training  School  for  Nurses;  he  is  now 
establishing  a  well  equipped  Dispensary  to  take  the  place  of  the 
old  one,  where  all  the  specialties  of  medicine  and  surgery  will  be 
represented.  The  capacity  of  the  hospital  will  be  increased  by 
fifty  beds.  Many  additional  private  rooms  are  under  way.  A  new 
and  well  equipped  pathological  department  has  been  established ; 
a  new  and  commodious  additional  operating  room  is  now  being 
built,  a  fully  equipped  X-ray  department  has  been  installed.  The 
surgical  and  medical  staff  have  been  increased  by  the  appointment 
of  assistants.    The  Training  School  is  now  about  to  terminate  its 
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first  year  of  existence ;  it  is  composed  of  twelve  sisters  and  twenty- 
five  lay  nurses.  It  is  presided  over  by  Mother  Margaret  Hammer 
and  with  Miss  Ellen  Enright  as  Superintendent.  This  estimable 
lady  has  organized  the  school  with  the  difficulties  that  the  organ- 
ization of  all  schools  meet  with.  Success  must  crown  such  effort, 
energy  and  ability  as  she  places  at  the  disposal  of  the  authorities. 
The  management  of  the  hospital  (financial  and  otherwise)  is  vested 
in  a  Board  of  Trustees  of  which  The  Right  Rev.  Bishop  McDonnell 
of  Brooklyn,  is  the  President. 

There  are  four  visiting  surgeons;  each  one  is  accountable  to 
the  Board  of  Trustees  for  the  proper  conduct  of  his  respective 
department.  The  same  applies  to  the  five  visiting  physicians.  Con- 
trary to  publications  frequently  appearing  in  the  daily  papers, 
there  never  was  ancl  in  all  probability  never  will  be  such  an  office 
in  St.  Catherine's  Hospital  as  "Surgeon-in-Chief."  The  medical 
and  surgical  affairs  of  the  hospital  are  presided  over  by  the  Board 
of  Physicians  and  Surgeons,  subject  to  the  approval  of  the  Board 
of  Trustees. 

The  internal  affairs  of  the  institution  have  at  all  times  been 
under  the  management  of  the  order  of  Dominican  Sisters.  Since 
its  foundation  105,680  patients  have  been  treated  in  the  wards  of 
St.  Catherine's  Hospital  and  108,400  in  the  dispensary.  The  run- 
ning expenses  of  the  institution  is  about  $85,000  a  year.  The 
emergency  surgical  and  medical  cases  are  paid  for  proportionately 
by  the  City  when  such  patients  are  approved  by  the  City  Inspectors. 
The  deficit  is  supplied  by  the  sisters  appealing  to  the  charitably 
disposed  people  of  Brooklyn,  assisted  materially  by  a  very  active 
Ladies  Aid  Society,  of  which  Mrs.  Joseph  Eppig,  is  President, 
and  Mrs.  Anna  Brown  is  First  Vice-President. 

The  present  improvements  which  are  being  rapidly  pushed 
to  completion  will  give  to  the  hospital  when  finished,  a  bedding 
capacity  of  two  hundred  and  fifty-one,  including  thirty  private 
rooms. 

Since  the  writing  of  this  history,  the  improvements  above  men- 
tioned have  been  completed,  and  Miss  Nora  F.  McCarthy  has  succeeded 
to  the  superintendency  of  the  Training  School. 

The  first  class  of  seventeen  nurses  received  their  diplomas  at  the 
Pouch  Mansion,  May  1,  1912. 


EDITORIAL 


WHAT  IS  THE  PUBLIC  DOING  FOR  US? 

AST  winter  and  spring  the  medical  profession  came  in  for  more 


than  its  share  of  unfair  criticism  at  the  hands  of  the  daily  press 


"^"^  and  a  few  of  the  monthly  magazines.  Some  of  these  we  have 
answered,  while  others  have  been  too  absurd  to  notice.  The  pro- 
fession, however,  has  been  benefited  by  the  experience,  for  it  stimu- 
lated a  certain  amount  of  introspection  which  has  been  helpful.  At 
the  same  time  it  has  accomplished  another  object.  It  has  made  the 
profession  ask,  "Are  the  public  dealing  fairly  with  us?" 

We  prophesy  that  during  the  next  winter  the  reaction  will  take 
place  and  the  question  of  "What  is  the  public  doing  for  us?"  will 
occupy  the  mind  of  the  profession. 

The  very  able  editorial  by  William  Francis  Campbell  in  the 
July  issue  of  this  Journal  and  the  editorials  by  Arthur  C.  Jacobson 
will  bear  careful  and  thoughtful  study. 

Recently  the  following  letter  came  into  the  hands  of  the  editor 
of  the  Long  Island  Medical  Journal: 

"Dear  Sir: 

"A  number  of  physicians  in  Brooklyn  have  organized  a  new  society,  whose 
sole  purpose  is  to  study  the  economic  and  social  phrases  of  the  medical  pro- 
fession. The  first  meeting  was  largely  attended  by  an  enthusiastic  crowd.  The 
various  abuses  which  oppress  the  medical  profession,  such  as  lodge  practice, 
rich  patients  and  dispensaries,  losing  patients  who  have  been  referred  to  hos- 
pitals, adverse  legislation  and  the  hundreds  of  different  matters  now  handi- 
capping the  doctor,  will  occupy  the  attention  of  this  society  at  its  meetings. 
The  society  will  ask  the  co-operation  of  other  societies  towards  forwarding  the 
movement  which  will  help  to  raise  the  doctors  in  the  community, 

"The  first  meeting  was  held  at  the  Bedford  Mansion  at  Bedford  and 
Willoughby  Avenues,  and  it  is  expected  that  meetings  will  be  held  weekly  at 
that  place  Friday  evening  at  nine  o'clock." 

This  is  but  a  district  branch  which  has  sprung  up  and  which 
is  to  be  a  part  of  the  state-wide  effort  for  the  unification  of  the  medi- 
cal profession.  The  medical  profession  of  England  is  crying  "Organ- 
ize!  Organize!"  but  the  cry  comes  too  late,  for  already  the  profession 
in  England  has  been  legislated  into  chains  and  it  is  no  longer  its  own 
master,  but  is  bound  by  the  National  Insurance  Act. 

It  is  time  that  all  medical  men  should  consider  these  things 
seriously  and  it  will  be  our  purpose  from  time  to  time  to  present 
various  phases  of  this  subject  to  the  medical  profession. 


Paul  M.  Pilcher. 
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OUR  ECONOMIC  PROBLEMS. 

AN  eminent  Brooklyn  practitioner,  writing  recently  in  these 
columns,  impressively  reminded  us  that  the  medical  profession 
is  confronted  with  medico-economic  problems  worthy  of  pro- 
found consideration  and  the  highest  order  of  constructive  ability,  and 
that  their  solution  is  possible  only  through  efficient  organization,  mean- 
ing by  efficient  organization  the  unification  of  the  entire  medical  pro- 
fession without  regard  to  the  particular  school  of  practice.  He  pointed 
out  that  there  is  not  a  single  abuse  that  is  not  due  to  some  structural 
weakness  in  the  profession  itself  and  that  cannot  be  corrected  by  the 
doctors  themselves.  A  plan  was  described  looking  to  the  organization 
of  local  societies  representing  senatorial  districts,  the  local  societies 
sending  delegates  to  a  general  assembly,  the  object  of  such  societies 
being  to  deal  with  medico-economic  matters  affecting  both  the  profes- 
sion and  the  public. 

We  believe  such  organization  to  be  inevitable.  We  are  in  bad 
plight,  largely  because  of  the  increasingly  bad  economic  plight  of  the 
masses  who  employ  us  and  because  of  our  quixotic  policies.  The  bonds 
that  will  hold  the  medical  sects  together,  however,  will  hold,  not  for 
reasons  of  affection,  but  because  we  are  desperately  situated.  The 
medical  citadel  is  strongly  assailed  and  Christian  and  Moslem  must  join 
forces  if  they  would  live.  The  situation  is  too  serious  to  justify  face- 
tiousness,  else  we  should  be  tempted  to  write  a  piece  after  the  manner 
of  Gilbert,  for  surely  the  mixing  of  oil  and  water  is,  for  the  first  time 
in  the  history  of  chemistry,  to  be  witnessed ;  Judas  and  John,  pirate  and 
parson,  South  Sea  Islander  and  Oxford  man,  are  to  lie  down  together ; 
Voltaire  and  St.  Francis  are  to  kiss  each  other.  The  impressionable  be- 
holder will  be  reduced  to  tears.  The  pact  is  being  forced  upon  us. 
It  will  not  be  the  outcome  of  liberal  thought.  We  are  virtually  a  pas- 
sive body  and  are  moulded  by  circumstances  to  an  excessive  degree, 
instead  of  moulding  them.  Laissez-faire  is  traditional  with  us.  In 
such  an  organization  as  the  one  projected  initiative  will  lie  chiefly  with 
the  irregulars.  We  are  not  inclined  to  agree  with  this  writer's  appar- 
ent belief  that  the  profession  is  itself  capable  of  reform  from  within. 
While  unification  is  imperatively  indicated,  there  may  still  be  lacking 
a  Lloyd  George  in  public  life  who  will  furnish  "the  highest  order  of 
constructive  ability"  and  make  practically  effective  the  principle  that 
service  rendered  the  sick  poor  should  be  a  charge  upon  the  State. 

Certain  utterances  of  another  eminent  Brooklyn  practitioner  were 
recently  printed  in  these  columns,  advocating  socialization  of  the  pro- 
fession. This  writer  averred  that  most  doctors  are  poor.  Then  he 
affirmed  that  the  poor  man  is  always  a  dangerous  person.  The  poor 
doctor,  he  said,  is  urged  toward  quackery,  abortions,  and  illy-advised 
treatments,  is  expected  to  furnish  cheap  cures,  and  must  often  play 
the  part  of  a  charlatan. 

This  sweeping  indictment  of  the  poor  doctor  excites  attention 
and  wonderment,  not  to  mention  stronger  feelings,  as  its  extraordinary 
significance  is  fully  realized.  Have  we  ever  been  more  seriously 
accused — more  sorely  tempted  to  characterize  fitly  an  unfounded  accu- 
sation? Have  physicians  as  a  class  ever  been  very  rich  in  the  world's 
goods?  Has  their  relative  poorness  ever  before  been  taken  as  con- 
notative  of  menace?  Could  a  baser  connotation  be  conceived?  Re- 
flect, reader,  on  thy  status  if  judged  under  the  suggested  criterion. 
Art  knave  or  snob?   The  new  dispensation  admits  only  these. 
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Let  it  be  said  first  on  behalf  of  the  poor  doctor  that  he  is  not 
a  crafty  schemer;  he  is  not  distinguished  for  selfishness;  as  we  have 
observed  him,  he  is  a  rather  self-sacrificing  character.  He  is  not  so 
keen  about  his  economic  concerns  as  he  is  alleged  to  be  by  parlor  social- 
ists like  Bernard  Shaw.  He  ought  to  be  reasonably  so,  but  he  usually 
is  not;  that  is  why  he  is  so  poor,  oftentimes.  His  psychology  is  sim- 
ple; to  picture  him  as  dangerous  excites  resentment,  a  feeling,  how- 
ever, which  gives  way  quickly  to  simple  surprise  that  a  keen  thinker 
should  so  far  fall  in  error  and  fail  in  justice.  Equally  with  the  rela- 
tively rich  physicians  do  the  poor  doctors  represent  the  best  profes- 
sional types.  Some  poor  doctors  fall  short,  it  is  true,  of  fair  stand- 
ards, but  as  a  class  they  furnish  no  more  examples  of  dereliction,  in 
proportion  to  their  numbers,  than  do  the  rich  doctors.  Their  chief 
weaknesses  seem  to  be  farcical  competition  among  themselves  for 
opportunities  to  treat  the  sick  poor  gratis  and  childish  appraisal  of 
the  posts  so  won. 

It  is  really  foolish  to  indict  the  average  poor  doctor  as  a  subtly 
dangerous  character  when,  as  a  matter  of  fact,  he  is  making  a  grim 
joke  of  himself  in  his  disregard  of  his  own  economic  welfare.  He 
is  not  a  knave,  but  so  naive  and  well-meaning  that  the  attacks  of  our 
engaging  critic  seem  delusional.  It  may  be  positively  affirmed  that 
he  harms  no  one  in  the  sinister  sense  of  this  gentleman.  A  fair  case 
can  be  made  out  for  Socialism  without  blackguarding  poor  doctors. 
Many  counts  lie  against  the  general  profession,  but  elegant  thuggery 
is  not  one  of  them. 


THE  REMSEN  REFEREE  BOARD  AND  THE 
PURE  FOOD  LAW. 

HE  writer  was  recently  much  flattered  by  the  receipt  of  a 


copy  of  a  speech  in  Congress  upon  this  subject.    The  sub 


stance  of  the  speech  deals  with  the  desirability  of  an  appro- 
priation to  further  the  usefulness  of  the  board  of  expert  chemists 
who  collectively  are  known  by  the  name  of  their  chairman,  Prof. 
Ira  Remsen ;  associated  with  him  are  Prof.  Russell  H.  Chittenden, 
Dr.  John  H.  Long,  Dr.  Alonzo  B.  Taylor,  Dr.  Theobold  Smith. 
These  gentlemen  have  been  requested  to  fully  investigate  the  prop- 
erties of  certain  substances,  notably  benzoate  of  soda,  that  are 
much  used  in  the  arts  as  food  preservatives,  and  upon  their  final 
judgment  will  depend  very  largely  the  action  of  the  Department 
of  Agriculture  in  permitting  or  denying  the  use  of  artificial  pre- 
servatives. 

There  can  be  no  question  of  the  wisdom  of  learning  all  we 
may  about  everything  in  the  universe ;  the  most  important  thing 
in  the  universe  is  benzoate  of  soda.  At  least,  one  may  be  so  led 
to  believe  from  the  context,  not  only  of  this  communication,  but 
of  a  great  many  others.  It  has  been  the  basis  of  an  amount  of 
political  activity  at  Washington  that  is  only  occasionally  smoth- 
ered by  such  passing  trivial  matters  as  a  presidential  election. 
The  question  that  is  constantly  asked  in  regard  to  it  is:  "Is  it 
harmful?"    The  member  of  Congress  from  whose  speech  I  quote, 


Arthur  C  Jacobson. 
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has  gone  at  some  length  into  the  question  of  adulteration  and  of 
poisoning  and  with  great  ingenuity  has  pointed  out  the  fact  that 
a  large  number  of  our  ordinary  edibles  contain  poison  in  their 
natural  state  and,  by  inference,  in  eating  potatoes,  spinach  or 
rhubarb,  the  human  race  is  daily  taking  its  life  into  its  hands. 
He  points  out  that  the  human  body  contains  poisons  of  extreme 
virulence  and  that  digestion  itself  depends  upon  hydrochloric  acid, 
an  active  poison.  He  piously  disclaims  any  personal  knowledge 
of  the  Creator's  reason  for  implanting  these  daily  substances 
where  our  unsuspecting  race  may  find  them.  He  triumphantly 
brings  forward  that  crowning  gem  of  our  Thanksgiving  feast,  the 
cranberry,  and  holding  it  aloft  he  proudly  says :  "Behold  the  gem 
of  the  vegetable  world  that  never  fades,  never  loses  its  rotundity, 
and  keeps  forever."  Why?  Because  a  beneficient  Providence  has 
thoughtfully  preserved  it  with  benzoic  acid.  Who  was  ever 
poisoned  by  a  cranberry,  who  would  refuse  to  buy  cranberries 
because  they  are  not  labeled,  "preserved  with  benzoate  of  soda?" 
This  he  does  not  say,  but  somehow  one  reads  into  his  speech  the 
corollary  that  benzoate  of  soda  is  a  beneficient  gift  from  heaven 
and  that  we  should  accept  our  gifts  and  plant  them  in  the  soup 
or  catsup  or  whatever  else  is  to  be  preserved.  In  point  of  fact 
the  speaker  mentions  that  the  Egyptians  did  preserve  their  mum- 
mies in  some  such  way.  Does  he  believe  that  food  should  be 
mummified? 

His  speech  is  an  ingenious,  specious,  and  able  argument  for 
the  use  of  benzoate  of  soda  and,  if  I  read  him  right,  of  alum  as 
well,  for  manufactured  goods.  It  is  not  necessary  in  interpreting 
a  speech  of  this  kind  to  ask  why  it  should  be  franked  through  the 
mails  any  more  than  it  is  necessary  to  inquire  why  a  bureau  of 
publicity  in  New  York  bombards  the  medical  profession  with 
printed  arguments  seeking  to  prove  that  vinegar  and  alcohol  are 
more  poisonous  than  benzoate  of  soda.  These  things  are  well 
known  facts.  Physicians  do  not  generally  hesitate  to  give  at  a 
single  dose  more  benzoate  of  soda  than  is  contained  in  a  case  of 
catsup  and  they  expect  the  patient  to  benefit  by  the  dose.  Ben- 
zoate of  soda  used  as  a  preservative  possibly  never  did  cause  harm- 
ful effects,  but  why  make  the  fight  on  the  question  of  the  harm- 
fulness  of  benzoate  of  soda?  The  real  question  is,  can  food  prod- 
ucts be  manufactured  profitably  without  artificial  preservatives  or 
adulterants?  The  fact  that  more  than  one  wholesale  producer  of 
table  delicacies  announces  on  his  labels  that  no  preservative  or 
artificial  coloring  matter  is  contained  therein  and  the  further  fact 
that  a  generous  number  of  manufacturers  are  actively  opposed  to 
the  use  of  artificial  preservatives  is  the  best  answer  to  this  ques- 
tion. No,  preservatives  are  not  needed ;  they  are  used  to  prevent 
the  advance  of  putrefaction  which  has  already  set  in,  or  for  some 
similar  purpose,  by  men  who  are  so  unscrupulous  that  they  will 
use  inferior  materials  in  the  manufacture  of  food  products  for  the 
sake  of  an  unwarrantable  profit.  The  question  is  not  the  harm- 
fulness  of  benzoate  of  soda;  it  is  whether  we  shall  by  legislation 
permit  the  very  thing  that  we  have  striven  to  overcome?  Shall 
we  nullify  the  pure  food  law  and  allow  unscrupulous  manufacturers 
to  continue  marketing  unworthy  products?  The  answer  is  most 
decidedly  no. 

Henry  G.  Webster. 
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THE  SANITARY  OYSTER. 


WO  years  ago  the  Journal  published  the  report  of  Dr.  Her- 


bert D.  Pease,  of  the  State  Department  of  Health,  on  the 


sanitary  investigation  of  oyster  production  and  distribution, 
and  the  significance  of  the  results  obtained.  This  investigation 
was  conducted  almost  exclusively  among  the  oyster  beds  of  Long 
Island.    He  made  the  following  statement: 

"If  we  were  to  rule  out  of  the  market  all  oysters  containing 
any  of  the  bacillus  coli  communis  in  one  c.c.  of  their  juice,  there 
would  be  practically  no  oyster  industry  worthy  of  the  name  left 
in  this  state." 

Later  Dr.  Pease  stated : 

"It  would  be  idle  to  claim  that  all  such  oysters  are  a  serious 
menace  to  health.  There  is  hardly  a  water  supply  in  this  state 
and  but  few  milk  supplies,  which  could  successfully  pass  such  a 


The  writer  has  already  pointed  out  in  previous  editorials  that 
the  real  responsibility  for  any  serious  danger  to  the  oyster  in- 
dustry devolves  upon  the  local  authorities  and  their  constituents. 
If  proper  sewage  systems  are  installed  in  all  villages  and  cities 
in  the  neighborhood  of  oyster  beds  there  need  be  no  fear  of  con- 
tamination. In  addition,  certain  regulations  in  regard  to  the  dis- 
posal of  all  excrementa  in  the  neighborhood  of  the  oyster  beds 
must  be  observed.    The  necessity  for  this  is  self  evident. 

After  the  oyster  has  been  taken  from  its  bed,  its  deposit  in 
the  "drinking  bed"  must  also  be  carefully  regulated,  for  it  is  a 
well  recognized  fact  that  oysters  may  be  perfectly  healthy  when 
removed  from  their  beds,  and  later  become  contaminated  during 
the  process  of  being  "plumped"  in  sewage-polluted  waters,  and 
convey  typhoid  and  other  germs  to  the  consumer. 

Recently  the  possible  danger  of  typhoid  infection  from  oys- 
ters has  become  prominent  following  an  investigation  which  the 
Bureau  of  Chemistry  has  been  making  of  the  oyster  waters  along 
the  Atlantic  coast. 

Although  the  daily  papers  had  no  real  basis  for  their  state- 
ments, they  gave  it  out  as  authoritative  that  the  New  York 
State  Conservation  Commissioner  might  take  steps  to  close 
Jamaica  Bay  to  the  oyster  men.  In  a  conversation  with  Dr.  Wiley 
of  the  Washington  Bureau,  it  was  learned  that  the  findings  in 
connection  with  the  Jamaica  Bay  oysters  were  not  conclusive  and 
did  not  warrant  the  State  Conservation  Commissioner  closing  the 
bay  to  oyster  .men,  although  there  were  grave  suspicions  that 
some  of  the  oysters  had  become  infected  with  typhoid  bacilli. 
The  fact  is,  that  it  is  not  within  the  power  of  the  Department  of 
Agriculture  to  close  Jamaica  Bay,  but  it  may  restrain  the  Long 
Island  oyster  men  from  making  interstate  shipments. 

The  whole  subject  resolves  itself  into  a  question  of  sewage 
disposal,  and  until  the  cities  and  towns  bordering  upon  the  har- 
bors containing  oyster  beds  provide  some  safe  method  of  sewage 
disposal,  the  oyster  beds  will  always  be  under  suspicion.  As  the 
population  increases  the  danger  of  spreading  typhoid  fever 
through  this  agency  will  increase.  It  is  another  argument  in 
favor  of  disinfection  of  the  sewage  from  large  cities  so  that  all 
of  the  dangerous  bacilli  which  may  be  contained  in  the  sewage 
will  be  permanently  destroyed. 
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SUFFOLK  COUNTY  AND  THE  TUBERCULOSIS 
PROBLEM. 

THE  subject  of  tuberculosis  was  discussed  before  the  Suffolk 
County  Medical  Society  recently  by  Dr.  W.  H.  Howe.  Deputy 
State  Commissioner  of  Health,  who  presented  a  paper  pointing 
out  the  duty  of  the  County  in  relation  to  these  cases.  The  discussion 
which  followed  showed  that  the  members  of  the  County  Medical  Society 
believed  that  the  County  itself  was  behind  in  this  regard  and  that 
everyone  should  make  an  effort  to  lend  a  hand  in  stopping  the  spread 
of  this  disease. 

Suffolk  County  has  always  led  in  dealing  with  serious  conditions 
affecting  its  people.  An  illustration  of  this  is  the  County  Farm  and 
the  excellent  work  for  the  poor  and  the  County  Jail  for  the  depraved 
and  criminal.  Both  of  these  institutions  are  models  today  as  the 
best  of  their  kind  in  Xew  York  State.  This  encourages  those  who 
are  interested  in  the  control  of  tuberculosis  to  go  ahead  and  formulate 
plans  for  its  eradication. 

Statistics  show  that  for  the  past  ten  years  we  have  averaged  100 
deaths  per  year  from  this  disease.  With  a  population  of  about 
100,000  this  is,  of  course,  a  good  showing;  but  at  the  same  time  it 
is  imperative  that  something  should  be  done  to  prevent  an  increase, 
since  each  case,  fatal  or  otherwise,  for  a  long  time  present,  cuts  down 
the  producing  power  in  work,  thus  making  us  poorer  instead  of 
richer  and  producing  unnecessary  suffering.  Certainly,  by  proper 
means,  we  could  reduce  this  menace  to  a  minimum  and  eventually 
eliminate  it. 

Suffolk  County  should  take  action,  it  need  not  be  in  an  extrava- 
gant manner,  and  spread  the  "gospel"  of  stamping  out  this  disease 
in  each  community.  Appeal  to  each  member  of  the  Board  of  Super- 
visors and  show  them  the  necessity  of  action.  I  would  not  advise 
a  lavish  expenditure  but  a  sum  sufficient  to  equip  and  run  a  camp 
for  the  care  and  cure  of  tubercular  patients.  Let  each  citizen  be 
appealed  to  in  earnest  and  through  them  the  lawmakers  of  the  County, 
who  are  men  of  wide  experience  and  sound  reason,  and  I  am  sure 
that  we  will  soon  be  on  the  road  of  actually  dealing  with  the  "white 
scourge"  to  eliminate  its  dreadful  havoc  so  far  as  our  own  people 
are  concerned  and  thus  become  a  strong  and  substantial  aid  to  the 
host  of  earnest  workers  throughout  the  state  and  nation. 

E.  S.  Moore. 


A  PUBLIC  HEALTH  DEPARTMENT. 

SINCE  the  time  of  Plato,  men  have  known  that  the  chief  wealth  of  a 
state  is  the  lives  and  characters  of  its  citizens.  Today  seemingly 
everyone  knows  this  except  our  legislators.  We  are  continually  in- 
formed by  our  charitable  societies  and  our  boards  of  health  of  the  pe- 
cuniary loss  to  the  State  of  each  child  dying  of  preventable  disease,  or 
of  each  tubercular  adult  whose  life  and  working  power  is  prematurely 
ended.  But  our  congresses  and  legislatures  continue  to  appropriate 
millions  of  the  people's  money  for  the  benefit  of  special  classes,  such 
as  the  agriculturist,  but  only  thousands  for  health  work  which  directly 
benefits  every  individual  in  the  nation. 
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Each  state  has  its  own  department  of  health  upon  which  are  ex- 
pended insignificant  sums,  but  in  the  national  government  there  is  no 
such  department.  Instead,  such  health  work  as  is  done  is  divided 
amongst  the  various  executive  departments,  principally  the  Treasury- 
Department,  with  its  Public  Health  and  Marine  Hospital  Service,  and 
the  Department  of  Agriculture,  with  its  Bureau  of  Chemistry,  of 
Animal  Industry  and  of  Entomology.  The  Department  of  Commerce 
and  Labor  maintains  the  Census  Office  and  investigates  factory  condi- 
tions; and  the  other  departments  also  have  health  work  thrust  upon 
them.  In  every  case  the  health  work  is  purely  incidental,  and  wholly 
apart  from  the  purpose  for  which  the  respective  departments  were  orig- 
inally established.  The  Public  Health  and  Marine  Hospital  Service 
has  grown  into  a  most  efficient  bureau,  and  there  has  been  no  con- 
flict between  its  aims  and  purposes,  and  those  of  the  Treasury  Depart- 
ment, of  which  it  is  practically  independent  in  its  working.  With  the 
Department  of  Agriculture,  however,  the  case  is  quite  different.  Its 
aim  and  purpose  from  the  beginning  has  been  the  promotion  of  the 
agricultural  interests  of  the  country.  After  nearly  half  a  century  of 
efficient  work  along  this  line,  the  department  through  its  Bureau  of 
Chemistry,  was  called  upon  to  enforce  the  pure  food  law.  The  man 
at  the  head  of  this  bureau  was  able  and  conscientious,  and  his  work 
at  once  began  to  conflict  with  the  pecuniary  advantage  of  the  food  pro- 
ducers of  the  country,  the  proteges  whom  the  Department  had  become 
accustomed  to  protecting  and  helping.  To  the  Department  of  Agricul- 
ture, the  health  of  hogs  and  cattle  and  the  dollars  of  the  food  manufac- 
turers seemed  more  important  than  human  health.  The  resulting  con- 
flict could  and  should  have  been  avoided,  by  creating  an  independent 
Department  of  Public  Health,  and  entrusting  to  it  the  enforcement  of 
the  pure  food  and  other  health  laws. 

Such  a  Department  of  Public  Health  will  surely  be  established  in 
the  near  future.  Obviously  its  head  should  be  a  member  of  the  execu- 
tive cabinet,  and  should  preferably  be  a  physician  or  a  biologist  with  a 
broad  scientific  training.  To  this  department  should  be  transferred  all 
the  existing  bureaus  and  divisions  of  the  government  which  have  to  do 
with  the  public  health.  Provision  should  also  be  made  for  new  bureaus 
to  undertake  work  not  at  present  attempted  by  the  government.  A 
Bureau  of  Eugenics  should  "study  the  agencies  under  social  control 
that  may  improve  or  impair  the  racial  qualities  of  future  generations," 
and  as  soon  as  practicable  apply  the  results  of  such  investigation  to 
the  improvement  of  the  national  germ-plasm.  This  bureau  should  be 
given  complete  control  of  immigration,  in  order  that  it  may  select  the 
new  blood  which  will  share  the  making  of  the  future  human  harvesf. 
As  Saleeby  says,  "There  is  no  wealth  but  life;  and  if  the  inherent  qual- 
ity of  life  fails,  neither  battleships,  nor  libraries,  nor  free  trade,  nor 
tariff  reform,  nor  anything  else  will  save  a  nation."  It  will  be  the  office 
of  the  Bureau  of  Eugenics  to  save  the  nation  by  preventing  the  race 
degeneration  caused  by  the  suspension  of  natural  selection  resulting 
from  modern  hygiene  and  sanitation  and  organized  charity,  which  pro- 
long the  lives  of  weaklings  and  degenerates  so  that  they  may  procreate 
and  transmit  their  unfitness,  with  a  consequent  lowering  of  the  mental 
and  physical  vigor  of  the  race. 

Guy  H.  Turrell. 
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THE  DEATH  OF  DR.  MAURICE  H.  RICHARDSON. 

IT  was  with  deep  regret  that  we  learned  of  the  sudden  death  of 
Dr.  Maurice  H.  Richardson,  of  Boston,  on  July  31st.  His  influence 
in  the  advancement  of  medical  affairs  in  Massachusetts  has  been 
felt  throughout  the  entire  country.  His  patients,  his  college,  and  his 
pupils  all  mourn  his  loss.  He  was  a  man  of  unusually  large  acquaint- 
ance and  everyone  who  knew  him  was  impressed  by  his  sunny  nature, 
his  great  optimism  and  his  joy  of  accomplishment.  In  many  ways 
he  resembled  the  late  Dr.  George  R.  Fowler  of  Brooklyn,  and,  like 
him,  died  suddenly  in  harness.  His  influence  upon  surgical  thought  in 
this  countriy  will  long  be  felt. 


ABOUT  OURSELVES. 

THE  medical  profession  is  losing  caste,  we  are  frequently  told 
nowadays  by  people  in  and  out  of  our  ranks.   The  loss  is  usually 
laid  to  ourselves.   We  are  accused  of  commercialism,  lack  of  unity 
and  real  fraternity,  and  lack  of  influence  of  the  sort  that  persuades 
legislatures  to  do  things  that  would  benefit  us  and  the  community 
as  well. 

Medicine,  it  is  true,  has  not  escaped  wholly  certain  pernicious 
influences  characteristic  of  a  competitive  social  order.  Individualism 
has  run  rampant  in  the  general  affairs  of  society,  and  undoubtedly  the 
profession  has  its  individualists  who  care  but  little  for  the  interests  ot 
others  than  themselves.  This,  it  seems  to  us,  is  the  most  fundamental 
of  professional  evils.  Commercialism  and  other  evils  are  incidental 
and  not  essential.  They  are  secondary  results  of  individualism — that 
is,  made,  Nietzschean  individualism. 

Some  will  argue  that  this  very  individualism  is  the  fount  and 
origin  of  all  our  progress,  and  that  the  degree  to  which  we  carry  it 
necessarily  marks  the  degree  of  our  progress. 

We  fail  to  see  why  individualism  displayed  in  the  pursuit  of 
scientific  aims  need  involve  a  sordid  spirit  in  respect  to  the  economic 
and  general  interests  of  the  profession.  Indeed  we  think  that  the 
greatest  of  our  discoverers  have  been  men  who  were  keenly  alive  to 
humanitarian  and  professional  ideals.  The  individualists  who  are 
exponents  of  the  selfish,  ruthless  and  commercial  modes  of  professional 
living  and  acting  as  a  rule  care  no  more  for  the  scientific  phases  of 
our  work  than  they  do  for  the  humanitarian,  ethical  and  civic  phases. 
We  must  distinguish  between  worthy  and  unworthy  individualism. 
There  is  more  of  the  former  in  operation  than  ever  before.  But  it 
is  likewise  true  that  there  is  much  of  the  latter  as  well  and  that  its 
blatency  tends  to  obscure  the  worthy  variety,  particularly  in  the  minds 
of  the  laity.  It  is  in  the  nature  of  things  modern  and  American  that 
this  should  be  so. 

It  is  difficult  to  see  what  the  outcome  of  present  conditions  is 
to  be  and  to  outline  it  in  terms  of  precision.  But  there  is  no  good 
reason  why  we  should  lose  faith  in  the  essential  soundness  of  the 
profession.  Along  with  the  things  which  occasion  shame  go  achieve- 
ments that  are  mighty  and  splendid,  and  that  eclipse  the  best  of  old- 
time  triumphs.  Moreover,  there  has  never  been  a  time  when  fine 
professional  characters  were  more  in  evidence. 
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Medicine  is  still  the  grandest  profession  of  all.  That  it  should 
carry  in  its  train  the  camp  followers,  pilot  fish  and  parasites  that 
hamper  and  occasionally  disgrace  us  is  not  strange  when  one  con- 
siders its  social  environment  and  the  economic  trend  of  the  times. 
The  "ideals"  of  the  crowd  are  necessarily  reflected  by  a  certain 
element  in  the  profession.  But  they  are  not  the  ideals  that  inspire 
the  men  who  really  represent  us. 

We  must  also  properly  evaluate  and  discount  the  attacks  from 
outside  on  the  part  of  the  many  traducers  who  have  vicious  ends  to 
serve.  Now  as  never  before  do  we  stand  between  these  ghouls  and 
their  victims;  hence  we  are  more  viciously  assailed. 

The  profession  is  dedicated  to  the  great  tasks  remaining  before 
it  and  it  will  not  prove  recreant.  The  highest  ends  of  humanity  and 
of  science  will  be  faithfully  served  by  it,  as  they  were  in  the  be- 
ginning, are  now,  and  ever  shall  be. 

Arthur  C.  Jacobson. 


CORRESPONDENCE 

To  the  Editor  of  the  Long  Island  Medical  Journal. 

Dear  Sir: — A  very  valuable  article  appeared  in  your  July  issue  written  by 
Dr.  William  Francis  Campbell  on  the  subject  of  "Medical  Economics." 

Dr.  Campbell  asks  the  following  question,  "Can  the  medical  profession 
be  united  into  a  society  for  the  study  of  the  medico-economic  problem?"  I 
take  the  liberty  to  answer  that  question  in  the  affirmative.  Theoretically  so  be- 
cause it  is  a  necessity  and  practically  so  because  of  my  own  experience. 

Only  a  few  weeks  ago  the  Physicians'  League  was  organized  not  only  for 
the  study  but  also  for  the  improvement  of  the  existing  condition  in  the  medical 
profession.  Its  growth  has  been  rapid.  We  are  gaining  members  every  day  and 
we  have  already  enrolled  some  of  the  most  prominent  men  of  the  medical  pro- 
fession. 

The  plan  of  Dr.  E.  Elliot  Harris  is  a  very  good  one  and  we  are  not 
surprised  to  see  how  it  agrees  with  our  own,  except  in  some  minor  details. 
Even  today  there  are  laws  sufficient  to  protect  the  interest  of  the  physician 
and  more  can  be  enacted  if  necessary.  What  we  need  is  a  State  Medical 
Organization,  "a  representative  body"  whose  sole  duty  shall  be  to  occupy  itself 
with  medical  economics. 

The  Physicians'  League  is  the  "new  born  baby"  which  has  for  its  object 
the  aforesaid  purpose  and  we  hope  to  see  everyone  of  your  readers  become 
members  of  the  Physicians'  League. 

With  several  more  societies  organized  for  the  same  purpose  in  various 
cities  of  the  state  (as  we  expect  to  see  them  soon)  you  can  then  easily  have 
your  state  medical  organization,  not  only  for  the  study  but  also  for  effective 
work. 

Very  respectfully  yours, 

J.  B.  Newburger,  M.D.,  President, 
Physicians'  League,  940  Bedford  Avenue,  Brooklyn,  N.  Y. 


TRANSACTIONS  OF  THE  MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  May  21,  1912. 

The  President,  Elias  H.  Bartley,  M.D.,  in  the  Chair. 

The  Treatment  of  Cerebral  Hemorrhage  at  the  Time  of  Occurrence. 

A  paper  with  the  above  title  was  read  by  Frederick  Tilney,  M.D.,  for 
which  see  page  291. 

Discussion. 

Dr.  William  Browning  in  opening  the  discussion  said:  I  can  simply 
speak  of  a  few  points,  chiefly  to  emphasize  what  the  doctor  has  said.  The 
speaker  did  not  speak  of  increasing  the  coagulability  of  the  blood.  While  we 
cannot  foresee  when  a  person  is  to  get  an  attack  of  apoplexy,  we  know  many 
who  are  liable  to  develop  it.  The  use  of  some  gelatine  in  food  has  been  recom- 
mended as  favoring  coagulation,  and  may  be  useful  in  threatened  attacks. 

With  regard  to  the  types  of  cases  mentioned  by  the  doctor,  another  might 
be  included ;  those  cases  where  on  post-mortem  no  very  definite  lesion  is  to  be 
found.  Such  apoplectiform  seizures,  even  paralysis  or  hemiplegia,  are  seen  in 
paresis,  tabes,  and  especially  disseminated  sclerosis.  Many  times  it  is  difficult  to 
distinguish  these  pseudo-apoplexies  from  the  true.  If  we  are  familiar  with  the 
systemic  condition  of  the  patient,  it  is  sometimes  possible  to  suspect  this  form. 

Now,  with  regard  to  the  first  onset.  In  many  cases  the  bursting  of  the 
vessel  in  the  brain  immediately  produces  a  general  shock  effect.  The  person  is 
prostrated,  drops  down  or  slips  off  the  chair.  If  then  they  can  be  kept  per- 
fectly quiet,  the  hemorrhage  seems  to  stop.  Presently  they  think  the  thing  has 
passed  over,  become  active  too  soon,  and  start  up  the  hemorrhage  afresh.  Such 
secondary  attacks  are  apt  to  be  severe.  From  my  experience  they  can  every  now 
and  then  be  forestalled  by  insistence  on  absolute  quiet  for  some  time. 

In  the  use  of  drugs  mentioned  by  the  speaker,  when  given  by  the  mouth, 
I  have  long  favored  the  one  called  gelsemine.  It  is  classed  as  a  glucoside. 
One  objection  of  course  is  that  it  has  to  be  administered  in  the  solid  form  and 
takes  time  to  be  absorbed. 

A  word  as  to  the  danger  of  developing  pneumonia  from  inhalation  of 
mucus  material  from  the  throat.  This  is  liable  to  occur  in  comatose  conditions 
of  any  kind.  By  placing  the  patient  on  the  side,  especially  the  paralyzed  one, 
and  by  lifting  the  jaw  we  can  relieve  the  labored  breathing  and  possibly  to  some 
extent  prevent  this.    The  mouth  should  be  kept  clean  with  the  same  object. 

With  regard  to  the  time  that  should  be  allowed  before  patients  are  urged 
to  get  up  or  sit  in  a  chair,  I  am  inclined  to  favor  a  shorter  period  than  the 
doctor  advocates.  Years  ago,  when  I  first  went  on  duty  at  the  County  Hospital, 
there  was  a  whole  series  of  these  bed-ridden  derelicts.  We  gradually  found  by 
trial  that  these  cases  could  be  gotten  up  within  about  a  week.  If  the  patient's 
strength  permits  it,  I  get  them  up  as  soon  after  a  week  as  possible.  They  tend 
far  less  to  dementia,  and  make  better  progress  in  all  directions. 

Dr.  Arthur  C.  Brush  in  continuing  the  discussion  said :  Years  ago  there 
was  only  one  treatment  prescribed — "Hands  off !  "  That  was  undoubtedly  true  to 
a  great  extent  for  the  immediate  treatment  of  cerebral  hemorrhage,  but  much 
more,  as  Dr.  Tilney  has  shown,  can  be  done.  The  first  thing,  as  Dr.  Tilney  has 
said,  is  to  be  sure  of  what  you  are  treating.  The  distinction  in  the  average 
man's  mind  between  a  cerebral  hemorrhage  and  a  thrombosis  is  not  very  clear, 
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yet  it  is  of  immense  practical  importance,  an  importance  which  may  be  brought 
home  to  every  one  of  us  at  any  moment,  for  the  treatment  of  one  condition  is 
quite  the  reverse  of  the  other.  Both  conditions  come  on  with  a  fair  degree  of 
rapidity,  but  in  thrombosis  the  character  of  the  unconsciousness  is  never  as 
deep  as  in  hemorrhage,  nor  as  rapid  in  onset.  Thrombosis  occurs  in  older 
people,  in  people  who  are  weak,  and  often  during  the  night.  A  cerebral  hemor- 
rhage is  rare  during  sleep.  It  occurs  after  some  violent  action,  after  indiges- 
tion or  something  of  that  kind.  In  thrombosis  the  pulse  is  rapid  and  small ; 
in  hemorrhage  it  is  slow  and  bounding. 

It  is  not  always  easy  to  have  a  blood-testing  apparatus  at  hand,  nor  can 
you  send  for  one  always,  so  we  must  do  with  the  means  we  have  at  hand. 

In  cerebral  hemorrhage  the  pupils  are  usually  unequal  and  dilated  and  in 
thrombosis  they  are  normal. 

The  paralysis  in  a  cerebral  hemorrhage,  when  it  occurs,  is  immediate, 
while  in  thrombus  it  comes  on  more  slowly.  The  patient  may  be  walking  along 
the  street,  getting  weaker  and  weaker,  and  falls  down  and  becomes  slowly 
unconscious. 

Thus  in  dealing  with  these  cases  we  have  to  consider  the  more  rare  cases 
of  cerebral  tumor  which  declare  themselves  suddenly.  In  some  cases  we  can 
attribute  this  to  some  extent  to  interference  with  the  circulation  causing  an 
increase  in  the  blood  pressure,  and  on  examination  we  can  often  find,  as 
Dr.  Tilney  has  said,  optic  neuritis,  but  we  haven't  always  an  ophthalmoscope  or 
a  blood  pressure  apparatus  with  us  and  we  make  a  diagnosis  on  probability. 
Of  course,  we  may  have  no  history  at  all ;  that  is  very  frequently  the  case,  or 
the  surrounding  friends  and  relatives  are  too  excited  to  give  any  history. 

In  the  matter  of  treatment:  I  believe  in  keeping  the  patient  absolutely  at 
rest,  but  you  want  to  put  him  in  the  correct  position.  As  Dr.  Tilney  has 
said,  you  want  to  decrease  the  blood  pressure.  Have  the  head  slightly  raised — 
head  and  shoulders  and  chest  especially. 

Compression  of  the  carotid  arteries  during  the  continuance  of  the  hemor- 
rhage is  recommended  by  men  like  Church  and  I  can  see  that  it  would  be 
comparatively  of  great  value,  but  it  must  be  done  in  the  few  minutes  in  which 
the  blood  has  escaped ;  after  that,  of  course,  it  would  be  of  no  value. 

Then,  in  reducing  the  blood  pressure:  although  bleeding  has  gone  out  of 
fashion,  I  think  really,  Dr.  Tilney,  that  that  should  be  used.  It  is  harder  to 
obtain  the  cerebrospinal  fluid  without  turning  the  patient  over,  a  thing  which 
is  undesirable  to  do,  for,  above  all,  we  should  insist  on  keeping  the  patient 
absolutely  quiet  for  a  while  until  the  hemorrhage  has  ceased.  Vomiting  should 
be  restrained.  By  the  time  you  have  got  your  stomach-washing  apparatus  in 
play  the  damage  is  done,  but  the  whole  thing  has  to  be  done  so  rapidly  that  we 
have  to  deal  with  the  methods  at  our  hand.  Hot  water  and  ice  are  generally 
more  easily  obtained  than  the  stomach  tube  and  should  be  used.  Whether  cold 
really  does  any  particular  good  is  a  question  which  has  been  raised  by  several 
writers,  but  if  there  is  any  chance  of  doing  good  it  should  be  used  and  cer- 
tainly it  will  do  no  harm. 

Croton  oil  is  advised  to  move  the  bowels,  but  it  is  a  dangerous  thing  on 
account  of  its  tendency  to  cause  one  thing  which  we  dread  above  all,  and  that 
is  violent  muscular  reaction. 

Dr.  Browning  speaking  of  the  hemiplegic  state  brought  up  a  point  of  real 
value — that  of  people  having  a  great  deal  more  power  than  they  really  believe, 
but  they  will  not  use  it,  and  the  result  is  that  the  muscles  become  stiffened  and 
shortened  from  disuse,  and,  as  I  said,  although  they  have  the  power,  they  will 
not  make  any  effort  to  use  it  unless  some  violent  stimulus  is  brought  into  play, 
but  they  will  respond  to  and  make  use  of  their  power  by  "fake"  hypnotism,  and 
it  is  thus  by  suggestion  and  "fake"  hypnotism  that  these  so-called  healers  and 
"fakers"  are  able  to  get  these  people  to  use  the  power  which  they  have,  even  to 
their  own  surprise. 

Dr.  Brush,  in  closing,  said  that  "again,  the  mental  condition  of  the  patient 
will  always  improve  by  the  hope  of  getting  him  out  of  bed." 

Dr.  Frederick  Tilney  said  in  conclusion  :  I  have  just  a  word  to  add  and 
that  is  to  reiterate  what  Dr.  Brush  has  said  of  the  absolute  necessity  of  differ- 
ential diagnosis  before  instituting  treatment.  Of  course,  it  is  not  always  pos- 
sible or  likely  for  one  to  be  equipped  to  make  a  differential  diagnosis  at  the 
time,  but  as  soon  as  possible  after  that,  before  attempting  to  treat  the  condition 
which  presents,  the  differential  diagnosis  should  be  made,  and  that  within  the 
first  few  hours  after  the  onset. 

In  the  continued  vomiting  of  which  Dr.  Brush  spoke  lavage  is  of  benefit 
but  hypodermic  injections  of  morphine  may  be  required  to  relieve  it. 
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Stated  Meeting,  June  18,  1912. 

The  President,  Elias  H.  Bartley,  M.D.,  in  the  Chair. 

Paroxysmal  Hemoglobinuria,  with  the  History  of  a  Case  Occurring  in  a 
Child  of  Three  and  a  Half  Years. 

Dr.  Louis  C.  Acer  reported  a  case  which  occurred  in  a  female  Syrian 
child,  born  in  Syria.  The  patient  was  under  two  years  of  age  at  the  time  of 
the  first  attack  and  is  now  three  and  a  half.  Apparently  this  is  the  youngest 
case  on  record.  In  this  disease  there  are  intermittent  attacks  evidently  due  to 
chilling,  characterized  by  chills,  pain  in  the  back  and  some  fever;  after  which 
the  urine  is  colored  dark  red  by  the  elimination  of  large  amounts  of  hemo- 
globin. The  patients  usually  make  a  diagnosis  of  "bloody  urine,"  but  micro- 
scopical examination  shows  that  the  color  is  due  to  free  hemoglobin  and  not 
to  blood  cells.  Various  infections  and  drugs  have  been  cited  in  the  past  as  the 
cause  of  this  disease  or  symptom-complex,  but  since  the  advent  of  the  Wasser- 
mann  reaction  evidence  has  been  accumulating  to  show  that  this  is  one  of  the 
late  manifestations  of  syphilis.  In  this  instance  the  child  and  her  mother  gave 
positive  Wassermann  reactions,  and  the  father  was  negative.  The  mother  had 
been  previously  married  and  had  had  two  miscarriages.  During  the  last  two 
months  the  mother  has  given  birth  to  another  child  which  appeared  healthy 
at  birth  but  later  developed  snuffles  and  progressive  jaundice  and  died  of  hepa- 
titis.   No  spirochetal  were  found  in  the  liver  at  autopsy. 

This  patient's  blood  was  studied  at  the  Hoagland  Laboratory  and  gave  the 
various  reactions  described  by  other  writers  upon  this  subject.  One  quarter 
of  a  c.c.  of  the  blood  serum  is  mixed  with  the  same  amount  of  a  suspension  of 
the  washed  blood-cells  of  the  patient.  If  this  mixture  is  incubated  no  reaction 
takes  place,  but  if  it  is  first  chilled  with  ice  and  salt  and  then  incubated,  the 
cells  are  dissolved  and  the  hemoglobin  is  freed.  The  same  thing  occurs  if  the 
cells  of  another  individual  are  used.  These  two  processes  are  called  auto- 
hemolysjs  and  iso-hemolysis. 

The  paper  tabulated  thirty-six  cases  reported  since  the  discovery  of  the 
Wassermann  reaction. 

Discussion. 

Dr.  O.  T.  Avery  said:  There  is  little  to  add  except  to  acknowledge  my 
pleasure  at  having  had  an  opportunity  to  carry  out  the  serological  tests  in 
Dr.  Ager's  case.  The  etiology  of  hemoglobinuria  is  interesting.  The  presence 
of  an  infectious  agent  in  the  blood  has  never  been  proven.  There  is  little  evi- 
dence to  support  the  theory  of  auto-immunization  due  to  reabsorption  of  the 
changed  blood  elements.  It  now  appears  most  reasonable  to  believe  that  the 
condition  is  of  syphilitic  origin.  Donath  and  Landsteiner  were  never  able  to 
demonstrate  the  presence  of  auto-hemolysin  in  the  blood  of  non-syphilitic  cases. 
In  sixty-five  cases  of  para-syphilitic  conditions,  notably  progressive  paralysis,  six 
cases  showed  the  hemolytic  blood  reaction.  _  Recently  two  Japanese  investigators, 
Kamagai  and  Jnoue,  have  studied  the  relation  between  syphilis  and  hemoglobin- 
uria. In  thirty  non-syphilitic  patients  none  showed  hemolysin  in  the  blood 
nor  was  it  demonstrable  in  thirteen  cases  of  secondary  syphilis.  They  were 
able,  however,  to  obtain  positive  results  in  seven  out  of  thirty-five  cases  of  ter- 
tiary and  meta-syphilitic  conditions.  Cases  of  true  hemoglobinuria  almost  with- 
out exception  have  a  positive  Wassermann  reaction.  In  Dr.  Ager's  case  the 
mother  of  the  child  showed  a  positive  reaction  and  Dr.  Moss  of  Johns  Hopkins 
reports  a  case  in  a  child  in  which  the  reaction  was  positive  both  in  the  patient 
and  the  mother.  These  cases  are  suggestive  of  the  role  of  congenital  syphilis 
in  this  condition. 

It  is  also  interesting  that  there  may  occur  latent  or  light  forms  of  hemo- 
globinuria in  which  the  liberated  blood  pigment  is  taken  up  by  the  liver  and  the 
foreign  protein  excreted  in  the  urine.  These  cases  would  show  an  albuminuria 
rather  than  hemoglobinuria.  Senator,  in  1896,  called  attention  to  the  fact  that 
albuminuria  following  exposure  to  cold  need  not  necessarily  be  considered  an 
evidence  of  nephritis.  It  is  possible  to  precipitate  an  attack  of  hemoglobinuria 
by  subjecting  the  patient  to  a  cold  foot  bath.  This  clinical  observation  is  in 
accord  with  the  serological  phenomena  in  which  it  is  shown  that  the  auto- 
hemolysin  binds  with  the  red  corpuscles  only  in  the  cold.  Not  only  does  the 
presence  of  lytic  substances  in  the  blood  seem  essential  but,  in  addition,  some 
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vasomotor  disturbance.  The  temperature  which  accompanies  the  attack  may 
be  due  to  the  liberation  of  hemoglobin,  for  Vaughan  was  able  to  produce  tem- 
perature in  rabbits  by  intravenous  and  intraperitoneal  injection  of  a  solution  of 

laked  corpuscles. 

Dr.  Robert  A.  Cooke  said :  Paroxysmal  hemoglobinuria  is  particularly 
interesting,  both  from  the  clinical  and  the  purely  scientific  standpoint. 

First,  then,  from  the  scientific  or  laboratory  viewpoint:  it  was  my  privi- 
lege this  winter  to  follow  one  of  these  cases  and  to  carry  out  a  few  experiments 
upon  the  serum.  Dr.  Van  Cott  has  presented  to  you  the  basic  facts  upon  which 
the  theory  rests;  that  is,  the  required  presence  of  a  cell,  a  specific  anti-body 
and  complement.  Briefly,  our  conception  of  the  mode  of  action  of  these  three 
constituents,  in  causing  hemolysis  is  this;  there  is  a  union  of  all  three,  when 
they  are  exposed  together  to  the  influence  of  cold  and  on  elevaton  of  temper- 
ature the  solution,  i.e.,  hemolysis  of  the  red  corpuscle  takes  place.  This  has 
been  demonstrated  by  test-tube  experiments. 

Clinically  considered,  the  history  of  spontaneous  cure  was  an  interesting 
feature  in  the  case  that  I  studied,  a  negro  from  St.  Kitts  who  came  to  New 
York  about  nine  years  ago;  he  was  well  for  two  years,  when  attacks  began  and 
persisted  at  intervals  for  a  year  and  a  half  and  then  ceased  absolutely  for  two 
years,  for  no  apparent  reason.  The  disease  recurred,  however,  and  has  per- 
sisted up  to  the  present. 

The  etiology  of  paroxysmal  hemoglobinuria  is  still  a  matter  of  doubt. 
Experimentally  it  has  never  been  possible  to  produce  a  true  auto-lysin.  Theo- 
retically the  proper  conditions  exist  in  the  human,  in  concealed  hemorrhage. 
Hemoglobinurias  following  such  extravisations  are  recorded  in  the  literature, 
but  clinically  they  are  not  identical  as  they  are  merely  temporary,  and  cold  is 
not  a  factor  in  inducing  the  condition. 

In  malaria  also,  we  have  a  solution  of  red-blood  corpuscles  taking  place 
within  the  human  body  and  it  is  possible  to  conceive  that  under  such  circum- 
stances an  individual  might  create  a  distinct  anti-body  so  that  he  would  go  on 
and  dissolve  his  own  red  cells,  but  we  know  that  is  not  the  case. 

Now,  the  condition  of  hemoglobinuric  fever,  which  is  essentially  a  tropical 
disease,  is  also  to  be  differentiated  from  paroxsymal  hemoglobinuria.  In  the 
first  place,  the  malarial  parasite  has  been  found  in  the  blood  of  a  large  number 
of  the  cases  of  hemoglobinuric  fever,  not  in  all  of  them,  yet  in  these  cases  of 
paroxysmal  hemoglobinuria  the  malarial  parasite  is  not  found.  Then,  too,  these 
cases  of  hemoglobinuric  fever  improve  under  malarial  treatment.  The  quinin 
treatment  has  no  effect  at  all  upon  paroxysmal  hemoglobinuria,  and  when  the 
paroxysmal  hemoglobinurics  take  themselves  to  the  tropics  their  condition  im- 
proves and  remains  latent  until  they  return  to  the  north,  so  that  it  is  possible 
to  differentiate,  just  on  clinical  grounds,  the  malarial  hemoglobinurias  from 
the  paroxysmal  hemoglobinurias. 

When  we  come  to  discuss  the  possible  syphilitic  origin  of  these  cases,  we 
have  a  great  many  points  thai,  favor  our  regarding  it  in  the  light  of  a  specific 
manifestation.  In  the  first  place,  purely  on  the  clinical  grounds,  the  earlier 
writers  found  some  30  to  35  per  cent,  as  syphilitic  and  nearly  80  per  cent,  of  the 
cases  in  the  more  recent  literature  are  recorded  as  clinically  syphilitic. 

Dr.  Ager  has  spoken  of  the  presence  of  the  Wassermann  and  of  the  cases 
now  in  the  literature  there  are  some  90  per  cent,  reported  as  positive.  Of  course, 
we  have  to  take  the  Wassermann  reaction  under  these  circumstances  with  a 
certain  degree  of  scepticism.  We  know  it  is  not  definitely  an  anti-body  reaction. 
It  is  not  a  syphilitic  reaction  in  the  true  sense  of  the  word  and  there  are  many 
other  conditions  in  which  it  is  present,  so  that,  under  the  circumstances,  we 
merely  add  the  Wassermann  reaction  as  one  of  the  additional  factors  in  making 
us  think  that  the  disease  is  probably  syphilitic  in  origin.  The  true  test  of  this 
would  be  the  response  to  treatment. 

Curiously  enough,  even  with  the  syphilitic  idea  so  thoroughly  in  mind, 
very  few  of  the  cases  have  been  systematically  treated  for  specific  disease. 

There  are  three  cases  recorded  in  the  literature  back  in  the  8o's,  1885,  I 
think  it  is,  that  were  reported  cured  as  a  result  of  mercurial  inunctions. 

I  have  tried  with  this  case  of  mine  to  conscientiously  carry  out  a  syphilitic 
treatment.  I  began  with  injections  of  salvarsan,  five-tenths  the  first  time,  then 
six-tenths,  and,  again,  six-tenths  of  a  gram  at  intervals  of  a  month.  In  addi- 
tion to  that  he  had  pretty  vigorous  mercurial  and  iodid  treatment.  His  Wasser- 
mann reaction  has  up  to  the  present  time  not  been  influenced  as  the  result  of  this 
fairly  active  treatment.  He  still  has  a  strongly  positive  Wassermann,  so  that  it 
is  really  an  open  question  as  to  just  what  relation  the  Wassermann  bears  to  these 
cases  and  whether  we  can  cure  them  or  not ;  suffice  it  to  say  that  three  days  ago 
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(this  case  of  mine  is  still  under  observation)  as  a  result  of  chilling  in  a  rather 
cold  draft  he  had  a  typical  attack  of  hemoglobinuria  so  that  we  haven't  been 
able  to  cure  him,  although  we  have  tried  our  best  to  do  so.  It  is,  however, 
very  hard  to  get  away  from  the  fact  that  these  cases  are  specific. 

I  wish  to  call  attention  to  one  further  point  emphasizing  the  probably 
syphilitic  origin  of  this  condition.  We  used  Noguchi's  luetin  reaction  in  this 
case  of  mine  and  it  was  positive.  I  think  we  must  regard  this  case  of  mine  as 
congenitally  specific  if  at  all  so,  for  there  is  nothing  about  him  clinically  to  lead 
one  to  think  he  is  specific. 

These  are  very  interesting  cases  and  the  results  of  treatment  may  yet  place 
something  definite  before  us  about  their  etiology,  but  they  will  have  to  be  tested 
much  more  vigorously  than  they  have  been  heretofore. 

Hypnotism;  with  Experimental  Demonstrations  on  Several  Persons. 

Dr.  Siegfried  Block  gave  a  demonstration  of  the  effects  of  hypnotism  on 
several  patients  and  said :  By  hypnotism  we  have  a  means  of  treating  diseases 
which  until  now  has  been  mostly  in  the  hands  of  charlatans,  quacks,  religious 
fanatics,  and  other  irregular  practitioners.  Before  I  enter  into  any  further 
discussion  of  the  subject  I  would  like  to  have  you  understand  just  how  it  is  that 
I  became  interested  in  this  phase  of  therapeutics.  Many  mental  and  nervous 
patients  were  referred  to  me  for  treatment,  especially  the  mental  cases  for  whom 
it  was  impossible  for  me  to  any  more  than  advise  tonics,  change  of  environment, 
diet,  etc.  After  such  treatment,  carried  out  to  the  letter  of  my  advice,  with 
very  little  or  no  improvement,  I  am  sorry  to  say  that  some  frill  or  fancy  would 
be  tried  by  the  patient  much  to  his  or  her  benefit  and  often  cure.  Although 
Freud  is  looked  upon  as  too  radical  and  his  sex  ideas  seem  to  be  a  gross  exag- 
geration of  little  value  only  because  they  seem  entirely  unscientific,  nevertheless 
where  there  is  smoke  there  is  usually  fire  and  there  is  some  reason  to  believe 
that  he  should  be  more  thoroughly  investigated.  I  believe  with  the  ultra- 
conservatives  that  the  number  of  "functional"  diseases  is  getting  less  and  less, 
because  we  are  gradually  unfathoming  causes  which  before  were  unknown. 
In  some  future  day  the  number  of  "functional"  diseases  will  be  nearly  zero. 
Until  this  time  comes  it  is  unfair  to  let  these  poor  unfortunates  continue  to 
suffer  because  we  cannot  say  just  exactly  what  centres  or  fibres  or  cells  are 
not  in  cbrrect  working  order.  In  short,  for  the  present  at  least,  no  matter  how 
scientific  we  try  to  be  we  feel  that  there  is  such  a  thing  as  a  "functional"  dis- 
ease and  to  treat  it  we  must  use  functional  methods. 

For  these  reasons  two  gentlemen  and  I  have  attempted  to  start  a  series 
of  psychological  "cures."  These  two  very  experienced  psychologists  and  I  have 
evolved  plans  of  scientifically  correcting  improper  brain  function  when  it  appears 
that  everything  seems  to  be  physically  correct.  I  will  not  take  your  time  with 
the  details  of  our  many  methods  except  to  remind  you  that  hypnosis,  relaxation, 
association,  memory,  etc.,  are  a  few  of  them.  Some  of  you  may  remember  my 
paper  on  my  original  method  of  relaxation. 

I  have  asked  about  twenty  patients  to  be  present  but  only  four  of  these 
have  remained.  In  all  the  cases  something  for  the  psychical  improvement  of 
the  case  in  hand  is  attempted.  I  shall  briefly  relate  the  history  of  a  case  of  a 
man  whom  I  expected  here  this  evening  but  who  could  not  come  for  reasons 
I  shall  explain  to  you  in  a  few  moments.  One  day  he  started  out  to  work  in 
Philadelphia,  where  he  lived.  He  was  not  heard  from  for  four  months,  when 
a  letter  came  from  the  Cook  County  Hospital,  in  Chicago,  stating  that  he  was 
there  and  wanted  to  come  home.  All  this  time  his  mind  was  a  blank.  He  was 
referred  to  me  by  Dr.  Eastman.  The  problem  in  this  case  was  first  to  find  out 
why  the  man  went  away,  then  tell  him  of  it.  He  was  anxious  to  find  out  just 
how  he  got  to  Chicago,  and  how  it  was  that  he  had  $50.00  and  a  gold  watch  in 
his  possession  which  he  did  not  own  when  he  left  his  home.  He  was  an 
especially  easy  subject  to  hypnotise  and  in  this  condition  told  us  where  he 
worked  to  get  the  money  and  just  where  he  bought  the  watch.  He  had  a  large 
scar  on  his  abdomen  running  from  his  umbilicus  to  his  pubis  for  which  he  also 
could  not  account.  He  told  us  he  was  operated  on  by  a  Dr.  Cushing  at  the 
Pullman  Hospital ;  he  bought  the  watch  in  an  auction  room  for  six  dollars. 
Under  hypnosis  he  told  us  his  purpose  in  leaving  Philadelphia  was  to  "take  a 
chance"  and  try  to  better  his  condition.  Now  this  man,  in  addition  to  his 
memory  aphasia,  has  locomotor-ataxia  with  violent  gastric  crises  which  no 
medical  treatment  seemed  to  help.  His  attacks  would  some  on  almost  daily; 
by  suggestion  I  have  been  able  to  keep  the  attacks  off  for  periods  of  three  and 
four  weeks  at  a  time.    He  has  such  an  attack  to-night  and  hence  his  non- 
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appearance.  Like  many  other  cases  it  is  possible  to  make  his  Romberg  dis- 
appear.   His  gait  can  also  be  altered. 

This  little  boy,  whom  I  now  present,  has  a  very  interesting  history.  He 
was  sent  to  the  Clinic  by  the  Children's  Court.  His  mother  is  syphilitic  and 
his  father  alcoholic.  He  had  attacks  of  running  away  from  home  and  would 
be  brought  back  by  the  police  who  became  tired  of  the  frequent  occurrence  and 
took  him  to  Court.  I  saw  him  for  the  first  time  last  week,  suggested  to  him 
not  to  run  away  for  one  week  and  as  a  result  you  see  him  here  to-night.  I 
shall  suggest  to  him  in  your  presence  not  to  run  away  during  this  ensuing  week 
and  you  can  see  the  method  of  using  post-hypnotic  suggestions. 

The  next  case  is  that  of  a  young  man  from  one  of  the  best  New  York 
families.  He  had  dreams  and  tantrums  at  night  in  which  he  became  dangerous. 
An  attendant  had  to  be  constantly  at  his  bed-side.  These  attacks  have  entirely 
left  him  and  having  good  rest  at  night  makes  him  more  able  for  work  the  next 
day.  In  order  to  show  you  how  anesthetic  he  can  be  made  I  shall  suggest  to 
him  that  he  has  no  feeling  in  his  arm  and  you  note  these  three  large  needles 
I  place  through  his  wrist.  And  when  I  say  no  blood  you  see  there  is  no  bleed- 
ing. In  the  same  way  on  suggestion  you  will  note  that  the  conjunctiva  can  be 
made  anesthetic.  I  will  now  suggest  darkness  and  you  can  notice  the  large  pupil 
which  does  not  react  to  light.  While  I  go  on  with  another  subject  you  may 
note  the  wonderful  time  sense  a  subject  has.  I  will  tell  him  that  he  will  awaken 
in  three  minutes  and  you  may  take  out  your  watches  and  see  how  close  he 
comes  to  it.    (The  subjects  awoke  exactly  as  ordered.) 

When  a  person  is  awake  he  controls  his  actions  and  thoughts  by  associa- 
tion; while  in  a  hypnotic  trance  these  are  disassociated  and  the  subject  is  not 
master  of  the  situation.  The  subjects  lose  the  power  over  their  thought  and 
reason.  Of  course,  in  all  these  cases  any  indicated  medicines  are  given  in 
addition  to  the  suggestions. 

Choreas  in  the  various  forms  seem  to  be  especially  amenable  to  this  treat- 
ment (combined  with  Fowler's  sol.,  bromides,  and  cathartics).  For  instance, 
let  us  take  the  next  case,  a  stutterer.  I  say  "sleep"  and  he  is  deeply  under  the 
influence.  (Please  note  the  rapidity  with  which  these  subjects  go  under.  They 
have  all  been  under  my  care  for  some  time  and  it  is  an  easy  matter  for  me  to 
get  them  under  with  a  mere  sign  or  word.  It  took  a  good  deal  of  work  before 
this  could  be  done.)  To  come  back  to  this  man;  I  say  to  him,  "in  your  regular 
way  tell  me  how  you  came  here  to-night."  (You  observe  he  stutters  a  little.) 
Now  I  say,  "Stutter  more !  "  And  at  once  he  continues  his  story  with  great 
difficulty;  and  now  when  I  say,  "you  can  hardly  make  yourself  understood,"  you 
may  note  that  he  can  hardly  talk!  Now  I  say,  "talk  naturally  again,"  and  you 
see  he  stutters  a  very  little,  and  on  the  suggestion  not  to  stutter  for  the  next 
half  hour  you  can  see  he  talks  as  well  as  any  of  us.  As  a  post-hypnotic  sug- 
gestion I  shall  tell  him  not  to  stutter  when  he  is  awake  for  the  entire  evening 
and  when  he  awakes  you  may  notice  the  result.  I  do  not  wish  to  lose  control 
of  him  and  take  the  chance  that  I  will  fail  so  I  do  not  make  a  suggestion  of 
permanent  cure.  When  the  subject  was  awakened  Dr.  Bartley  asked  him  to 
repeat  the  days  of  the  week  which  he  did  perfectly.  Some  one  else  asked  for 
the  months  and  again  he  did-not  stutter. 

It  was  then  suggested  that  the  heart  or  pulse  would  increase  in  the  number 
of  beats.  In  about  two  minutes  the  subject's  heart  beats  decreased  about  24, 
and  when  asked  to  make  them  increase  the  number  was  40  more  per  minute 
(at  the  start  the  number  was  80  per  minute  as  recorded  by  Dr.  J.  S.  Read). 
Some  one  then  asked  to  have  th^  temperature  raised  and  lowered  but  this  failed 
because  Dr.  Block  was  unable  to  think  of  a  suggestion  which  would  make  the 
patient  feel  his  temperature  go  up  or  down.  All  the  subjects  were  put  to  sleep 
and  told  that  it  was  very  cold  and  in  a  little  time  by  stating  that  it  was  getting 
still  colder  they  were  shivering  and  blowing  at  their  fingers  and  putting  up 
their  collars.  On  some  one  of  the  audience  asking  for  the  reverse,  when  they 
were  told  it  was  very  warm,  that  they  were  perspiring,  that  the  heat  was  almost 
unbearable,  they  took  their  coats  off  and  drops  of  perspiration  came  upon  their 
foreheads.  Then  they  were  told  it  was  normal  and  they  came  back  to  their 
peaceful  sleep.  A  piece  of  raw  potato  was  given  to  each  one  to  eat  and  upon 
being  told  that  it  was  the  finest  apple  he  ever  ate  each  chewed  it  with  apparent 
relish.  When  asked  if  they  liked  it  they  said  yes  unanimously.  When  awak- 
ened they  did  not  know  that  they  had  eaten  anything. 

As  a  post-hypnotic  suggestion  to  one  subject,  he  was  told  that  for  ten 
minutes  after  awakening  his  name  would  be  Frank  Brown  and  when  he  awoke 
he  repeated  this  name  when  asked  for  his  real  name.  Another  subject  was 
asked  to  turn  out  the  electric  light  to  the  left  of  the  speaker's  platform  three 
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minutes  after  awakening,  and  much  to  everyone's  surprise  the  subject  missed 
the  light  on  a  little  table  and  walked  on  until  half  way  around  the  room  and 
stopped  at  the  main  switch  and  put  the  entire  auditorium  in  darkness. 

Among  the  other  things  shown  were  that  the  superficial  circulation  could 
be  controlled  by  this  method.  Inability  to  separate  the  hands  from  each  other 
when  clasped,  and  when  two  subjects  had  hold  of  each  other's  hands  they  could  not 
let  loose  except  on  suggestion.  A  post-hypnotic  suggestion  of  a  painful  elbow 
was  given  and  the  subject  pleaded  with  the  operator  to  remove  the  pain.  This 
was  done.  A  subject's  arm  was  made  rigid  and  a  man  weighing  about  175 
pounds  was  put  on  it  and  the  arm  would  not  bend.  The  body  of  another 
subject  was  made  rigid  and  the  heels  were  placed  on  one  chair  and  the  head 
on  another,  both  at  the  extreme  edge  of  the  chairs,  and  then  the  body  was  set 
moving  up  and  down,  the  interesting  part  of  this  demonstration  being  to  show 
what  power  is  in  the  neck.  The  body  was  then  arched  as  in  oposthotonus  and 
weight  did  not  make  it  cave  in. 

Closing  time  prevented  any  more  of  the  demonstrations  but  the  subjects 
went  among  the  physicians  present  to  explain  their  various  experiences. 

A  few  questions  were  answered  and  some  of  the  psychological  methods  of 
Dr.  Block  outside  of  hypnotism  were  explained.  He  stated  that  drunkenness, 
neurasthenia,  hysteria,  etc.,  were  all  good  material  for  these  methods  of  treat- 
ment. 
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Stated  Meeting,  January  4,  19 12. 
The  President,  Dr.  John  A.  Lee,  in  the  Chair. 
{Continued  from  page  330.) 
Foreign  Body  in  the  Region  of  the  Knee-joint. 

Drs.  E.  H.  Fiske  and  John  G.  Williams  reported  the  following  case: 
Patient  came  with  a  history  of  recurring  attacks  of  rheumatism  in  his 
knee  for  some  eight  or  nine  years.  A  plumber  by  trade,  it  was  thought  that  his 
occupation  caused  this  rheumatism  which  he  was  supposed  to  have ;  the  rheuma- 
tism always  affected  the  same  knee.  He  gave  no  gonorrhoeal  history  but  many 
diagnosis  of  fracture  of  the  tuberosity  of  the  tibia,  etc.,  had  been  made. 

He  stated  that  20  years  before,  a  needle  had  entered  the  knee  and  had 
never  come  out. 

The  X-ray  plates  showed  the  needle  deep  in  the  insertion  of  the  inner  head 
of  the  gastrocnemius  muscle.  Without  the  X-ray  to  show  the  exact  location  of 
the  needle,  it  is  difficult  to  see  how  it  could  ever  have  been  located.  The  point 
of  the  needle  was  sharp  and  pointed  directly  tov/ard  the  bone. 

Dr.  Williams  exhibited  X-ray  plates  taken  with  the  lateral  exposure 
showing  the  needle  lying  over  the  head  of  the  tibia.  With  the  use  of  the  sterecn- 
scope,  it  was  seen  that  the  needle  was  just  behind  the  inner  edge  of  the  head 
of  the  tibia. 

Dr.  George  Miller  in  discussing  Dr.  Fiske's  cases  said  that  he  believed 
the  cases  of  gastric  ulcer  should  be  treated  surgically  from  the  first,  despite 
the  fact  that  a  large  number  recover  without  surgical  intervention.  The  great 
danger  is  from  the  development  of  carcinoma  on  the  site  of  the  ulcer  base,  and 
for  that  reason  he  believed  in  early  excision.  A  gastro-enterostomy  would  not 
prevent  the  subsequent  occurrence  of  a  carcinoma  in  the  scar  tissue  of  a 
stomach  ulcer,  so  the  Doctor  thought  these  stomach  ulcers  should  be  resected. 

Dr.  Pilcher  did  not  agree  with  Dr.  Fiske  in  some  of  his  theories  and 
could  not  see  the  logic  of  doing  a  pylorectomy  in  this  class  of  cases.  In  duo- 
denal ulcer,  despite  the  many  theories  to  the  contrary,  the  best  results  are  ob- 
tained by  a  properly  executed  gastro-enterostomy  opening  with  or  without  con- 
striction of  the  pylorus.  He  did  not  believe  that  the  evidence  presented  by  Dr. 
Fiske  was  sufficient  to  justify  his  conclusion. 

Dr.  Figueira  was  of  the  opinion  that  cancer  developed  only  in  cases  of 
long  continued  gastric  ulcers.  He  agreed  with  some  of  those  who  had  spoken 
but  did  not  believe  that  excision  of  the  pylorus  was  indicated, — rather  that  ex 
vision  of  a  gastric  ulcer  is  always  to  be  desired.    If  there  is  an  extensive  in- 
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duration  or  any  suspicion  of  malignancy,  a  resection  is  indicated  if  the  ulcer  is 
near  the  pylorus.  The  latest  experience  of  the  largest  clinics  of  this  country 
and  of  Europe  justify  the  employment  of  simple  gastroenterostomy  in  the  cases 
of  duodenal  ulcer.  In  carcinoma  of  the  duodenum,  Mayo  states  that  the  ten- 
dency was  not  so  great  for  its  occurrence  on  ulcer  base.  He  reports  only  one 
case  where  carcinoma  had  formed  in  this  way,  while  he  estimates  seventy  per 
cent,  in  the  stomach. 

Dr.  William  Linder  reported  the  case  of  a  young  woman  who  had  a  dis- 
tinct history  pointing  to  the  duodenum,  and  operation  revealed  three  distinct 
ulcers  of  the  duodenum,  which  narrowed  the  lumen  of  the  same.  A  posterior 
gastro-enterostomy  was  done,  and  the  patient  made  a  good  recovery  and  gained 
twenty-five  pounds  in  weight.  Some  months  later  there  was  a  gradual  recur- 
rence of  the  pain  and  an  X-ray  picture  showed  some  of  the  food  passing 
through  the  gastro-enterostomy  opening,  the  rest  of  it  passing  through  the 
pylorus.  A  second  operation  was  done  and  the  gastro-enterostomy  opening 
was  found  to  be  thoroughly  patent.  He  then  performed  a  pyelorectomy  and 
since  that  time  the  patient  has  been  entirely  recovered. 

Dr.  Fiske  in  closing  the  discussion  said  that  it  was  generally  understood 
that  carcinoma  usually  does  develop  on  an  ulcer  base  in  the  stomach.  Even  in 
those  cases  where  patients  have  suffered  from  gastric  ulcer  and  have  had  sympto- 
matic cures  as  a  result  of  treatment,  carcinoma  has  developed.  Dr.  Fiske  said 
that  he  did  not  base  his  judgment  on  his  one  experience  in  the  case  of  pyelorec- 
tomy, but  his  opinion  was  partly  borne  out  by  the  experience  of  other  men  who 
had  found  that  the  closing  of  the  pylorus  gave  them  better  results  than  by 
simply  inverting  the  ulcer  of  the  duodenum  and  performing  a  gastroenterostomy. 
He  believes  that  some  method  should  be  employed  to  close  the  pylorus  at  least 
temporarily  in  these  cases. 
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Stated  Meeting,  February  i,  1912. 
The  President,  John  A.  Lee,  M.D.,  in  the  Chair. 
Duodenal  Ulcer. 

Dr.  Russell  S.  Fowler  presented  two  cases  of  duodenal  ulcer.  The  first 
patient,  L.  L.,  a  male,  aged  43,  was  seen  in  consultation  with  Dr.  Martin  Wein- 
berger in  1910.  This  patient  was  presented  to  the  Surgical  Society  about  one 
year  ago  after  having  had  a  Finney  operation  performed  for  ulcer  in  the  upper 
part  of  the  pylorus  and  a  cbolecystostomy  for  gall  stones.  For  some  months 
after  this  operation  he  was  apparently  well.  In  December  1910  he  noticed  pain 
which  lasted  for  ten  or  fifteen  minutes  three  and  a  half  hours  after  eating. 
This  pain  recurred  from  time  to  time,  and  in  March,  191 1,  there  was  a  hemor- 
rhage into  the  bowel  which  was  characterized  by  fainting,  sweating,  several 
copious  movements  of  tarlike  material,  and  extreme  weakness,  the  weakness 
lasting  for  several  days.  After  this  hemorrhage  the  pain  gradually  increased, 
coming  on  one-half  to  an  hour  and  a  half  after  meals.  On  June  2,  191 1,  the 
abdomen  was  reopened  and  a  posterior  gastro-enterostomy  done;  the  appendix 
was  also  removed.  The  adhesions  surrounding  the  site  of  the  old  operation 
were  too  dense  to  permit  of  any  exploration  of  the  ulcer  itself.  Nor  was  it 
possible  to  place  any  sutures  to  infold  the  ulcer,  nor  to  isolate  it  by  suturing 
the  lower  pole  of  the  stomach.  The  duodenum  was  adherent  to  the  liver.  The 
after  course  was  uneventful  and  the  patient  left  the  hospital  on  the  twelfth  day. 
To-night  the  patient  reports  himself  as  having  been  entirely  relieved  from  his 
symptoms  except  for  very  slight  occasional  discomfort  from  gas.  He  has  gained 
considerable  in  weight,  so  much  so  that  it  has  been  necessary  for  him  to  buy 
new  clothes. 

The  second  case,  a  male,  aged  45,  was  referred  by  Dr.  Coffen,  September 
10,  191 1.  This  man  for  a  number  of  years  has  had  pain  regularly  two  hours  or 
more  after  eating.  Of  late  the  pain  has  been  a  great  deal  worse;  for  two  years 
past  he  could  only  work  one-half  the  time  on  account  of  this  pain.  Two  days 
before  I  saw  him  there  was  an  excruciating  attack  of  pain  located  about  the 
umbilicus  and  extending  to  the  small  of  the  back  and  to  the  left  scapular  region. 
He  vomited.    While  at  work  the  pain  increased  in  severity  and  he  fell  to  the 
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ground  in  agony.  Examination  showed  extreme  tenderness  over  McBurney's 
point  with  diffuse  muscular  rigidity.  There  was  slight  fever  and  acceleration 
of  pulse.  Operation  showed  the  duodenum  covered  with  plastic  fibrinous 
material;  the  ulcer  was  in  the  first  part  of  the  duodenum.  Posterior  gastro- 
enterostomy was  done.  One  suture  was  placed  in  the  lower  part  of  the  stomach 
just  above  the  pylorus.  It  was  impossible  to  place  any  more  sutures  on  account 
of  the  friable  condition  of  the  tissues.  This  was  the  second  case  in  which  I 
had  used  my  device  for  excluding  the  ulcer  from  the  action  of  the  gastric  juice 
by  placing  a  suture  on  the  stomach  side  of  the  ulcer  and  in  the  lower  part  of 
the  stomach  ("Exclusion  of  Ulcerated  Areas  in  the  Pyloric  Region,"  New  York 
State  Journal  of  Medicine,  July,  1911).  The  appendix  was  found  acutely  in- 
flamed and  microscopically  showed  evidences  of  acute  and  chronic  inflammation. 
It  was  removed.  The  after  course  was  uneventful,  the  patient  leaving  the 
hospital  on  the  twelfth  day.  To-night  the  patient  reports  himself  as  having 
been  relieved  of  his  symptoms  directly  following  the  operation.  He  now  works 
full  time. 

Exophthalmic  Goitre. 

Dr.  Russell  S.  Fowler  presented  two  patients  operated  upon  for  exoph- 
thalmic goitre.  The  first  patient,  H.  M.,  aged  32,  was  seen  in  consultation  with 
Dr.  Gingold.  About  a  year  before  the  patient  had  noticed  a  swelling  in  the  neck 
which  gradually  increased  in  size.  Soon  after  this  swelling  appeared  there 
followed  the  characteristic  symptoms  of  hyperthryoidism.  The  man  was  unable 
to  conduct  his  business  and  was  a  nervous  wreck.  Dr.  Gingold  made  the  diag- 
nosis of  hyperthyroidism,  but  this  was  not  supported  by  other  consultants. 
Finally  the  man  consented  to  operation  as  a  last  resort.  Examination  showed 
him  extremely  nervous,  there  was  marked  tremor,  sweating,  and  exophthalmos. 
Pulse  was  160.  At  operation  the  entire  gland  was  found  firmly  adherent  to  the 
surrounding  structures.  It  was  with  great  difficulty  that  the  right  lobe,  with 
the  exception  of  the  posterior  capsule,  was  removed;  the  pyramidal  portion, 
and  the  isthmus,  and  the  upper  part  of  the  left  lobe  were  also  removed.  The 
posterior  capsule  was  left  intact.  There  was  free  bleeding  which  required  many 
fine  ligatures.  Free  drainage  was  secured  by  inserting  a  glass  spool  to  either 
side  of  the  trachea.  The  after  course  was  uneventful.  His  nervousness  dis- 
appeared within  forty-eight  hours,  and  there  was,  contrary  to  most  observa- 
tions, an  immediate  marked  improvement  in  the  exophthalmos.  He  left  the 
hospital  on  the  sixth  day  and  a  week  later  began  the  management  of  his 
affairs.  .He  reports  that  for  months  before  the  operation  he  was  unable  to 
conduct  his  business. 

The  second  case,  A.  S.,  female,  aged  28,  referred  by  Dr.  Frederick  Weis- 
brod.  This  was  interesting  in  that  it  was  necessary  to  perform  two  operations 
before  a  sufficient  amount  of  the  gland  was  removed  to  produce  a  permanent 
effect.  This  patient,  two  years  before  the  operation,  became  frightened  while 
nursing  her  baby  and  since  that  time  had  been  extremely  nervous.  About  a 
month  later  a  lump  was  noticed  in  her  neck  which  gradually  grew  to  the  size 
of  a  hen's  egg.  Examination  in  June,  1909,  showed  a  typical  picture  of  ex- 
ophthalmic goitre  with  extreme  hyperthyroidism.  There  had  been  attacks  of 
intestinal  relaxation.  There  was  some  enlargement  of  the  heart,  edema  of  the 
ankles,  dizziness,  frequent  and  severe  headaches,  nausea  and  regurgitation  of 
food.  Pulse  140.  This  patient  was  deceived  as  to  whether  an  operation  would 
be  required  or  not.  On  June  nth  she  was  given  an  inhalation  of  toilet  water 
which  was  gradually  changed  to  chloroform  and  then  to  ether.  This  method 
caused  her  to  go  under  the  anesthetic  with  practically  no  acceleration  of  pulse. 
The  right  lobe  with  the  exception  of  the  posterior  part  of  the  capsule  and  the 
greater  part  of  the  isthmus  were  excised.  The  after  course  was  stormy  for 
the  first  few  days  on  account  of  persistent  nausea.  On  the  third  day  it  was 
noted  that  the  marked  exophthalmos  had  lessened.  On  the  seventh  day  the  patient 
was  much  less  nervous  and  from  that  time  on  became  more  evenly  balanced. 
The  wound  was  healed  on  the  eighth  day.  The  patient  left  the  hospital  ap- 
parently cured  on  the  twenty-eighth  day.  This  patient  continued  to  improve  for 
one  year  following  the  operation  when  her  nervous  symptoms  reappeared. 
There  was  a  sense  of  choking,  exophthalmos,  and  the  headaches  reappeared. 
She  was  not,  however,  so  extremely  nervous  as  formerly.  January,  191 1,  she 
was  advised  it  woiuV  be  better  to  remove  more  of  the  goitre.  Having  had 
so  much  relief  from  the  first  operation  she  readily  consented  to  the  second. 
On  February  6  under  general  anesthesia  the  remaining  lobe  of  the  thyroid  was 
removed  with  the  exception  of  a  small  piece  of  the  lower  part  of  the  gland 
and  the  posterior  capsule.  The  after  course  was  uneventful,  the  patient  leav- 
ing the  hospital  on  the  13th  day.    Under  date  of  January  22,  1912,  she  reports 
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she  is  much  better  than  ever  in  her  life  though  her  husband  has  been  ill  for 
the  greater  part  of  the  past  year  and  there  have  been  other  things  to  worry  her. 

Retroperitoneal  Sarcoma. 

Dr.  Russell  S.  Fowler  presented  a  patient  upon  whom  five  months  before 
he  had  operated  for  this  condition.  This  patient,  B.  W.,  female,  aged  22, 
was  seen  in  consultation  with  Dr.  Bernauer,  September  1,  191 1.  She  gave  the 
following  history :  About  three  weeks  before,  never  having  suffered  previously 
any  disurbance  of  health,  she  noticed  after  eating  slight  distress  and  a  little 
burning  in  the  throat,  and  now  and  then  trifling  regurgitation.  One  week  ago 
on  dressing  in  the  morning  she  noticed  that  her  corsets  and  clothing  could  not 
be  put  on  on  account  of  the  increase  in  size  in  her  waist  line;  this  seemed  re- 
markable as  on  the  previous  day  she  had  worn  the  same  corsets  and  clothing 
with  comfort.  Examination  showed  a  large  retroperitoneal  mass  occupying  the 
entire  right  side  of  the  abdomen  and  extending  somewhat  over  on  the  left 
side.  It  seemed  to  be  connected  with  the  right  kidn'ey.  The  mass  was  firm, 
not  tender,  and  slightly  movable.  On  September  7,  191 1,  a  right  rectus  incision 
verified  the  diagnosis.  As  the  tumor  was  somewhat  movable  the  exploratory 
incision  was  continued  upward  to  the  ribs  and  downward  to  the  pubes.  The 
outer  leaf  of  the  mesentery  of  the  descending  colon  was  incised  and  carefully 
reflected.  It  was  found  the  tumor  was  firmly  adherent  to  the  lower  pole  of  the 
kidney,  and  on  account  of  the  firm  adhesion  to  the  kidney  the  renal  vessels 
were  ligated.  The  tumor  with  the  kidney  was  carefully  peeled  away  from 
the  vessels  of  the  mesentery.  In  ligating  the  vessels  of  the  kidney  the  artery 
was  first  ligated  and  an  immediate  shrinkage  in  the  size  of  the  tumor  was 
noted.  The  mass  was  removed  in  its  entirety  with  very  little  bleeding,  probably 
not  more  than  one-half  ounce  at  the  most.  Part  of  the  tumor  overlaid  the 
aorta  which  was  exposed  in  the  course  of  the  dissection.  The  incision  in  the 
outer  leaf  of  the  mesentery  of  the  transverse  colon  was  sutured,  and  the  abdo- 
men closed.  No  drainage  was  used  as  the  field  of  operation  was  absolutely 
dry.  Cross  examination  of  the  specimen  showed  rather  a  small  kidney  and 
firmly  attached  to  its  lower  pole  a  tumor  ten  inches  in  its  long  diameter  and 
eight  inches  in  its  short  diameter,  of  rather  solid  consistency.  It  was  impos- 
sible to  separate  the  tumor  from  the  kidney  without  tearing  the  kidney  struc- 
ture. Attached  to  the  lower  aspect  of  this  firm  tumor  was  a  second  portion 
much  larger  but  not  so  solid  as  the  first.  Section  of  each  tumor  showed  very 
little  blood  in  either  which  was  attributed  to  the  fact  that  the  renal  artery 
had  been  tied  previous  to  the  ligation  of  the  vein.  The  entire  weight  of  the 
mass  was  seven  pounds.  Microscopical  section  from  both  masses  showed  a 
loose  connective  tissue  frame  work  much  more  plentiful  and  firm  in  the  hard 
part  of  the  tumor,  with  small  cells  with  round  nuclei  in  constant  relation 
with  the  frame  work.  These  cells  sent  forth  in  all  directions  small  fibres 
continuous  with  the  fibres  of  the  connective  tissue.  Microscopical  diagnosis, 
myxosarcoma. 

The  after  course  was  uneventful.  The  patient  was  kept  in  bed  rather 
longer  than  usual  on  account  of  the  length  of  the  incision.  She  returned  to 
her  home  on  the  13th  day.  On  account  of  the  malignant  nature  of  the  growth 
her  physician  was  advised  to  give  her  Coley's  Fluid;  this  was  done  up  to 
January  15,  1912,  at  which  time  the  patient  was  taking  fifteen  minims.  The 
patient  looks  and  feels  well  and  has  gained  five  pounds  during  the  treatment. 
Examination  fails  to  disclose  any  evidence  of  recurrence.  This  case  is  par- 
ticularly interesting  in  that  it  was  brought  to  operation  while  still  in  an  oper- 
able stage.  Another  interesting  point  is  the  control  of  hemorrhage  in  such 
operations  by  provisional  or  permanent  ligature  of  the  renal  vessels. 

Cecoptosis. 

Dr.  Russell  S.  Fowler  reported  a  typical  case  of  this  condition  treated 
by  appendectomy  and  anchoring  of  the  caput  coli  by  his  method.  Dr.  Fowler 
has  operated  upon  a  number  of  these  cases  in  the  past  few  months.  The 
condition  is  extremely  common  though  not  usually  accompanied  by  symptoms. 
A  relative  proportion  of  cases  have  no  symptoms  but  chronic  appendicitis  asso- 
ciated with  constipation.  If  in  such  cases  at  operation  it  is  found  that  the 
prolapse  of  the  cecum  is  the  only  anomaly  present  the  cecum  is  anchored  after 
removal  of  the  appendix.  In  a  fairly  large  proportion  of  such  cases  operated 
upon  strictly  in  accordance  with  indications,  relief  of  the  constipation  will  be 
achieved  in  addition  to  relief  of  the  discomfort  in  the  right  iliac  region.  Many 
cases  of  chronic  appendicitis  have  been  operated  upon  in  the  past  which  really 
suffered  from  prolapse  of  the  caput  coli  and  some  of  the  symptoms,  particularly 
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those  of  constipation  are  referable  to  this  condition  and  in  many  cases  of 
chronic  appendicitis  in  which  no  attempt  is  made  to  relieve  the  prolapse  of  the 
caput  coli  discomfort  will  persist  and  the  patient  will  not  be  cured.  If  the 
condition  found  at  operation  shows  the  prolapse  of  other  portions  of  the  intes- 
tine in  addition  to  the  prolapse  of  the  caput  coli  the  prolapse  is  best  left  alone 
unless  the  symptoms  are  so  aggravated  as  to  constitute  a  really  severe  strain 
upon  the  patient's  health.  The  patient,  L.  N.,  a  male,  aged  20,  had  suffered 
from  constipation  for  years.  His  bowels  would  move  with  pain  every  two 
or  three  days  following  the  taking  of  laxatives.  The  bowels  would  not  move 
unless  laxative  was  taken.  Following  the  operation  which  consisted  of  ap- 
pendectomy and  anchoring  of  the  caput  coli  the  patient's  bowels  move  regularly 
without  medicine. 

The  technic  of  the  operation  devised  by  Dr.  Fowler  is  as  follows :  Fol- 
lowing appendectomy  the  caput  coli  is  laid  on  a  laparotomy  sponge  to  the 
median  side  of  the  incision.  This  puts  the  meso-colon  on  the  stretch  and 
allows  one  to  identify  the  reflection  of  the  parietal  peritoneum  on  to  the  meso- 
colon. This  reflection  is  nicked  with  the  scissors  and  the  incision  extended 
downward  parallel  with  the  cecum  as  far  as  the  brim  of  the  true  pelvis  and 
upward  for  four  or  five  inches.  The  peritoneum  is  stripped  away  from  the 
meso-colon  and  from  the  postero-lateral  wall  of  the  false  pelvis.  Clamps  are 
placed  on  the  edge  of  this  peritoneal  flap  to  mark  where  the  sutures  are  to  be 
placed.  There  is  a  large  raw  surface  left  inside  the  pocket  of  the  peritoneum 
thus  formed  in  the  right  iliac  fossa  at  the  normal  site  of  the  caput  coli.  Into 
this  pocket  is  placed  the  caput  and  there  secured  by  catgut  sewing  the  edge  of 
the  peritoneal  flap  to  the  middle  white  line  of  the  caput.  The  lowest  suture  is 
placed  about  one  inch  above  the  site  of  the  base  of  the  appendix  so  as  to  leave 
the  lower  portion  of  the  caput  free  just  at  the  brim  of  the  true  pelvis.  Two 
other  sutures  are  placed  above  at  intervals  of  one  inch.  Thus  the  caput  is 
securely  fastened  into  a  large  pocket,  the  lining  of  which  must  rapidly  become 
adherent  to  the  peritoneal  covering  of  the  intestine.  To  accomplish  the  entire 
procedure  takes  less  time  than  has  been  taken  in  describing  it.  The  primary 
result  is  firm  fixation  of  the  caput  in  its  normal  position. 

Torsion  of  an  Hydatid  of  Morgagni. 

Dr.  Russell  S.  Fowler  reported  a  Torsion  of  an  Hydatid  of  Morgagni. 
Hydatids  of  Morgagni  (appendices  vesiculosi)  are  representatives  of  small  por- 
tions of  the  upper  extremity  of  the  Wolffian  duct.  They  are  small  vesicles  with 
a  long  pedicle  attached  to  the  anterior  surface  of  the  broad  ligament  and  are 
fairly  constant.  In  size  they  are  rarely  larger  than  a  small  pea.  The  vesicle 
and  pedicle  are  entirely  covered  by  peritoneum.  The  literature  of  diseases  ot 
the  hydatid  of  Morgagni  is  scarce.  E.  E.  Montgomery  in  his  "Textbook  on 
Gynecology"  states,  "Cysts  may  originate  in  any  part  of  the  ovarian  structure 
*  *  *  and  in  the  hydatid  of  Morgagni."  Kelly  in  his  "Operative  Gynecology," 
vol.  II,  p.  316,  published  in  1906,  states  he  has  several  times  seen  torsions  of  the 
hydatid  of  Morgagni  and  reports  one  very  interesting  case  in  which  the 
pedicle  of  the  hydatid  was  tied  in  a  knot,  but  in  no  case  has  he  ever  seen 
these  torsions  or  knot  interfere  with  health. 

I.  B.,  female,  aged  14,  referred  by  Dr.  Loewe  with  the  following  history: 
Four  months  before  she  had  been  seized  with  sudden  severe,  cramplike  pains 
in  the  lower  right  side  of  the  abdomen  accompanied  by  nausea  and  lasting  for 
two  weeks.  Two  days  later  there  was  a  similar  attack  and  since  that  time 
she  has  had  a  number  of  attacks  at  irregular  intervals,  each  attack  more  severe 
than  the  last.  Ten  days  before  admission  she  had  been  ill  for  a  week  with 
these  symptoms.  She  had  had  four  menstrual  periods  in  all  each  one  pre- 
ceded by  an  attack  of  cramping  pain  in  the  right  side  of  the  abdomen  accom- 
panied by  nausea  and  of  the  same  character  as  the  other  attacks  mentioned. 
There  wras  severe  constipation,  at  times  the  bowels  would  not  move  in  seven 
days.  Examination  showed  a  well  nourished  school  girl  without  evidence  of 
disease  except  a  slight  tenderness  above  McBurney's  point.  A  tentative  diag- 
nosis of  ovarian  cyst  was  made.  T  P  R  on  admission  was  99.8,  96,  24.  A 
right  rectus  incision  revealed  a  large  strangulated  hydatid  of  Morgagni  with 
a  long  and  rather  thicker  pedicle  than  usual.  The  pedicle  was  1^2  inches  long, 
the  jcyst  two  inches  in  i's  long  diameter  and  1^2  inches  in  its  short  diameter. 
There  were  seven  twists  in  the  pedicle.  The  cyst  covering  was  dark  and  lacked 
lustre.  The  cyst  contents  were  slightly  grumous  blood.  The  pedicle  was 
ligated  close  to  the  broad  ligament  and  the  cyst  removed  without  rupture ;  there 
were  no  adhesions.  The  after  course  was  uneventful,  the  patient  returning  to 
her  home  on  the  ninth  day. 
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Discussion. 

Dr.  H.  B.  Delatour  said  that  several  years  ago  subsequent  to  the  removal 
of  the  appendix  in  a  number  of  cases,  symptoms  persisted  and  it  was  noted 
at  the  time  of  operation  that  the  cecum  was  prolapsed.  This  fact  called  his 
attention  to  the  possibility  that  that  condition  was  the  real  reason  for  the  per- 
sistent symptoms  after  the  removal  of  the  appendix,  so  that  subsequently  in 
such  cases,  he  began  to  fix  the  cecum  by  suture.  He  had  operated  on  a  number 
ot  them,  and  at  his  suggestion,  Dr.  Brinsmade  had  also  employed  the  pro- 
cedure. This  condition  is  one  which  should  be  recognized  during  the  operation 
and  means  should  be  taken  to  correct  it.  Probably  many  of  the  cases  which 
have  gone  about  suffering  with  after  symptoms,  have  been  either  due  to  post- 
operative adhesions  or  to  the  prolapsed  cecum  which  was  not  properly  emptying 
itself. 

Acute  Primary  Gastric  Tuberculosis. 

Dr.  Norman  P.  Geis  presented  the  following  case  history:  A  man  37 
years  of  age  in  January,  1909,  presented  himself  with  a  tumor  of  the  medi- 
astinum. His  symptoms  were  difficulty  of  breathing,  high  pulse  rate  with  palpi- 
tation of  the  heart,  dizziness  and  loss  of  strength  and  v/eight.  Finally  after 
consultation  this  tumor  was  thought  to  be  a  gumma.  It  disappeared  under  the 
icdides  in  six  months.  He  remained  well  till  August,  T911.  On  August  I, 
iqii,  he  arrived  in  Mexico  and  remained  there  till  December  1,  191 1,  coming 
to  me  on  the  7th  of  this  month.  After  being  in  Mexico  one  month  he  began 
to  show  signs  of  stomach  distress  after  eating,  with  gas  and  a  full  feeling. 
This  kept  up  till  October  when  vomiting  was  added.  This  vomiting  took  place 
one-half  hour  after  eating.  This  continued  during  the  month  so  that  he  re- 
stricted his  diet  to  liquids  and  semi-solids.  During  No  /ember  he  vomited 
after  each  meal  if  he  took  more  than  eight  ounces  of  food  at  a  time.  Pain 
began  this  month  to  be  continuous  when  the  stomach  was  empty.  Food  would 
relieve  the  pain  for  about  an  hour.  His  diet  is  malted  milk  and  once  a  day 
a  poached  egg.  The  pain  is  in  the  region  of  the  pyloric  end  of  the  stomach 
arid  the  duodenum.  He  never  vomited  blood.  Constipated.  Loss  33  pounds  in 
four  months  A  doctor  in  Mexico  said  he  had  a  dirty  stomach  and  the  X-ray 
showec*  a  spot  in  the  liver  to  the  left  of  the  median  line.  In  Mexico  all  meat 
is  eaten  the  day  it  is  killed.  There  is  a  distinct  rigidity  of  the  rectus  on  the 
right  upper  end  with  an  indefinite  mass  under  same.  Some  tenderness  was 
also  found.  Test  meal  gave  HC1  5  and  total  acidity  13  with  some  blood  and 
only  half  of  the  meal  returned.  No  blood  in  stools.  Methylene  blue  test  of 
urine  positive  on  two  tests.  My  diagnosis  was  cancer  of  the  gastro-duodenal 
junction  or  an  ulecr  of  the  same  with  stenosis  in  either  event.  Operation — The 
first  5  inches  of  the  duodenum  was  enlarged  to  the  size  of  a  banana  and  hard 
to  the  touch.  Four-fifths  of  the  stomach  was  involved  in  a  hard  mass  that 
was  24-inchs  in  thickness.  Owing  to  the  man's  poor  condition,  a  posterior 
no  loop  gastro-jeunostomy  was  considered  the  only  operation  of  choice.  It 
was  difficult  to  find  a  clear  place  in  the  stomach  for  my  union.  It  was  neces- 
sary to  bring  the  summit  of  the  greater  curvature  of  the  stomach  down  to  get 
this  free  space.    A  section  of  the  stomach  was  removed  for  examination. 

He  made  an  easy  recovery  and  left  the  hospital  in  two  weeks.  One  month 
after  operation  he  had  gained  6  pounds  and  was  free  from  pain  and  vomiting. 
Pathological  report — Tuberculosis  of  the  mucous  membrane  of  the  stomach.  No 
syphilis.  Cancer  not  found  but  not  excluded  for  full  section  of  stomach  not 
turned  over  to  pathologist. 

Partial  Traumatic  Disarticulation  of  the  Knee  Joint. 

Dr.  Norman  P.  Geis  presented  the  following  case  history:  W.  H.,  age 
43— Injured  Aug.  22,  1009.    Was  hit  by  the  rear  mudguard  of  an  automobile. 

Findings — Extensive  gaping  wound  around  the  left  knee,  extending  from 
external  lateral  ligament  posterior  through  entire  popliteal  space  around  in- 
ternal lateral  surface  and  as  far  anterior  as  the  tuberosity  of  the  tibia.  This 
involved  complete  lacteration  of  all  the  soft  structures  in  the  line  of  injury 
except  the  sciatic  nerves  and  the  branches  of  the  anterior  and  posterior  tibials. 
The  sartorius,  gracilis  and  semitendinosus  was  torn  from  the  tibia  at  their 
insertions.  The  inner  third  of  the  Ligimentum  Patellae  was  torn  through. 
This  left  the  whole  joint  exposed  and  leaving  the  leg  hanging  by  the  external 
lateral  ligament  and  two-thirds  of  the  patella  ligament.  There  was  a  gaping 
wound  in  the  lower  third  of  this  leg  through  which  the  tibialis  antious  pro- 
truded in  a  badly  torn  condition.  The  anterior  tibial  artery  had  a  section 
of  over  one  inch  torn  out  of  it. 
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Operation — All  parts  were  cleaned.  An  incision  4  inches  long  was  made 
internal  to  the  tuberosity  of  the  tibia  straight  down  the  leg.  All  ligaments 
were  brought  into  opposition  and  also  the  popliteus  muscle.  The  sartorius, 
gracilis  and  semitendinosus  were  sutured  to  the  periosteum.  The  popliteral 
artery  which  was  crushed  but  not  bleeding  was  ligated  above  and  below  the 
injury.  Number  2  chromic  catgut  was  used  in  all  this  work.  The  skin  was 
closed  with  interrupted  silkwormgut.  Drainage  with  silkwormgut  was  used 
anteriorly,  interiorly  and  posteriorly.  The  lower  wound  was  cleaned,  the 
anterior  tibial  artery  tied  at  both  ends,  and  the  muscle  sutured  with  catgut. 
The  skin  was  closed  with  silkwormgut  and  a  drain  inserted.  Both  wounds 
broke  down  to  the  muscle  and  ligaments  but  healed  without  deep  infection. 

Result — No  looseness  of  the  joint,  and  fully  eighty  per  cent,  of  flexion 
and  full  extension  were  obtained.   He  has  full  use  of  the  anterior  tibial  muscle. 

Gastro-Enterostomy  and  the  Gastric  Function. 

Dr.  William  F.  Campbell  read  a  paper  with  the  above  title.  He 
first  took  up  a  consideration  of  the  size  and  shape  of  the  normal  stomach 
showing  that  there  has  been  too  little  appreciation  of  the  great  variety  of  form 
and  the  individual  peculiarities  which  each  case  presents.  He  showed  further 
that  the  stomach  is  structurally  and  functionally  an  organ  with  a  twofold 
purpose.  First,  to  receive  the  food  as  a  reservoir,  and  second,  to  trituate  the 
food  and  prepare  it  for  intestinal  digestion,  while  the  cardiac  pouch  which 
forms  the  reservoir  is  passive,  simply  maintaining  sufficient  tonic  contraction 
to  slowly  push  the  food  into  the  pyloric  tube.  The  pyloric  tube  is  active  in 
churning  the  food  and  mixing  it  with  the  gastric  juices,  and  in  impelling  the 
food  toward  the  pylorus,  which  automatically  opens  at  intervals  to  discharge 
small  jets  of  food  into  the  duodenum.  The  acid  on  the  gastric  side  relaxes 
the  pylorus,  while  the  acid  on  the  duodenal  side  closes  the  pylorus.  Hyper- 
acidity means  physiological  pyloric  stenosis.  Dr.  Campbell  pointed  out  that  the 
stomach  does  not  empty  itself  by  gravity  drainage,  so  that  the  real  value  of 
gastro-enterostomy  depended  upon  some  obstruction  to  the  pylorus,  the  stom- 
ach not  being  a  passive  pouch.  Experiment  has  shown  that  if  the  pylorus  is 
patent  and  an  artificial  opening  is  made,  the  food  makes  its  natural  exit  through 
the  pylorus, — the  particular  point  in  his  argument  being  that  gastro-enterostomy 
is  to  be  performed  only  in  the  presence  of  a  demonstrable  lesion  of  evidence 
of  stenosis. 

Dr.  Campbell  further  claims  that  the  placing  of  the  gastro-enterostomy 
opening  in  the  most  dependent  portion  of  the  stomach  is  not  physiologically 
correct.  The  aperture  should  be  placed  in  the  pyloric  tube  near  the  pylorus 
where  the  fluidity  of  the  food  and  the  mechanical  pressure  is  greatest. 

Discussion. 

Dr.  J.  D.  Sullivan  said  the  midgut  is  used  entirely  in  assimilating  the 
food  and  the  hindgut  is  a  reservoir  and  for  expulsion  of  the  waste  material. 
Dr.  W.  J.  Mayo  claims  that  the  midgut  controls  the  passage  of  the  food  from 
the  stomach  into  the  small  intestines  through  the  sympathetic  nervous  system. 
If  there  is  no  trouble  in  the  midgut,  the  pylorus  will  open  and  let  the  food 
come  through  the  pylorus.  When  there  is  some  trouble  in  that  area,  it  immedi- 
ately shuts  down  the  gate,  closes  the  pylorus  and  lets  no  food  down,  and,  if  the 
condition  is  very  serious,  produces  a  condition  known  as  pyloric  spasm  which 
is  often  taken  as  a  symptom  of  some  other  disease,  a  symptom  of  some  irri- 
tating condition  in  the  midgut,  maybe  appendicitis,  or  some  other  disease  in 
the  midgut.  It  is  a  common  thing  to  make  a  diagnosis  of  duodenal  ulcer  and 
stomach  ulcer  from  symptoms  due  to  the  pyloro-spasm. 

Dr.  Sullivan  said  he  was  reminded  of  a  case  which  came  to  his  office 
about  three  months  ago  with  the  symptoms  of  gastic  or  duodenal  ulcer.  A  lady 
about  32  years  old  and  of  a  very  bad  color.  She  said  she  vomited  most  of  the 
food  she  ate.  If  she  did  retain  it,  she  had  a  great  deal  of  pain  and  distress  after 
eating  and  inability  to  digest  food.  Dr. Sullivan's  first  impression  was  of  a  gastric 
or  duodenal  ulcer  but  the  symptoms  were  so  irregular  he  could  not  classify  them. 
He  was  much  in  doubt  as  to  whether  the  disease  was  due  to  an  organic  lesion 
or  .to  some  disturbance  in  the  alimentary  canal,  some  digestive  dis- 
turbance. For  the  purpose  of  further  observation,  he  told  her  to 
stop  eating  entirely,  take  a  glass  of  milk  every  three  hours  from 
morning  until  night,  drink  plenty  of  water,  bicarbonate  of  soda  with  liberal  doses 
of  salicylate  of  bismuth  daily  and  to  come  back  in  a  week.    She  did  so  and 
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was  very  much  improved.  She  kpt  on  improving  and  was  able  to  take  food 
fairly  well.  Dr.  Sullivan  saw  her  today  coincidently  with  another  member  of 
the  family.  She  formerly  weighed  117  pounds,  and  now  weighs  134  pounds 
and  is  in  good  health.  Dr.  Sullivan's  diagnosis  now  is  that  she  had  a  toxemia 
due  to  intestinal  putrefaction  which  produced  these  intestinal  disturbances. 

He  thought  the  warning  brought  out  by  Dr.  Campbell  is  very  proper  and 
is  quite  opportune  and  worthy  of  much  consideration. 

Dr.  H.  B.  Delatour  said  that  the  paper  brought  out  the  fact  which  has 
gradually  been  coming  to  all  that  gastroenterostomy  cannot  be  relied  upon 
alone  to  cure  all  these  cases  of  apparent  stomach  trouble.  Many  cases  are 
seen,  as  Dr.  Campbell  said,  which  have  been  previously  operated  upon  and 
which  have  progressed  very  nicely  a  few  months,  but  which  come  back  with 
recurrent  symptoms  and  a  condition  as  bad  as  before.  In  the  cases  which 
have  been  reoperated  where  the  pylorus  was  patent,  in  many  cases  the  artificial 
opening  has  contracted  down  so  as  to  become  practically  closed.  Dr.  Delatour 
had  recently  seen  a  case  which  was  reoperated  upon,  some  one  and  a  half  to 
two  years  after  the  primary  operation  in  which  it  could  be  demonstrated  that 
the  gastro-enterostomy  opening  had  been  completely  obliterated.  If  that  takes 
place,  it  is  fair  evidence  that  the  artificial  opening  as  made,  has  not  been  func- 
tionating. We  are  all  beginning  to  feel  more  and  more  the  necessity  of  care- 
fully considering  the  case  before  us  at  the  time  the  abdomen  is  open  so  as  to 
decide  whether  or  not  we  are  justified  in  making  a  gastro-enterostomy. 

Dr.  Delatour  said  he  personally  felt  very  strongly  against  the  operation 
where  the  pylorus  is  open.  He  feels  more  so  as  he  sees  some  of  these  cases 
coming  back  which  have  been  previously  operated  upon.  There  is  no  question 
but  that  pyloric  spasm  takes  place  and  it  can  be  demonstrated  during  operative 
procedure.  Dr.  Delatour  has  seen  the  pylorus  contract  rapidly,  there  is  no 
question  about  it,  simply  by  picking  up  the  appendix  and  irritating  it. 

The  cases  of  hour  glass  stomach  interested  Dr.  Delatour.  Dr.  Campbell 
stated  that  about  10%  of  his  cases  showed  that.  Dr.  Delatour  stated  that  he 
had  done  a  good  many  abdominal  sections  and  he  can  recall  very  few  of  the 
stomachs  which  have  presented  anything  like  that  degree  of  formation.  Dr. 
Delatour  would  be  inclined  to  feel  that  that  was  a  very  much  more  rare  con- 
dition than  the  series  of  cases  which  Dr.  Campbell  has  examined,  would  lead 
one  to  believe  existed.  Many  times  the  surgeon  has  to  look  outside  the  stom- 
ach for  the  original  source  of  irritation.  Where  ulcers  are  found  present, 
there  is  something  to  deal  with  and  there  again  the  surgeon  is  operating  only 
partially  when  he  leaves  the  ulcer  behind  even  where  it  is  not  perforating  or  is 
showing  no  sign  of  perforating. 

Dr.  H.  F.  Graham  said,  in  regard  to  the  association  of  dilated  stomach 
with  these  conditions,  in  looking  over  Moynihan's  book  on  ulcer  of  the  duo- 
denum, the  speaker  noticed  that  a  great  many  of  the  author's  cases  show  asso- 
ciated dilatation  of  the  stomach  along  with  the  ulcer  and  this  point  which  Dr. 
Campbell  brings  out  about  the  emptying  of  the  stomach  not  being  due  to 
gravity,  brings  up  the  question  of  the  dilated  stomach.  A  dilated  stomach  will 
empty  itself,  of  course,  much  more  slowly  than  when  it  is  not  dilated  and  that 
will  be  a  factor  in  the  treatment  of  these  cases  after  operation.  They  should 
be  careful  not  to  drink  too  great  a  quantity  of  fluid  with  their  meals  and  not 
to  overload  the  stomach. 

Dr.  W.  F.  Campbell  said,  as  Dr.  Delatour  aptly  remarked,  the  time  to 
judge  a  gastro-enterostomy  is  not  when  the  patient  is  discharged  but  from  six 
months  to  a  year  afterwards  when  many  of  the  cases  are  seen  coming  back  not 
permanently  cured.  The  speaker  said  he  was  quite  sure  he  had  done  a  number 
of  useless  gastro-enterostomies. 

Dr.  Campbell  said  he  wished  to  say  for  Dr.  Fiske's  benefit  that  the  state- 
ment made  was  simply  this,  that  when  the  pylorus  is  patent  and  there  is  a 
gastro-enterostomy  opening,  that  the  food  will  choose  to  go  through  the  pylorus 
rather  than  through  the  gastro-enterostomy  aperture,  and  if  those  gentle- 
men who  cited  cases,  have  done  a  gastro-enterostomy  where  there  was  a  patent 
pylorus,  they  have  done  a  useless  operation.  The  speaker  said  he  was  quite 
sure  that  in  Dr.  Fiske's  case,  where  he  said  there  was  something  passing 
through  the  gastro-enterostomy  opening  as  well  as  through  the  pylorus,  that 
there  must  have  been  a  condition  of  spasm  of  the  pylorus  due  to  hyperacidity, 
otherwise  the  food  would  have  gone  through  the  pylorus  rather  than  through 
the  gastro-enterostomy  opening. 
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PERSONAL  EXPERIENCES  WITH  SOME  RECENT  DRUGS. 
By  Joseph  Merzbach,  M.D., 

Attending  Physician  to  the  Jewish  Hospital;  Chief  of  the  Gastro-Intestinal  Department, 
Jewish  Hospital,  Brooklyn,  N.  Y. 

IT  is  the  purpose  of  this  paper  to  relate  only  my  own  personal 
experiences  with  a  few  more  recent  drugs,  gained  by  the  obser- 
vation of  a  rather  extensive  material  both  in  hospital  and  private 
practice.  The  latter  point  is  emphasized  because  I  have  convinced 
myself  again  and  again  that  knowledge  gained  in  a  general  hospital 
cannot  be  applied  to  private  patients  without  some  very  important 
modifications. 

In  treating  conditions  of  the  nervous  system,  for  instance,  the 
selection  of  drugs  and  their  dosage  has  to  be  largely  influenced  by  the 
constitutional  differences  offered  by  social  environments  and  racial 
characteristics.  We  might  not  unjustly  criticize  the  fact,  that  the 
pharmaceutical  market  is  being  flooded  yearly  with  so  many  new  prod- 
ucts that  it  is  difficult  for  any  physician  to  remember  their  usually 
rather  complicated  designations  while  a  familiarity  with  their  effects 
and  with  the  indications  for  their  use  belongs  to  the  realm  of  impos- 
sibilities. But  as  long  as  we  are  confronted  with  cases  which  fail  to 
respond  to  the  older  drugs,  we  shall  be  in  a  mood  to  give  a  trial  to  the 
modern  preparations. 

The  condition  of  insomnia  not  rarely  fails  to  be  benefited  by  the 
usual  therapy,  even  after  organic  lesions  have  been  excluded  as  the 
etiological  factors.  In  such  cases  adalin,  a.  combination  of  urea  with  an 
acetyl  group,  has  been  of  great  service  to  me.  It  will  produce  sleep 
in  all  categories  of  neurasthenia,  nervous  instability,  etc.,  with  nearly 
universal  promptness,  and  where  it  fails  to  act  it  is  not  followed  by 
the  depression  which  unfortunately  characterizes  the  after  effect  of 
other  hypnotics. 

The  favorable  results  which  have  been  noticed  by  other  observers 
in  insomnia  caused  by  pain  have  not  been  obtained  by  me,  and  I  have 
been  compelled  in  this  class  of  cases  to  combine  the  adalin  with  some 
opiate. 

Another  observation  emphasized  by  some  authors,  namely,  the 
unimpaired  response  through  a  prolonged  period  of  its  use,  has  not 
been  verified  in  all  patients.  In  some  I  had  to  alternate  it  with  or  to 
prescribe  it  together  with  other  hypnotics  in  order  to  maintain  its 
therapeutic  efficiency.  The  dose  found  by  me  sufficient  was  grains 
ten,  which  might  be  administered  in  the  form  of  a  powder  or  a  capsule. 
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I  shall  only  quote  two  cases  because  a  larger  number  would  rep- 
resent a  monotonous  reiteration  of  identical  symptoms  and  effects. 

For  five  years,  H.  S.,  49  years  of  age,  had  suffered  from  an  arterio-sclerotic 
neurasthenia,  of  which  a  stubborn  insomnia  formed  a  most  prominent  symp- 
tom. All  hypnotics  had  been  used  and  had  to  be  abandoned  after  a  brief  trial. 
The  usual  hygienic  suggestive,  hydro-  and  mechano-therapeutic  means,  offered 
but  a  short  lived  relief.  When  combined  with  adalin  they  produced  a  refreshing 
sleep.  The  blood  pressure  was  not  modified,  the  pulse  became  slower,  the  gastro- 
intestinal function  showed  no  derangement  and  at  present  the  patient  after 
having  the  drug  in  steadily  decreased  doses  for  four  weeks  is  able  to  dispense 
with  all  artificial  means  for  producing  sleep. 

H.  B.  R.,  56  years  of  age,  suffered  for  three  years  from  Stoke-Adams 
syndrome  combined  with  a  persistent  insomnia,  for  the  relief  of  which  no  thera- 
peutic was  spared.  Here  adalin  had  the  most  encouraging  effect,  and  while  it 
could  not  modify  the  basic  lesion,  its  occasional  use  enables  the  patient  to  fol- 
low his  vocation  in  a  limited  measure.  The  usual  slowing  of  the  pulse  which 
is  observed  after  adalin  did  not  show  itself  in  this  patient. 

Another  drug  which  I  employed  during  the  last  eighteen  months 
was  used  in  a  class  of  cases,  the  usual  treatment  of  which  is  frequently 
highly  unsatisfactory;  I  refer  to  the  different  forms  of  polyarthritis 
and  arthritis.  As  brilliant  as  are  the  results  which  we  obtain  by 
salicylic  acid  and  its  too  numerous  derivatives  in  the  acute  polyar- 
thritis, as  uncertain  and  frequently  discouraging  are  their  effects  in 
all  the  other  varieties  of  rheumatic  affections.  I  use  the  designation 
"rheumatic"  here  advisedly,  in  spite  of  the  fact  that  it  is  scientifically 
wrong,  but  clinically  pardonable.  In  those  cases  in  which  the  sali- 
cylates were  used  without  result  I  tried  atophan  (aphenyl-chiolin- 
carbonic  acid)  with  a  very  pleasing  outcome.  To  illustrate  the  choice 
of  proper  cases,  I  beg  to  quote  the  following  briefly  epitomized  his- 
tories : 

A.  S.,  30  years  of  age,  had  rheumatic  pains  involving  in  rotation  the  dif- 
ferent joints  of  the  upper  and  lower  limbs  during  a  period  of  fourteen  months. 
There  was  neither  an  elevation  of  temperature  nor  any  evidence  of  a  local  in- 
flammatory process.  Pains  on  motion  and  tenderness  on  pressure  represented 
the  only  objective  evidence  of  a  rheumatic  condition.  After  every  drug  used 
for  these  cases  had  been  used  in  conjunction  with  hydrotherapeutic  measures, 
in  addition  to  massage  and  electricity,  without  producing  any  alleviation,  I  pre- 
scribed atophan  in  the  dose  of  grains  yl/2,  t.  i.  d.  After  two  days  the  severity 
of  the  pain  had  abated  while  the  condition  became  apparently  normal  after  one 
week.  Slight  twinges  of  pain  which  have  recurred  since  then  on  two  occa- 
sions during  a  period  of  six  mcnths  were  promptly  relieved  by  a  short  adminis- 
tration of  the  same  drug. 

S.  H.,  38  years  of  age,  has  been  suffering  from  chronic  arthritis  for  three 
years.  The  frequent  acute  exacerbations  were  relieved  by  the  usual  treatment 
from  three  to  five  days  but  left  the  affected  foot  in  a  weakened  condition  for 
two  to  four  weeks.  Atophan  in  the  same  dosage  as  stated  above,  relieved  the 
acute  pain  within  twenty-four  hours  and  the  patient  was  able  to  use  his  shoes 
and  to  follow  his  very  arduous  vocation  without  any  difficulty  two  days  later. 

A.  T.,  22  years  of  age,  was  treated  for  an  acute  polyarthritis  during  a 
period  of  three  weeks  with  salicylate  of  soda.  The  temperature  became  lower 
under  the  use  of  this  drug  after  one  week  with  the  disappearance  of  the  red- 
ness and  swelling  in  the  involved  joints.  But  the  pain  persisted  in  both 
shoulders  in  spite  of  the  faithful  and  consistent  administration  of  the  Bier 
treatment  combined  with  other  drugs.  There  was  also  some  febrile  condition 
which  could  not  be  accounted  for  by  any  endocarditis  complication.  Here  the 
atophan  reduced  the  temperature  to  normal  within  two  days  with  simultaneous 
disappearance  of  the  pain  in  the  right  shoulder,  the  pain  in  the  left  shoulder 
while  greatly  mitigated  at  the  same  time  resisted  for  one  week  longer. 

The  influence  which  atophan  has  over  the  excretion  of  uric  acid 
has  not  been  touched  upon  by  me  because  my  observations  tally  abso- 
lutely with  those  made  by  other  writers. 

The  last  drug  which  I  shall  discuss  in  this  paper  belongs  to  the 
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immense  group  of  preparations  of  iron.  The  reasons  which  the  manu- 
facturers of  protetone  put  forth  in  defense  of  the  fact  that  they  add 
to  the  existing  plethora  in  the  therapeutic  field,  are  the  following: 

The  preparation  is  palatable,  does  not  derange  the  digestive 
function,  does  not  produce  constipation,  is  relatively  cheaper  than  the 
majority  of  other  products. 

To  investigate  the  reliability  of  these  claims  I  employed  the  drug 
in  a  rather  extensive  number  of  secondary  anemia,  chlorosis,  and  in 
one  case  of  pernicious  anemia,  and  found  that  they  were  based  upon 
facts,  as  far  as  the  first  four  points  were  concerned.  To  ascertain 
the  value  of  their  statements  as  to  cheapness,  I  compared  the  analysis 
of  their  product  with  those  of  other  preparations  produced  by  the 
foreign  and  American  manufacturers.  I  am  not  giving  the  whole 
series,  but  selected  those  most  commonly  presented. 

If  we  accept  with  Quinke  the  average  daily  dose  of  metallic  iron 
of  0.1  gramme  (ij^  grains),  we  find  that  the  patient  has  to  take  the 
following  quantities  to  obtain  this  dose : 


Hemoferrin  (Stearns)    20.0 

Hemogullot  (Kobert)    35.9 

Hematogen    142.0 

Ovoferrin    27.0 

Hemaboloids    24.0 

Pepto-mangan    28.6 

Protetone    2.2 


These  2.2  will  cause  the  patient  a  daily  expense  of  about  three 
cents,  and  I  do  believe  that  the  financial  question  is  of  some  importance 
to  our  patients.  The  therapeutic  effect  has  been  exceedingly  good, 
with  one  exception,  which  will  be  mentioned  below. 

The  results  in  secondary  anemias  not  due  to  incurable  organic 
lesions  will  be  illustrated  by  the  following  case : 

A.  R.,  26  years,  male,  had  a  severe  hemorrhage  which  the  clinical  investiga- 
tion and  the  X-ray  findings  showed  to  have  its  source  in  the  duodenum.  Twenty 
hours  later  the  examination  of  the  blood  gave  hemoglobin  46,  erythrocytes 
3,200,000,  leucocytes  5,600.  The  patient  recovered  subjectively  a  Lenhartz  treat- 
ment extending  over  four  weeks.  Hemoglobin  then  51,  erythrocytes  3,400,000, 
leucocytes  5,800.  After  the  lapse  of  another  period  of  four  weeks  during  which 
the  dietetic  treatment  was  supplemented  by  arsenic  and  iron,  the  blood  count 
revealed :  hemoglobin  56,  erythrocytes  3,800,000,  leucocytes  6,200.  During  the 
third  month  the  only  pharmaceutical  preparation  used  was  protetone,  and  a 
fourth  blood  analysis  gave  the  following  results :  Hemoglobin  86,  erythrocytes 
5,200,000,  leucocytes  9,200.    No  further  treatment  was  required. 

A  case  of  pernicious  anemia  in  which  I  also  used  protetone  showed 
no  improvement  whatsoever,  a  result  that  will  cause  no  surprise,  con- 
sidering the  hopeless  aspect  of  that  condition. 

Ghlorotic  patients,  on  the  other  hand,  were  markedly  benefited  by 
the  drug,  of  course,  in  combination  with  other  measures  of  a  dietetic 
and  hygienic  nature. 

L.  B.,  22  years  of  age,  female,  presented  the  typical  appearance  and  blood 
findings  of  chlorosis.  Hemoglobin  48,  erythrocytes  4,200,000,  leucocytes  8,200. 
After  the  usual  therapy,  combined  with  protetone  had  been  employed  for  two 
months,  the  following  changes  were  observed :  Hemoglobin  82,  erythrocytes 
4,800,000,  leucocytes  9,600. 

In  recapitulating  my  experiences  with  the  above  mentioned  drugs,  I 
wish  to  state  that  I  have  used  adalin  in  23,  atophan  in  38,  and  protetone 
in  52  cases.  They  are  not  miracle  producers,  and  they  might  in  the 
future  be  superseded  by  other  drugs.  At  present  they  have  a  well 
earned  place  in  the  therapeutic  armamentarium  of  the  physician,  and 
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they  will  prove  in  the  hands  of  other  observers  as  they  did  in  mine, 
useful  helpmates  in  a  number  of  cases  that  have  shown  themselves 
refractory  to  other  therapeutic  measures. 


THE  DEFORMITIES  OF  CHILDHOOD  AND  THEIR 
RELATION  TO  EDUCATION. 


HE  deformities  of  childhood  are  well  known  to  the  profession. 


A  brief  classification  will  here  suffice.   The  education  of  the  crip- 


pled child  is  an  important  and  much  neglected  subject  and  will 
bear  some  study. 

The  deformities  are  congenital  and  acquired.  The  congenital  de- 
formities include  absence  of  a  bony  part,  causing  a  type  of  scoliosis, 
club  hand,  et  cetera ;  supernumerary  bone  or  bones,  as  six  toes,  six  fin- 
gers ;  dislocations  and  prenatal  strains,  as  dislocation  of  hip,  club  foot ; 
rarely  congenital  disease — syphilis,  tuberculosis,  rickets,  et  cetera;  pre- 
natal cerebral  paralysis  and  obstetric  accidents.  The  acquired  deformi- 
ties can  best  be  grouped  under  three  headings:  (i)  Those  from  faulty 
weight  bearing  or  faulty  clothing,  acting  upon  the  growing  skeleton — 
the  common  form  of  lateral  curvature  of  the  spine,  weak  or  flat  feet, 
hammer  toe,  et  cetera;  (2)  Diseases  of  bones  or  joints — such  as  tuber- 
culosis, syphilis,  typhoid  fever, — giving  rise  to  the  well-known  spinal 
caries  (Pott's  disease),  and  hip  joint  disease,  for  the  tubercular  group. 
Those  of  syphilitic  and  of  infectious  disease  origin  are  more  apt  to  in- 
volve several  joints  than  does  tuberculosis.  The  deformities  of  rickets, 
such  as  coxa  vara,  bow  legs,  and  knock  knees,  are  in  this  second  group. 
(3)  Deformities  following  disease  of  the  nervous  and  of  the  muscular 
system — infantile  paralysis  (Anterior  poliomyelitis),  spastic  paralysis 
(cerebral  or  spinal).  Anatomically,  the  parts  involved  in  the  deformity 
are  principally  the  bones  and  the  joints,  but  changes  in  muscles,  liga- 
ments, fascia  and  skin  have  to  be  considered.  After  ascertaining  the 
cause,  the  study  of  the  deformity  is  best  pursued  by  the  analysis  of  the 
control  of  the  joint  or  joints  involved. 

This  paper  will  not  deal  with  specific  treatment  of  all  of  these  con- 
ditions, but  the  writer  would  here  register  a  protest  against  the  unfav- 
orable prognosis  still  entertained  by  many  physicians,  for  this  class  of 
cases.  It  is  noted  in  the  sense  of  discouragement  encountered,  when 
the  parent  brings  the  child  to  the  orthopedic  surgeon.  At  the  same 
time  it  is  a  pleasure  to  record  an  ever  lessening  duty  on  the  part  of  the 
consultant,  to  shield  the  family  doctor,  for  the  latter's  increasing  knowl- 
edge leads  him  to  know  how  much  may  be  done  to  improve  and  often 
to  cure  cripples.  A  favorable  result,  however,  requires  a  hopeful  im- 
agination and  a  faithful  perseverance  on  the  part  of  patient  and  doc- 
tor, not  to  mention  knowledge  and  skill  on  the  professional  side.  Again 
the  time  has  gone  by  when  the  orthopedic  surgeon  should  refrain,  from 
any  feeling  of  false  modesty,  from  condemning  the  practice  of  the 
physician  referring  the  patient  to  the  instrument  maker,  with  the  in- 
efficient instruction  "Make  a  brace  for — "  (naming  the  disease  or  the 
deformity).  There  are  a  sufficient  number  of  instrument  makers  who 
can  construct  a  good  piece  of  mechanism  from  proper  measurements 
and  instructions,  but  no  such  mechanic  should  be  expected  to  have  the 
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proper  knowledge  of  anatomy  and  pathology  to  decide  what  form  of 
brace  or  shoe  to  give  the  patient.  As  a  matter  of  fact  they  have  not 
this  knowledge. 

The  education  of  the  crippled  child  is  a  much  neglected  study  by 
the  physician  as  well  as  of  the  community.  The  treatment  of  the  aver- 
age crippled  child  occupies  two  periods — the  comparatively  short  one 
"in  bed,"  at  the  hospital  or  at  home ;  and  the  much  longer  one,  when  he 
is  "up,"  with  brace  or  with  plaster  of  Paris  dressing.  The  tubercular 
child,  in  the  hospital,  on  a  Bradford  frame  or  with  pulley-weight  ex- 
tension to  his  diseased  hip  or  knee,  the  crippled  child  recovering  from 
an  operation  lies  in  comparative  comfort,  with  a  mind  active  and,  ac- 
cording to  his  age,  acquisitive.  What  are  our  hospitals  doing  for  the 
mental  and  moral  training  of  these  children?  Kings  County  Hospital 
has  the  services  of  two  trained  women,  supplied  by  the  Brooklyn  Free 
Kindergarten  Association,  who  come  every  morning,  and  by  stories, 
children's  songs  and  simple  handicrafts,  give  these  children  real  train- 
ing. Some  of  the  older  children  should  have  primary  and  even  gram- 
mar grade  studies,  which  they  do  not  get.  The  New  York  Public 
School  system  supplies  teachers  to  the  Hospital  for  Ruptured  and  Crip- 
pled, and  to  the  New  York  Orthopedic  Hospital,  and  other  cities  have 
similar  arrangements.  Brooklyn  is  far  behind  in  this.  This  paper  will 
not  go  into  a  discussion  of  morals,  but  all  of  us  will  no  doubt  agree  that 
the  training  of  self  control  in  children  is  desirable.  The  writer  would 
especially  emphasize  this  for  the  crippled  child.  A  wise  head  nurse  in 
a  children's  ward  will  combine  discipline  with  a  sympathetic  apprecia- 
tion of  the  individuality  of  the  child,  and  she  is  a  God-send  to  these 
lives.  The  casual  visitor  to  such  a  ward  is  impressed  with  the  happi- 
ness and  content  on  the  faces  of  the  children,  and  the  attending  medical 
man  knows  that  this  atmosphere  hastens  recovery.  But  outside  of  the 
hospital,  the  parents  of  crippled  children  are  much  to  blame.  A  false 
sympathy  for  the  unfortunate  leads  to  an  over  indulgence  and  a  train- 
ing of  peevishness  in  these  children.  Every  physician  knows  that  the 
self-willed  child — better  say  the  child  ignorantly  taught  to  be  selfish — 
is  not  only  troublesome  to  deal  with,  but  his  lack  of  kind  but  firm  train- 
ing in  obedience  may,  in  a  crisis,  even  turn  the  scales  toward  an  un- 
favorable outcome.  Stress  is  here  laid  upon  this  because  it  is  believed 
that  crippled  children  are  particularly  sinned  against  in  this  regard, 
and  that  the  physician  may  do  much  in  pointing  out  the  error  to  the 
parent. 

It  has  been  here  stated  that  the  longer  period  in  the  care  of  the 
crippled  child  is  the  second  or  convalescent  one.  During  this  time,  he 
is  up  and  about,  wearing  plaster  of  Paris  dressings  or  braces  to  sup- 
port and  complete  the  recovery  of  the  weak  part.  The  period  may 
occupy  months,  and  even  years.  These  children  could  leave  the  hospi- 
tals and  be  cared  for  at  home  if  the  homes  were  proper  places  for 
them.  They  must  be  in  the  environment  of  the  two  great  elements  of 
hygiene — proper  food  and  plenty  of  fresh  air — if  they  are  not  to  re- 
lapse. And  relapse,  in  the  cases  of  tubercular  joint  disease,  is  usually 
a  much  worse  condition  than  the  original  one.  Parents  of  the  private 
patient  can  usually  insure,  with  instruction,  the  proper  hygiene  and 
skilled  attendance.  The  convalescent  cripple  of  the  tenement  is  theo- 
retically a  dispensary  case.  Practically,  the  properly  equipped  ortho- 
pedic dispensary  can  supply  the  purely  technical  treatment,  but  it  can- 
not prevent  the  unfavorable  conditions  of  the  tenement  home,  which  so 
often  send  the  child  back  to  the  hospital,  worse  off  than  at  first.  This 
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leads  some  of  us  to  believe  that  our  cities  must  supply  convalescent 
homes  for  crippled  children.  Places  equipped  with  all  facilities  for 
simple  surgical  dressings,  for  the  proper  changing  of  their  plaster  of 
Paris  dressings  and  with  a  work  shop  for  the  making  and  the  repair 
of  their  braces  or  at  least  close  touch  with  such  a  work  shop.  The  New 
York  Orthopedic  Hospital  has  such  a  convalescent  home  at  White 
Plains.  New  York  State  has  such  a  one  at  Haverstraw  and  other  large 
communities  have  more  or  less  well  equipped  homes  of  this  nature. 
Brooklyn  has  not  met  this  great  need. 

What  should  be  the  education  of  the  convalescent  child?  What 
is  he  capable  of?  This  period  often  occupies  several  of  the  years  when 
his  mind  is  most  keen.  He  is  often  brighter  mentally  than  the  aver- 
age child  of  his  age.  Are  we  not  too  frequently  letting  this  highly 
arable  ground  go  fallow? 

Wealthy  parents  can  supply  tutors.  In  some  communities,  special 
schools  have  special  classes  and  special  teachers  for  these  children. 
Brooklyn  has  made  a  beginning  in  this  line  in  one  of  the  Public  Schools 
of  the  crowded  Bushwick  section.  Other  cities  add  a  bus-wagon  ser- 
vice to  take  the  children  to  and  from  the  schools.  Where  this  is  wisely 
done,  the  day's  routine  of  hours  is  not  too  rigidly  adhered  to.  Wearied 
children  are  given  period  of  relaxation  and  good  wholesome  food  is  at 
some  places  provided.  Several  of  the  smaller  German  cities  supply 
this  need  most  effectively.  But  the  convalescent  home  is  the  place  par 
excellence  for  the  convalescent  cripple.  There  his  entire  life  is  con- 
trolled and  a  proper  balance  between  sleep,  play  and  study  may  be  at- 
tained. There  his  orthopedic  care  and  his  hygienic  surroundings  may 
be  insured.  These  children  take  readily  to  the  occupations  of  manual 
training.  As  a  vast  majority  of  their  disabilities  are  of  the  lower  ex- 
tremities or  the  trunk,  the  hands  and  arms  are  free  to  be  trained  to 
useful  work.  The  wise  supervisor  of  such  a  home  studies  the  individ- 
ual, seizes  on  the  part  of  the  body  uninvolved  and  trains  it,  and  thus 
the  child  may  become  a  useful,  self-supporting  citizen.  May  New 
York's  City  Fathers  see  and  grasp  this  opportunity  or  may  our  ad- 
mirable charitable  organizations  add  this  to  their  usefulness ! 

A  great  danger,  in  such  a  well  equipped  convalescent  home,  as 
indeed  it  often  is  with  the  average  parent  of  crippled  children  outside 
the  home,  is  to  forget  that  with  returning  health  and  strength,  the 
child  may,  by  operation  or  other  change  in  the  treatment,  be  greatly 
improved  or  even  cured — an  opportunity  that  was  perhaps  not  possible 
at  an  earlier  stage  of  the  treatment.  And  so,  with  the  thoughtful  at- 
tention to  his  general  health  and  to  his  education,  his  deformity  may 
be  forgotten.  The  remedy  for  this  lies  in  the  efficient  co-ordination  of 
the  hospital  and  the  convalescent  home,  as  in  the  case  of  the  New  York 
Orthopedic  Hospital  and  its  country  home,  or  in  active  service,  on  the 
visiting  staff  of  the  convalescent  home,  of  the  medical  man  or  men, 
trained  to  study  and  to  treat  the  deformities. 

In  conclusion,  crippled  children  are  treated  in  a  short  or  "bed"  pe- 
riod and  in  a  longer  or  "up"  period  ;  the  shorter  period  should  be  in 
the  hospital,  the  longer  in  the  convalescent  home.  As  they  are  under 
medical  care  for  a  considerable  period  of  their  minority,  it  is  neglecting 
a  duty  to  them  to  neglect  their  education.  Crippled  children  are  keen 
for  mental  and  take  kindly  to  manual  training.  Parts  not  involved  in 
their  deformity  may  be  highly  trained  and  they  may  be  made  useful 
citizens.  We  must  not  forget  that  possibilities  for  ever  increasing  cor- 
rection of  their  deformities  are  present  with  improving  general  health. 


THE  DUTY  OF  THE  COMMUNITY  TO  ITS  BACKWARD 

CHILDREN. 


By  Louis  C.  Ager,  M.D., 

of  Brooklyn,  N.  Y. 

AS  this  is  an  economic  problem,  a  brief  discussion  of  the  rights 
of  the  individual  and  of  the  duties  of  the  state  to  its  indi- 
vidual citizens  cannot  be  out  of  order,  even  in  a  medical 
journal.  It  must  be  recognized  at  the  outset  that  it  is  not  in  accord 
with  facts  to  assume  that  the  state  has  any  duties,  in  the  moral  sense 
of  the  word,  toward  any  individual.  The  so-called  rights  of  the  indi- 
vidual are  privileges  which  have  been  granted  arbitrarily  from  time 
to  time  by  the  state  to  certain  individuals  or  groups  of  individuals, 
and  later  extended  to  wider  and  wider  circles  in  the  community,  as 
the  state  evolved  to  higher  and  higher  planes  of  enlightened  selfish- 
ness. Moral  duty  implies  personality  and,  therefore,  appertains  to 
the  individual  only,  depending  upon  the  relative  degree  of  respon- 
sibility. In  the  earliest  stages  of  social  evolution  the  unproductive 
individual  was  discarded  without  discussion.  As  the  sense  of  moral 
obligation  developed,  this  elimination  of  the  unfit  became  an  unwise 
state  policy,  and  a  tacit  recognition  of  individual  obligation  was  sub- 
stituted. From  that  time  until  the  present  the  care  of  non-productives 
has  been  entirely  of  an  eleemosynary  nature.  The  supply  of  pro- 
ductives  has  been  sufficient  and  the  others  have  been  ignored  as  far 
as  possible.  Quite  recently,  however,  the  state,  like  other  large  busi- 
ness corporations,  has  begun  to  see  the  wisdom  of  utilizing  waste 
products. 

This  is  the  only  basis  upon  which  the  state,  as  such,  can  logically 
enter  upon  this  work,  but  the  more  carefully  we,  as  individuals  with 
ethical  responsibilities,  study  this  problem,  the  more  fully  and  clearly 
shall  we  see  that  the  normal  welfare  of  the  individual  and  material 
welfare  of  the  state  can  best  be  worked  out  along  these  lines.  Never- 
theless, if  the  best  results  are  to  be  secured,  there  must  be  no  confusion 
between  the  duties  of  the  private  philanthropist  and  those  of  the  public 
office  holder,  and  the  impatience  of  private  citizens  often  delays  im- 
provements. In  those  communities  in  which  a  radical  form  of  govern- 
ment has  rushed  into  various  so-called  Socialistic  experiments  for  the 
public  care  of  the  unfit,  the  results  have  been  discouraging,  if  not 
worse.  It  is  the  duty  of  the  private  philanthropist  to  demonstrate  to 
the  representatives  of  the  state  the  economic  soundness  of  the  policies 
which  he  advocates.  It  then  becomes  the  duty  of  the  proper  office 
holders  to  put  those  policies  into  operation. 

It  is  in  this  sense  only,  that  is,  from  the  selfish  point  of  view  of 
economy,  that  the  state  has  duties  toward  backward  children.  Two 
factors  determine  the  productive  capacity  of  an  individual — heredity 
and  environment.  The  latter  is  at  present  receiving  much  abstract 
consideration  from  various  students  and  near-students,  which  will 
sooner  or  later  c/ystalize  into  something  of  practical  value. 

For  the  individual  already  more  or  less  marred  in  the  making, 
the  community  has  in  the  past  supplied  rather  inadequate  places  of 
refuge  from  the  world.  We  have  now  reached  a  stage  of  develop- 
ment where  the  wiser  citizens  are  succeeding  in  forcing  upon  the  state's 
attention  the  wisdom  of  doing  something  more.  They  have  proved 
that  the  ultimate  cost  to  the  community  of  the  unfit  would  be  much 
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less  under  a  system  which  would  involve  a  much  greater  initial  ex- 
penditure. In  this  sense,  it  is  the  duty  of  the  state  to  supply  to  each 
individual  that  environment  which  will  develop  his  productive  capacity 
to  the  greatest  possible  extent.  It  is  evident  that  the  actual  value  of 
the  material  wealth  which  would  accrue  to  the  state  in  return  for  its 
expenditure  in  individual  cases  would  vary  widely  according  to  the 
hereditary  endowment  of  the  individual;  and  it  follows  that  at  one 
end  of  the  scale  would  be  those  who  would  return  many  fold  the  initial 
cost,  while  at  the  other  end  would  be  those  who  showed  almost  no 
results.  The  superficially  economic  plan  would  be  to  determine  the 
line  of  demarcation  between  the  paying  and  the  non-paying  investment 
and  to  act  accordingly.  If  it  were  possible  to  put  the  Spartan  theory 
into  practice,  without  any  bad  moral  effect  upon  the  remaining  indi- 
viduals, and  literally  to  remove  all  those  who  would  become  a  burden 
upon  the  state,  the  problem  might  be  solved  in  that  way.  With  our 
present  ethical  theories  demanding  the  preservation  of  all  individuals, 
regardless  of  their  apparent  value  to  the  state,  what  might  be  called 
the  negative  factor  must  be  taken  into  consideration.  That  is,  it  would 
certainly  be  a  wise  economic  policy  to  spend  a  large  amount  of  wealth 
and  energy  in  educating  a  certain  class  of  individuals  up  to  a  point 
where  they  would,  even  under  expensive  supervision,  become  slightly 
productive,  provided  they  had  been  transformed  in  the  process  from 
a  dangerously  destructive  type.  The  malevolent  effects  upon  the  com- 
munity of  the  unrestrained,  backward  child  are  too  numerous  to  be 
enumerated  here.  They  begin  as  soon  as  the  child  begins  to  come  in 
contact  with  other  children,  either  at  play  or  in  the  school.  In  adult 
life  these  children  make  up  a  large  part  of  our  criminal  classes.  In 
spite  of  the  laws  passed  by  various  states  to  prevent  reproduction,  that 
side  of  the  problem  is  as  yet  unsolved.  Statistics  seem  to  show  that 
the  mentally  deficient  are  increasing  more  rapidly  than  the  total  popu- 
lation. I  am  personally  of  the  opinion  that  this  belief  is  erroneous  and 
that  it  is  based  upon  the  more  thorough  enumeration  of  later  years. 
Nevertheless,  their  influence  is  definitely  destructive  and  they  should, 
therefore,  be  transformed  as  far  as  possible  into  productive  citizens. 


GIVING  DRUGS  TO  INFANTS  AND  CHILDREN. 
By  Elias  H.  Bartley,  M.D., 

of  Brooklyn,  N.  Y. 

IN  the  treatment  of  children  there  is  more  necessity  of  knowledge 
of  detail  than  in  the  treatment  of  adults.   A  lack  of  this  knowledge 
and  an  unwillingness  to  bother  with  the  minute  details  of  manage- 
ment, are  the  chief  obstacles  to  success  in  the  treatment  of  the  infant. 
In  the  treatment  of  children,  even  more  than  in  that  of  adults,  thera- 
peutic ignorance  is  the  father  of  therapeutic  nihilism. 

There  are  two  opposing  faults  in  the  administration  of  remedies 
to  infants,  both  of  which  are  entirely  too  frequently  met  with.  These 
are,  absence  of  interest  or  ability  leading  to  neglect,  and  therapeutic 
meddlesomeness.  Neither  of  these  leads  to  the  desired  end,  but  often 
to  a  change  in  the  physician. 

There  are  three  ideas  which  should  occupy  the  mind  of  the 
physician  who  is  called  upon  to  treat  a  baby.  These  are,  the  benefits 
to  be  accomplished,  the  possible  harm  to  be  done  by  the  treatment, 
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and  the  intelligence  of  the  mother  to  carry  out  the  directions.  The 
drug  treatment  of  an  infant,  although  essential,  is  so  often  but  a  small 
portion  of  the  treatment  to  be  directed,  and  the  faith  of  humanity  in 
drug  treatment  is  so  strong  that  the  overanxious  and  tired  mother  is 
apt  to  forget  all  other  instructions  and  remember  only  the  "medicine." 
Much  judgment  is  necessary  on  the  part  of  the  prescriber  of  medi- 
cines; little  or  no  judgment  on  the  part  of  the  mother  or  nurse 
may  bring  the  greatest  skill  to  nought.  An  intelligent  mother  will,  if 
properly  instructed,  put  aside  her  prejudices  and  whims  when  the 
physician's  instructions  appeal  to  her  reason. 

A  clear  idea  of  what  is  to  be  accomplished  by  treatment,  involves 
a  clear  conception  of  the  action  of  the  remedies  prescribed.  No  medi- 
cine is  to  be  included  in  the  prescription  without  a  distinct  indication. 
When  we  have  decided  in  our  minds  exactly  what  is  indicated,  the 
next  thought  should  be  how  to  get  it  or  them  into  a  palatable  form 
that  will  not  disturb  the  gastro-intestinal  organs  of  the  child.  Digitalis, 
for  example,  may  seem  to  be  the  drug  needed,  but  it  would  be  useless 
to  ask  a  mother  to  give  the  undisguised  infusion.  In  bronchitis  or 
pneumonia,  ammonium  carbonate,  dissolved  in  syrup  of  tolu  or  syrup 
of  wild  cherry  bark,  might  be  thought  of.  Such  a  mixture  is  certain 
to  seriously  interfere  with  the  child's  digestion  and  do  more  harm 
than  good. 

It  should  be  kept  constantly  in  mind  that  the  child's  gastro- 
intestinal mucous  membrane  has  a  predominating  influence  over  the 
whole  body — an  influence  not  known  or  seldom  seen  in  the  adult. 
Anything  which  irritates  this  membrane  is  a  serious  hinderance  to 
recovery  from  any  other  disease. 

Palatability  and  freedom  from  disgusting  or  irritating  qualities 
should  be  of  the  first  importance  in  a  prescription  for  a  child.  We 
may  at  times  find  it  necessary  to  sacrifice  what  may  seem  to  be  thera- 
peutic efficiency  for  the  sake  of  palatability.  This  will  depend,  how- 
ever, upon  our  knowledge  or  skill  in  the  art  of  directing  how  to  make 
a  mixture  palatable.  We  cannot  insist  too  strongly  on  a  study  of 
palatability  in  prescriptions  intended  for  children. 

The  dose  of  medicines  to  be  given  to  young  children  should  be 
small,  because  they  are  given  undiluted,  followed,  in  older  children, 
by  water.  It  is  impracticable  to  give  a  dose  of  large  volume  to  a  baby. 
The  U.  S.  P.  and  N.  F.  provide  a  number  of  medicated  waters,  elixirs 
and  syrups  designed  especially  as  flavoring  solutions  which,  with  the 
aid  of  judgment,  may  be  used  as  diluents  for  the  potent  and  disagree- 
able drugs.  Aqua  anisi,  aqua  chloroformi,  aqua  aurantii  florum,  aqua 
fceniculi,  elixir  adjuvans,  digestiuum  comp.,  aromaticum  curassio  N.  F., 
and  eriodictyi  aromaticum,  syrupus  acaciae,  aurantii,  aurantii  florum, 
calcii  lactophosphatis  and  eriodictyi  aromaticus  N.  F.,  are  examples 
of  such  flavoring ,( agents,  the  judicious  use  of  which  will  disguise 
almost  any  one  of  the  otherwise  disagreeable  medicines. 

Powders,  especially  bulky  powders,  should  not  be  prescribed  for 
children.  They  are  difficult  to  administer,  are  frequently  spilled  and 
are  easily  thrown  out  of  the  mouth  by  the  average  rebellious  child  and 
lost.  A  nearly  or  quite  tasteless  powder  like  calomel  or  chalk  can  be 
mixed  with  a  baby's  food  and  given  in  this  way,  if  the  baby  takes 
food  other  than  the  breast. 

Very  bitter  drugs,  such  as  quinine  salts,  creosote  compounds, 
ichthyol  and  camphor,  are  the  most  difficult  drugs  to  disguise.  The 
aromatic  syrup  and  elixir  of  yerba  santa  and  adjuvant  elixir  are  the 
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best  for  this  purpose.  Quinine  salts  rubbed  into  a  paste  with  spirits 
of  chloroform  and  suspended  in  one  of  these  liquids  will  be  taken  by 
almost  any  child  with  little  difficulty.  Creosote  carbonate  rubbed  up 
with  sweet  almond  oil  and  shaken  with  equal  parts  of  aromatic  syrup 
of  yerba  santa  and  water  will  be  taken  by  most  children  for  some 
time  without  objection  or  apparent  digestive  disturbance. 

Limitation  of  space  forbids  our  entering  into  a  full  discussion  of 
the  art  of  elegant  prescription  writing,  but  enough  has  been  said  to 
impress  the  importance  of  the  study  of  palatability  in  prescriptions 
intended  for  the  child,  as  well  as  therapeutic  effect  and  freedom 
from  harm. 

In  the  hands  of  the  physician  who  knows  when  and  how  to  use 
medicinal  agents  they  are  just  as  necessary  and  useful  as  they  ever 
were  in  the  treatment  of  disease,  and  those  who  express  a  lack  of 
faith  in  them  expose  their  incompetency  to  use  them  intelligently. 


THE  AVOIDANCE  OF  DISEASE  IN  SCHOOL  LIFE. 
By  William  A.  Northridge,  M.D., 

of  Brooklyn,  N.  Y. 

OUR  children  are  obtaining  that  portion  of  education  which  they 
receive  in  the  schools  at  too  great  a  physical  cost. 

Physicians,  teachers  and  all  thoughtful  observers  and 
students  of  our  school  system  know  this  and  criticize  the  system  severe- 
ly and  persistently. 

Although  they  protest  continually,  by  the  written  word  and  in 
public  discussion,  still,  owing  to  the  indifference  of  the  great  public, 
this  sometimes  very  wise  and  sometimes  very  silly  and  often  ineffi- 
cient system  goes  on  as  it  has  for  the  past  one  hundred  years,  trying 
to  make  students  out  of  eighteen  million  children,  only  seven  per  cent, 
of  whom  will  go  to  even  a  high  school,  much  less  to  a  college. 

Although  these  facts  are  well  known,  the  system  keeps  on  trying 
to  prepare  the  whole  eighteen  million  for  high  school  and  college, 
rather  than  for  that  which  is  surely  to  be  the  life  work  of  ninety-three 
per  cent,  of  them,  and  to  the  great  physical  detriment  of  many  of  them. 

Instead  of  trying  to  prepare  these  millions  of  children  to  enter 
college,  the  schools  should  help  prepare  them  to  enter  life.  And 
this  life  to  the  great  mass  of  the  children  is  to  be  one  of  physical 
labor  very  largely.  And  to  successfully  carry  it  on  they  need  splen- 
didly developed  bodies  far  more  than  they  need  algebra,  French  reg- 
inals,  drawing  or  German  grammar. 

And  for  those  children  who  by  reason  of  accidents  of  birth,  or 
circumstance  or  strong  desire,  choose  to  develop  the  intellectual  side, 
let  there  be  given  every  chance  for  higher  education  to  the  uttermost, 
without  cost  or  hinderance  ;  but  with  as  little  physical  injury  as  possible. 

All  this  could  be  readily  accomplished  by  changing  the  school 
work  and  hours  and  by  making  the  course  more  elastic  and  in  part 
elective  after  the  essentials ;  and  by  making  manual  training  compulsory 
upon  all  those  who  do  not  choose  the  high  school  or  college  course. 
Thus  arranged,  much  misery  and  heartache,  worry  and  ill  health  would 
be  done  away  with. 

It  is  far  better  for  John  and  Mary  when  they  come  to  marry,  that 
Mary  be  taught  while  in  school,  domestic  science  rather  than  algebra. 
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And  while  teaching  the  essential  things  which  the  mass  of  the  chil- 
dren will  need  so  sorely  later  on,  the  schools  must  so  conserve  the 
physical  well-being  of  the  children  that  they  will  leave  school  well 
developed  on  that  side  as  well  as  on  the  mental  side.  For  it  is  much 
better  for  the  nation  that  John  and  Mary  be  strong  physically  even 
at  the  expense  of  some  mental  culture,  if  the  circumstances  are  such 
that  both  cannot  be  had. 

We,  as  physicians,  must  do  our  share  toward  educating  the  public 
to  demand  that  the  evils  clinging  to  our  in  many  ways  admirable 
school  system,  which  costs  us  in  the  United  States  four  hundred  million 
dollars  a  year,  shall  be  done  away  with.  Teach  them  to  demand  a 
practical,  common  school  system  which,  while  fitting  one  hundred 
per  cent,  of  the  scholars  for  their  life  work,  shall  not  hurt  one  per 
cent,  of  them  physically.  Furthermore,  a  system  which  will  not  only 
not  hurt  the  scholar  physically,  but  will,  on  the  other  hand,  positively 
build  him  up  along  that  line.  This  is  the  ideal  from  the  standpoint 
of  the  physician. 

The  medical  man  may  reach  his  public  socially  and  through  his 
clientele  and  thus  educate  them  along  these  lines  to  demand  more  fresh 
air  in  the  schoolrooms,  longer  vacations,  longer  recesses,  shorter  school 
hours  and  either  the  doing  away  with  all  home  work  or  its  rigid  limi- 
tation and  the  doing  away  with  all  examinations.  If  this  could  be 
accomplished,  it  would  relieve  the  children  very  much  from  the  strain 
which  they  are  now  under. 

The  physician  himself  must  order  that  all  children  who  show 
physical  deterioration  of  any  sort  be  taken  out  of  school  and  kept  as 
much  as  possible  care  free,  at  play  in  the  open  air  for  long  periods 
of  time. 

It  is  very  pleasing  to  both  the  doctor  and  the  parents  of  the  chil- 
dren to  note  how  wonderfully  they  improve  when  thus  treated.  No 
stronger  argument  can  be  made  against  the  present  system  than  is 
shown  by  the  disappearance  of  all  symptoms  in  these  children  who 
are  taken  out  of  school  and  given  the  proper  chance  for  recuperation 
of  health.  We  see  returned  the  rosy  cheek,  the  brilliant  eye,  the  quick, 
eager  look  and  the  elastic  step  of  healthy  childhood. 

The  preventive  medicine  of  school  life  could  to  a  large  extent, 
here  in  New  York  at  any  rate,  be  carried  out  by  the  school  physicians 
who  at  present  examine  the  children  for  defects.  If  these  men,  instead 
of  being  servants  to  the  system,  were  placed  in  the  position  of  gov- 
ernors of  the  health  of  the  children — practically  dictators  on  health 
subjects  in  the  school  life — at  least  to  the  extent  that  we  all  are  among 
our  private  patients,  the  outlook  would  be  much  brighter  for  the  physi- 
cal future  of  the  children. 

Much  strain  to  the  child's  nervous  system  might  be  prevented  if 
all  teachers  of  the  virago  class  were  first  cautioned,  next  disciplined, 
and  if  necessary  dismissed.  If  the  children  could  be  rid  of  these  yell- 
ing, screaming,  sarcastic,  terror-spreading  women  wTho  shame  the  great 
mass  of  our  devoted,  child-loving  teachers,  who  are  such  a  credit 
to  womanhood  and  the  profession  of  teaching,  the  gain  would  be  great. 

The  strain  would  be  lessened  for  some  of  the  children  if  the  pres- 
ent method  of  herding  the  children  in  droves  made  up  of  the  brightest 
and  the  dullest  as  well  as  of  the  mediocre  and  making  all  average  up  or 
down  to  a  certain  standard,  could  be  modified  so  that  the  dull  children 
would  not  be  worried  so  much  in  the  effort  to  keep  up,  nor  the  bright 
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ones  worn  too  fine  by  the  fierce  competition  caused  by  the  efforts  to 
attain  to  the  head  of  the  class. 

Again,  the  strain  would  be  eased  by  cutting  out  of  the  school 
course  all  the  frothy  and  of  little  account,  yet  time-eating,  subjects 
which  have  crept  in,  and  by  restricting  the  teaching  to  the  essentials 
of  a  sound,  common  school  education,  with  the  addition  of  some  handi- 
craft which  the  children  will  be  able  to  use  in  after  life.  For  instance, 
the  essentials  of  carpentry  for  the  boys  and  of  domestic  science  for 
the  girls.  This  change  in  the  curriculum  would  not  only  interest  the 
children  greatly,  but  would  place  in  every-day  use  that  body  which  is 
so  injured  by  being  kept  quiet  so  long  a  time  each  day,  and  thus  do 
the  pupils  positive  good  physically. 

Thus  taught,  John  would  be  able  to  use  his  hands  to  some  extent 
and  Mary  would  make  a  much  better  wife  and  mother,  and  she  would, 
to  a  considerable  degree  at  least,  escape  the  agony  incident  to  having 
to  learn  her  life  work  after  marriage;  and  above  all,  they  would  be 
more  physically  fit. 

The  deterioration  of  the  blood  which  we  so  often  see  in  school 
children  would  be  best  prevented  by  out-of-door  schools.  These  would 
be  practical  in  this  part  of  the  United  States  for  only  a  portion  of 
each  year,  but  all  schoolrooms  having  but  one  window,  or  with  win- 
dows opening  on  small  courts,  should  be  done  away  with,  for  the 
greatest  amount  possible  of  sunshine  and  fresh  air  is  of  prime  im- 
portance. 

Furthermore,  gymnastics  and  physical  culture  generally,  instead 
of  being  largely  a  name  study,  used  in  many  schools  only  for  a  few 
minutes  daily,  and  sometimes  not  at  all,  should  be  developed  into  a 
course,  thorough  enough  to  be  a  decided  factor  in  helping  to  keep 
the  children  well  and  in  developing  them,  and  in  eradicating  curvatures 
and  deformities  as  far  as  practicable  by  such  means. 

Physicians  should  be  in  charge  of  this  department  in  our  public 
schools,  as  they  now  are  in  many  of  the  private  schools. 

I  believe  with  the  school  course  modified  in  some  such  way  chil- 
dren might  be  brought  through  with  the  least  physical  stuntage. 

If  we  all  keep  at  it,  the  next  generation  will  spend  much 
more  time  out  of  doors  and  many  less  hours  in  the  schoolroom,  and  be 
really  better  educated,  notwithstanding. 


TONSILS  AND  ADENOIDS  IN  SCHOOL  CHILDREN  AND 
WHAT  SHOULD  BE  DONE  WITH  THEM. 


By  Walter  D.  Ludlum,  M.D., 

of  Brooklyn,  N.  Y. 

WHILE  much  has  been  written  on  the  subject  of  "tonsils  and 
adenoids,"  or  more  properly,  on  hypertrophy  of  the  lymphoid 
structures  of  pharynx  and  fauces,  the  last  word  has  not  yet 
been  spoken  and  the  matter  is  one  of  so  much  importance  that  there 
is  still  room  for  much  discussion  and  emphasis  even  on  the  points 
which,  in  the  eyes  of  the  instructed,  are  beyond  dispute. 

The  lymphatic  structures  in  the  throat  which  make  up  what  has 
been  called  Waldeyer's  ring  are  the  pharyngeal  tonsil  or  "the  ade- 
noids," the  two  faucial  tonsils  and  lingual  tonsil.  In  childhood  the 
last  named  does  not  need  to  be  considered  as  it  is  not — or  at  most  very 
slightly — subject  to  disease  at  this  period.  Hypertrophy  of  the  faucial 
tonsils  is  practically  never  present  without  enlargement  of  the 
lymphatic  tissue  in  the  pharyngeal  vault,  while  the  converse  is  not 
true,  that  the  absence  of  tonsillar  enlargement  signifies  the  absence 
of  adenoid  growth. 

Hypertrophy  and  chronic  disease  of  this  lymphatic  ring  is  of 
importance  from  two  points  of  view,  that  of  mechanical  obstruction 
and  that  of  infection. 

Hypertrophy  of  the  faucial  tonsils  rarely  takes  place  to  such  a 
degree  that  they  impede  respiration — or  deglutition — and  so,  in  their 
case,  the  enlargement  per  se  is  of  relative  unimportance;  the  matter 
of  moment  is  the  infection,  chronic  or  recurrent,  nearly  always  co-exist- 
ing. As  a  matter  of  fact,  some  of  the  largest  tonsils,  shining  marks 
to  the  school  inspector,  are  not  very  harmful  and  some  of  the  smaller 
"submerged"  ones,  hardly  to  be  seen,  are  foci  of  grave  infection. 

With  hypertrophy  of  the  pharyngeal  tonsil  the  case  is  very  dif- 
ferent. This  lymphoid  mass  unquestionably  harbors  more  bacteria 
than  we  are  in  the  habit  of  thinking  of  and  is  the  source  along  with, 
as  well  as  independent  of  the  faucial  tonsils,  of  systemic  and  local 
infections ;  but,  in  addition  to  this,  it  does  much  damage  as  a  mechan- 
ical obstructionist,  both  to  the  passage  of  air  through  the  normal 
nasal  air  passages  and  to  the  discharge  of  secretions  from  the  posterior 
portions  of  the  nose  and  the  eustachian  tubes.  It  is  astonishing  how 
small  a  mass  of  lymphoid  tissue  properly — or  improperly — placed  in 
the  fossa  of  Rosenmuller  will  block  the  Eustachian  tube  and  cause 
otitis  media. 

The  indications  then  for  the  removal  of  adenoids  and  hypertro- 
phied  tonsils  would  be  the  presence  of  demonstrable  enlargement  plus 
symptoms,  and  these  symptoms  would  be  the  result  of  mechanical 
obstruction  or  of  infection  or  of  both.  The  most  obvious  and  there- 
fore the  best  known  is  the  mouth-breathing;  as  results  of  this  are 
various  bony  deformities,  narrow  jaw,  high-arched  palate,  pigeon- 
chest,  irregular  dentition ;  as  results  still  more  remote,  poor  degluti- 
tion and  consequent  poor  digestion  and  general  bodily  development. 
This  last,  of  course,  may  be  contributed  to  by  the  other  element,  of 
infection.  Anemia  is  very  frequent.  Deafness  and  a  consequent 
imputation  of  undeserved  stupidity  are  common. 

As  results  of  the  infection — and  here  tonsils  and  adenoids  may 
be  treated  together — are  the  constant  or  repeated  attacks  of  coryza, 
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sore  throat,  whether  of  the  simple  catarrhal  type,  follicular,  or  more 

rarely  suppurative;  otitis  media,  enlarged,  sometimes  suppurative  cer- 
vical lymphatic  glands.  Of  general  infections  the  most  important  is 
rheumatism,  whether  of  the  frank  or  masked  variety,  for,  in  our 
present  ignorance  of  the  true  cause  and  substance  of  rheumatism,  we 
thing  of  it  as  an  infection,  frequently,  if  not  usually,  entering  the 
system  through  the  lymphoid  tissue  of  Waldeyer's  ring. 

In  the  presence  of  these  symptoms,  or  some  of  them,  we  recom- 
mend the  removal  of  the  diseased  and  hypertrophied  tissue;  of  course 
this  would  not  be  undertaken  in  the  presence  of  acute  infection.  When 
the  operation  has  been  decided  upon,  the  point  of  importance  is  that 
it  be  done  thoroughly  but  with  as  little  trauma  as  thoroughness  allows. 

While  some  of  the  throat  specialists  describe  certain  operations 
with  special  instruments  as  though  that  were  the  only  way  an  efficient 
operation  could  be  performed,  the  writer  would  contend  that  different 
methods  of  procedure,  if  skilfully  employed  by  those  accustomed  to 
their  use,  are  equally  efficient;  even  the  much  maligned  tonsilotome 
will  remove  many  tonsils  completely  and  cleanly  with  little  trauma. 

At  any  rate  clear  out  all  the  tonsillar  tissue,  with  all  the  crypts, 
and  get  the  lymphoid  tissue  out  of  Rosenmuller's  fossa  or  look  for  dis- 
appointment. Even  then  do  not  look  for  miracles ;  one  of  the  disap- 
pointing results — or  lack  of  results — in  the  removal  of  tonsils  and 
adenoids  is  the  fact  that  some  of  the  cases  will  persist  in  having 
colds  even  when  you  think  they  have  no  local  occasion ;  this  is  doubt- 
less due  to  the  fact  that  in  many  cases  the  diathesis  is  systemic  rather 
than  local. 

This  operation,  like  many  others,  has  at  times  fallen  into  dis- 
repute because  inefficiently  performed  in  unselected  cases ;  but,  if 
undertaken  for  the  relief  of  conditions  reasonably  to  be  attributed  to 
the  pathological  material  present,  and,  if  this  material  is  thoroughly 
removed,  there  is  no  class  of  operation  in  which  the  general  average 
of  results  is  more  gratifying. 

A  NOTE  CONCERNING  THE  EYES  OF  OUR  SCHOOL 

CHILDREN. 

By  James  Cole  Hancock,  M.D., 

of  Brooklyn,  N.  Y. 

ALTHOUGH  the  system  of  making  scientific  examinations  of 
the  eyes  of  our  school  children  has  been  in  use  for  but  a  few 
years  the  beneficial  results  from  it  have  been  far  beyond  what 
could  have  been  expected. 

While  going  through  one  of  our  public  schools  at  the  present 
day  one  would  find  but  few  of  the  acute  and  chronic  eye  affections 
formerly  so  common,  and  such  as  one  would  find  would  be  under 
treatment  and  under  the  careful  observation  of  the  school  physician. 
It  is  noteworthy  that  trachoma  has  been  practically  eliminated  from 
our  schools. 

With  regard  to  cases  of  refractive  error  the  near-sighted  ones 
and  the  ones  with  marked  astigmatism  are  picked  out  and  referred 
for  glasses ;  but  unfortunately  the  hyperopic,  or  far-sighted  cases,  and 
those  with  low  degrees  of  astigmatism  are  seldom  discovered  because 
with  these  vision  is  usually  good.  It  is  in  these  latter  cases  that  we 
find  most  of  the  eye  strain  and  their  detection  usually  requires  special 
knowledge  of  refraction. 


SORE  THROATS  WITH  COMPLICATIONS.* 


By  Stephen  H.  Lutz,  M.D., 

Surgeon,  Brooklyn  Eye  and  Ear  Hospital;  Otologist,  Eastern  District  Hospital, 
Brooklyn,  N.  Y. 

THE  sore  throats  seen  during  the  winter  and  spring  just  passed 
were  different  in  many  respects  from  the  ordinary  tonsillitis 
cases  of  other  years.    In  my  own  experience  the  patients  all 
had  complications  and  in  almost  all  the  cases  these  were  serious. 

The  cases  came  to  me  with  ear  trouble  as  a  result  of  a  cold  or 
"grippe"  many  called  it,  but  all  had  had  a  severe  sore  throat  to 
begin  with  or  shortly  after  the  so-called  "grippe"  began. 

Right  here  I  want  to  make  a  protest  against  the  frequent 
attacks  of  "grippe"  from  which  so  many  patients  are  supposed  to 
suffer.  A  coryza,  followed  by  malaise,  bones  ache,  headache,  tem- 
perature to  101  or  102  degrees,  then  a  sudden  rise  to  103  or  even 
104.5^  degrees,  a  chill,  extreme  prostration,  very  severe  headache, 
then  a  sore  throat,  or  pain  around  the  eyes  or  nose  or  ears,  means 
an  infection.  In  my  own  experience  it  is  either  a  streptococcus 
or  staphylococcus,  very  seldom  a  grippe  infection.  I  can  find  only 
two  cases  of  grippe  in  the  last  two  years  in  my  own  records  in 
which  the  influenza  bacillus  has  been  found. 

I  shall  detail  only  twenty-one  cases  that  came  along  in  the 
regular  run  of  my  office  work  since  November  20,  191 1. 

Case  I. — M.  S.,  aged  7,  had  a  cold  with  severe  sore  throat  early  in  Novem- 
ber; came  to  me  November  20th,  discharge  from  left  ear.  The  ear  was  treated 
about  ten  days  and  discharge  stopped.  Severe  coryza  continued.  Culture  showed 
pneumococcus.  Right  ear  began  to  pain  December  5th.  Incision  tympanic  mem- 
brane. Discharge  continued  till  December  15th,  when  the  ear  assumed  a  typical 
mastoid  appearance.  Mastoid  operation,  December  15th.  Patient  discharged 
cured  February  19th.  Van  Cott's  vaccine  given  four  times,  at  four-day  inter- 
vals, twice  for  each  ear.  The  vaccine  seemed  to  clear  up  the  first  ear  but  had 
little  effect  on  the  second  ear. 

Case  II. — Mrs.  M.,  severe  sore  throat  following  "grippe."  Earache.  I 
opened  the  ear  drum  November  27th.  Culture  showed  staphylococcus  aureus 
and  diphtheroid  bacilli.  She  cleared  up  without  further  trouble.  Vaccine  three 
times.  In  this  case  I  used  a  stock  vaccine  of  staphylococcus  aureus  and  an  old 
diphtheroid  vaccine  prepared  for  me  by  Dr.  Archibald  Murray  of  the  Hoag- 
land  Laboratory  some  seven  months  before.  This  patient  was  discharged  cured 
December  18th. 

Case  III. — Baby  W.,  came  to  me  with  history  of  sore  throat  and  "grippe" 
for  two  weeks  before  December  10th,  the  date  of  her  first  visit  to  my  office. 
I  found  both  ears  discharging.  She  had  much  pain,  restlessness  and  temperature. 
Culture  showed  staphylococcus  aureus.  She  received  seven  injections  of  stock 
staphylococcus  aureus  vaccine.    Discharged  January  28th  cured. 

Case  IV. — Miss  E.,  severe  cold,  possible  pneumonia,  followed  by  tonsillitis 
and  earache  February  2d.  Drum  membrane  incised.  Culture  showed  staphy- 
lococcus aureus  and  pyocyaneus.  Vaccine  for  both  given.  Stock  vaccines. 
Next  examination  showed  no  staphylococci.  Pyocyaneus  still  present.  Mastoid 
operation  February  21st.  Pyocyaneus  grown  from  culture  from  interior  of 
mastoid.  Staphylococcus  aureus  could  not  be  demonstrated  in  this  case  after 
the  first  injection  of  vaccine,  .although  several  examinations  were  made  and  the 
pyocyaneus  shown  each  time.    Patient  discharged  cured  April  28th. 

Case  V. — Mrs.  K.,  I  saw  in  the  midst  of  a  tonsillitis  following  what  she 
said  was  an  attack  of  "grippe."  Earache  two  days.  M.  T.  incised.  Culture 
showed  staphylococcus  aureus.  Vaccine  given.  Marked  mastoid  tenderness. 
Much  discharge.  Three  injections  given.  Mastoid  tenderness  cleared  up.  Dis- 
charged cured  March  20th. 


*  Read  before  the  Medical  Society  of  the  County  of  Kings,  Brooklyn,  N.  Y., 
May  21,  1912. 
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Case  VI. — H.  McC.  History  of  severe  tonsillitis  some  weeks  before  I 
saw  him  first  on  January  7th.  That  same  night  I  opened  a  very  bad  mastoid 
abscess.  Culture  taken  from  the  interior  of  the  mastoid  showed  streptococcus 
mucosus.  This  boy  had  an  ankle  and  an  elbow  very  red  and  swollen  at  the 
time  of  the  operation.  Van  Cott's  vaccine,  salol,  large  doses  of  urotropin  were 
used  in  this  case,  but  the  boy  went  on  and  developed  an  endocarditis  and 
chorea.    Mastoid  healed.    Discharged  March  3d.    Heart  not  improved. 

Case  VII. — Mrs.  B.  Grippe,  tonsillitis,  in  January.  Bad  ear.  February  14th 
M.  T.  incised.  Culture  showed  staphylococcus  aureus.  Vaccine  two  injections. 
Discharged  March  5th  cured. 

Case  VIII.— Mrs.  M.  February  14th  incised  M.  T.  for  severe  earache  fol- 
lowing tonsillitis  and  "cold."  Streptococcus  and  Friedlander  bacillus.  One  in- 
jection of  vaccine  containing  both  of  these  germs,  made  by  one  of  the  large 
drug  houses.    This  patient  passed  out  of  my  hands.    She  refused  an  operation. 

Case  IX. — M.  R.  Tonsillitis,  antrum  and  ethmoiditis.  Earache  February 
27th.  Incision  M.  T.  Culture  showed  pyocyaneus.  Two  injections  pyocyan- 
eus  vaccine.    Discharged  cured  March  9th. 

Case  X. — Miss  J.  Tonsillitis,  "grippe."  Antrum  empyaema.  Culture 
showed  streptococci.  Three  injections  Van  Cott's  vaccine.  Antrum  operation, 
large  amount  of  pus,  washed  with  alcohol  50  per  cent,  to  85  per  cent.  Dis- 
charged cured  in  four  weeks. 

Case  XI. — Miss  A.  Tonsillitis,  mastoiditis.  I  saw  her  February  226.  and 
sent  her  directly  to  the  hospital  and  operated  that  same  day.  Culture  from  the 
interior  of  the  mastoid  showed  staphylococcus  aureus.  Patient  developed  what 
appeared  to  be  erysipelas  three  days  after  operation,  but  Dr.  Murray  could  find 
no  streptococci  after  three  examinations.  1  c.c.  Van  Cott's  vaccine.  Redness 
and  swelling  of  the  ear  and  face  all  gone  in  five  days.  Mastoid  healed  and 
patient  discharged  May  12th. 

Case  XII. — Mr.  F.  Tonsillitis,  grippe,  two  weeks.  Came  to  me  March 
13th.  Pain  left  ear.  Incision  M.  T.  Culture  showed  staphylococcus  aureus. 
Four  injections.    Discharged  cured  April  24th. 

Case  XIII. — Mr.  L.  Tonsillitis  "grippe"  toward  the  end  of  February. 
Came  to  me  March  20th  on  account  of  earache  and  discharge.  Tender  mastoid. 
Operation  advised  but  refused  until  April  1st,  when  he  could  no  longer  bear  the 
pain  and  entered  the  hospital.  Extensive  mastoiditis.  Lateral  sinus  bared,  dura 
exposed  in  temporo-sphenoidal  region  and  over  cerebellum.  No  bulging  area, 
appearance  of  dura  normal.  Left  hospital  against  advice  April  10th.  Convulsion 
April  17th.  Re-entered  hospital  same  day.  Operation  10  P.  M.  Brain  abscess 
found  in  temporo-sphenoidal  lobe,  about  half  an  ounce  of  pus  liberated.  Third 
operation  April  27th,  on  account  of  marked  aphasia.  Thick,  bloody  serum  found 
in  abscess  cavity,  large  drain  left  in.  Meningitis.  Death  April  30th.  Culture 
showed  streptococcus  mucosus  and  staphylococcus  albus.  Five  injections  given 
of  staphylococcus  albus,  but  we  could  get  no  vaccine  from  the  streptococcus 
mucosus,  although  an  autogenous  vaccine  was  attempted. 

Case  XIV.— H.  C.  Measles.  Sore  throat.  Mastoiditis.  Operation  March 
17th.  Recovery  delayed.  Pneumonia.  Recurrent  sore  throat.  Culture  from  ear 
and  from  throat  showed  diphtheroid.  Diphtheroid  vaccine,  one  injection.  Ear 
wound  looked  better.  Sore  throat  cleared  up,  but  patient  developed  empyaema 
in  the  pneumonic  lung  and  died. 

Case  XV— Mrs.  H.  Tonsillitis  four  times  this  last  winter.  Once  each 
month.  Very  poor  physical  condition.  Just  before  she  came  to  me  she  had  been 
having  attacks  of  furunculosis  in  both  ears.  She  had  a  large  one  and  two  small 
ones  in  the  left  canal  when  she  came  to  me.  The  large  one  was  incised  and  a 
culture  taken  which  showed  staphylococcus  aureus.  One  injection  of  vaccine. 
Furuncles  that  still  remained  cleared  up  and  throat  clear  for  first  time  since 
before  Christmas.    Discharged  April  5th.    She  has  had  no  more  trouble. 

Case  XVI.— J.  K.  Tonsillitis,  "grippe,"  earache.  Incision  M.  T.  Culture. 
Staphylococcus  aureus.    Two  injections.    Cured  in  twelve  days. 

Case  XVII. — Mrs.  L.  B.  Tonsillitis,  earache,  right  ear,  "grippe"  three  weeks 
before  she  came  to  me  on  April  28th,  on  account  of  earache  in  left  ear.  Pus  from 
right  nostril.  Ethmoiditis  posterior  and  probably  sphenoid  involvement,  right. 
Bulging  M.  T.  left  ear.  Incision  M.  T.  Operation  advised  on  right  accessory 
sinuses  and  possibly  on  mastoid,  too.  Refused.  Left  ear  became  rapidly  worse 
and  patient  entered  hospital  May  4th.  Left  mastoid  operated.  No  dura  exposed 
at  any  place.    Patient  seemed  to  have  meningitis  directly  after  recovery  from 


SORE  THROATS  WITH  COMPLICATIONS. 


395 


the  anesthetic.  Meningitis  well  marked  in  twelve  hours  and  died  May  7th.  No 
autopsy.  Culture  from  mastoid  at  time  of  operation  showed  staphylococcus 
aureus,  same  as  was  found  in  culture  from  incision  of  M.  T.  One  injection, 
no  effect. 

Case  XVIII. — Baby  T.  Tonsilitis,  very  ill.  One  injection  Van  Cott's  vac- 
cine.   Well  in  four  days,  when  it  was  time  to  give  another  dose  of  vaccine. 

Case  XIX. — Mrs.  P.  Tonsillitis  three  times  in  four  weeks.  Culture  showed 
diphtheroid.   One  dose  old  diphtheroid  vaccine  over  a  year  old  cured  this  patient. 

Another  case  much  like  No.  5  in  this  series,  another  like  No. 
19,  and  several  under  treatment  at  the  present  time  convince  me 
that  vaccines  used  at  the  proper  time  and  properly  selected  and 
in  correct  dosage  will  be  found  of  great  value  in  the  treatment  of 
almost  all  diseases  of  the  upper  air  passages. 

I  am  greatly  indebted  to  Dr.  Archibald  Murray  for  my  success 
in  the  above  cases  and  in  many  others  in  which  he  has  done  the 
pathological  work.  In  Chicago,  Drs.  Davis  and  Rosenow  published  a 
report  of  a  new  peculiar  streptococcus  in  the  Journal  of  the  American 
Medical  Association,  March  10,  1912.  Dr.  Hamburger,  of  Johns 
Hopkins,  published  a  report  of  a  streptococcus  sore  throat  epi- 
demic in  Baltimore  which  was  traced  to  a  certain  dairy.  This 
milk  company,  it  seems,  delivered  unpasteurized  milk  from  January 
25th  to  February  5th  on  account  of  a  breakdown  in  their  plant. 
Almost  all  his  cases  followed  soon  after  that  time  and  a  great 
many  were  in  families  supplied  by  this  dairy. 

In  the  Boston  Medical  and  Surgical  Journal,  December  14,  191 1, 
Winslow  reports  a  milk  supply  sore  throat  epidemic  in  May,  191 1, 
and  refers  to  a  similar  epidemic  in  Great  Britain. 

As  far  as  I  know  nobody  has  followed  up  this  milk  supply 
question  in  Brooklyn  or  New  York  but  it  seems  that  milk  might 
be  as  good  a  carrier  as  any  other  and  may  have  a  lot  to  do  with 
the  trouble. 

I  know  that  seven  cases  of  sore  throat  occurring  in  one  private 
school  here  in  Brooklyn  all  drank  milk  from  one  milk  company 
and  were  all  sick  within  ten  days.  Nine  others  were  traced  to  one 
milk  supply. 

They  did  find  in  Chicago,  Baltimore  and  Boston  that  the  flash 
system  of  pasteurization  was  the  method  used  in  the  milk  stations 
under  suspicion.  In  Baltimore  everybody  was  advised  to  boil  milk 
and  the  dairy  in  question  raised  their  milk  to  160  degrees  for  20 
minutes.  The  new  cases  fell  off  and  I  recently  heard  that  boiling 
the  milk  seemed  to  stop  the  production  of  new  cases  to  a  great 
extent  in  Boston.  Chicago  has  been  following  the  same  advice 
with  a  like  result. 


THE   TREATMENT   OF   ACNE   VULGARIS   BY  AUTO- 
GENOUS VACCINES. 


By  Alfred  Potter,  M.D., 


Instructor  in  Diseases  of  the  iSkin  at  the  Long  Island  College  Hospital,  Brooklyn,  N.  Y. 


HE  results  obtained  by  autogenous  vaccines  in  the  treatment  of 


acne  vulgaris  are  uniformly  good,  in  many  instances  even  bril- 


liant. The  success  of  this  method  of  treatment  depends  upon 
several  factors.  First,  the  proper  selection  of  cases  or  perhaps,  to  put 
it  more  correctly,  the  selection  of  the  proper  vaccine  for  each  indi- 
vidual case  and  secondly,  the  proper  administration  of  the  vaccine  em- 
ployed. 

To  select  the  proper  vaccine  it  must  be  considered  that  there  are 
three  distinct  types  of  acne  vulgaris.  These  three  types  of  cases  have 
distinct  bacteriological  as  well  as  clinical  characteristics.  The  first 
type  is  made  up  of  those  cases  in  which  the  active  causative  agent  is 
the  acne  bacillus.  Clinically  these  cases  are  characterized  by  come- 
dones, papules  and  papulo-pustules.  The  comedo  is  the  chief  lesion. 
The  skin  in  these  cases  is  generally  relaxed,  muddy  and  oily.  In  the 
second  class  of  cases  the  staphylococcus  is  found  in  addition  to  the 
acne  bacillus,  both  organisms  being  present  in  large  numbers.  The 
staphylococcus  albus  is  the  organism  found  in  the  majority  of  cases, 
although  the  staphylococcus  aureus  and  citreus  may  also  be  found  and 
sometimes  combinations  of  these  three  organisms.  Here  the  comedones 
are  fewer  in  number  and  the  papules  and  papulopustules  predominate. 
In  the  third  class  of  cases  the  staphylococcus  predominates  and  the  acne 
bacillus,  if  found  at  all,  is  only  found  in  small  numbers.  These  cases 
are  characterized  by  the  presence  of  deep-seated  pustules  and  in- 
durated papules  and  scars.  In  the  treatment  of  acne  by  vaccines, 
therefore,  it  necessarily  follows  that  the  first  type  of  case  should  be 
treated  by  the  acne  bacillus  vaccine  alone.  The  second  class  of  cases 
by  a  combination  of  acne  bacillus  and  staphylococcus  vaccines,  and  by 
a  combination  I  mean  the  use  of  these  two  vaccines  independently,  al- 
though administered  at  the  same  time,  and  not  a  mixed  vaccine;  and 
the  third  class  of  cases  by  the  staphylococcus  vaccine  alone. 

To  determine  which  vaccine  should  be  used  in  a  given  case  it  is 
always  best  to  take  a  culture  and  make  a  bacteriological  examination. 
While  the  acne  bacillus  is  difficult  to  isolate  by  culture,  it  is  possible  to 
obtain  it  in  the  majority  of  cases  if  care  and  patience  are  exercised. 

The  second  factor  to  be  considered  in  the  treatment  of  acne  vul- 
garis by  vaccines  is  the  dosage  and  interval  of  administration.  Not 
only  are  many  cases  made  worse  by  the  selection  of  the  improper  vac- 
cine, but  even  when  the  correct  vaccine  is  employed,  failures  are  sure 
to  result  from  their  indiscriminate  use.  It  is  impossible  to  lay  down 
any  hard  and  fast  rule  as  to  the  dosage  of  these  vaccines.  Each  in- 
dividual case  must  be  studied  in  detail  as  to  the  general  condition  of 
the  patient,  the  virulency  of  the  infecting  organism,  and  the  reaction 
and  resistance  of  the  patient.  My  own  practice  is  to  use  five  million 
acne  bacillus  organisms  as  the  initial  dose  and  fifty  million  staphylo- 
cocci. These  doses  should  be  increased  gradually  until  the  proper 
effect  is  obtained.  Sometimes  as  many  as  one  hundred  million  of  the 
acne  bacillus  vaccine  is  required  for  a  dose  and  two  billion  staphylo- 
cocci. The  interval  of  administration  should  be  governed  by  the  length 
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and  degree  of  the  negative  phase.  The  frequency  of  administration 
may  vary  from  two  doses  a  week  to  one  every  two  weeks. 

While  good  results  may  often  be  obtained  by  the  use  of  stock  vac- 
cines, they  quite  frequently  fail  and  the  autogenous  vaccines  should 
always  be  employed  when  possible. 

Vaccines  should  not  be  relied  upon  as  the  sole  remedy  in  the  treat- 
ment of  acne.  The  constitutional  and  local  therapeutic  measures  gen- 
erally resorted  to  in  this  disease  should  be  faithfully  used  in  addition. 
Most  of  these  patients  are  in  need  of  a  general  tonic.  Exercise,  diet 
and  personal  hygiene  are  important  factors  to  be  considered  in  con- 
junction with  the  treatment.  In  the  cases  of  deep-seated  acne  pustules 
which  refuse  to  come  to  a  head,  hyperemia  by  means  of  dry  cupping 
is  an  essential  adjuvant  to  the  treatment. 

In  conclusion,  it  may  be  said  that  the  acne  bacillus  or  the  staphy- 
lococcus albus  or  a  combination  of  these  two  organisms  are  found  in 
the  majority  of  cases  of  acne  vulgaris. 

Second.  Vaccines  are  especially  useful  in  the  treatment  of  acne 
vulgaris,  if  properly  and  judiciously  employed. 

Third.  Autogenous  vaccines  give  better  results  than  stock  vac- 
cines. 

Fourth.  Acne  vulgaris  is  not  always  amenable  to  vaccine  therapy 
and  many  cases  prove  very  obstinate  to  treatment,  often  requiring 
much  care  and  persistence  before  a  cure  can  be  obtained. 

491  Eighth  Street. 


AN  ABUSE  OF  QUARANTINE— ITS  REMEDY. 


HOW  much  longer  will  the  public  submit  to  the  City's  employ- 
ment of  nurses  to  decide  such  a  vital  question  as  the  dura- 
tion of  quarantine?  And  how  much  longer  will  the  members 
of  the  medical  profession  tolerate  the  setting  aside  of  their  most 
careful  judgments  by  such  decisions? 

When  the  Department  of  Health  allows  nurses  to  decide  ques- 
tions of  quarantine  it  is  in  effect  authorizing  unlicensed  persons 
to  practice  medicine,  but  pernicious  as  this  is,  it  is  as  nothing  to 
that  which  frequently  results,  namely  the  violation  of  personal 
liberty  by  unduly  prolonging  the  period  of  isolation.  No  doubt 
inadequate  appropriations  have  seemed  to  justify  this  grave 
increase  of  the  nurses'  responsibility  but  the  present  administration 
seems  unaware  of  the  need  of  any  such  excuse  or  justification ; 
indeed  it  is  laboring  under  a  singular  misapprehension  of  its  own 
status,  in  that  it  claims  to  be  a  law  unto  itself.  That  this  astound- 
ing assumption,  which  goes  so  far  to  explain  many  questionable 
methods,  among  them  this  employment  of  nurses  in  the  capacity 
of  physicians,  is  not  a  charge  brought  by  its  critics  but  avowed 
by  the  Department  itself  is  a  fact  elicited  by  the  following  corre- 
spondence, which  is  incorporated  entire  in  order  that  the  full 
circumstances  may  be  understood  and  that  it  may  appear  how 
unequivocally  the  Department  stands  committed  to  this  remark- 
able position.  A  typical  case  of  a  nurse's  unwarranted  prolonga- 
tion of  quarantine,  which  worked  peculiar  hardship  because  occur- 
ring in  the  extreme  heat  of  early  July,  provoked  the  following 
letter  addressed  to  Dr.  Maxfield: 

"Brooklyn,  N.  Y.,  July  6,  1912. 

"T.  R.  Maxfield,  M.D., 

"Asst.  San.  Supt.,  Bor.  Brooklyn. 

"Dear  Dr.  Maxfield: 

"Will  you  kindly  inform  me: 

"1st.  Are  nurses  connected  with  the  Department  of  Health  and  serving 
"in  such  capacity  in  the  Borough  of  Brooklyn,  permitted,  or  ordered  by  your 
"Department  to  make  medical  inspection  of  persons  sick  with  contagious  dis- 
ease, and  are  they  permitted  or  ordered  to  direct,  regulate,  or  otherwise  control, 
"order  or  enforce  the  quarantine  of  such  cases? 

"2nd.  If  so,  under  what  legal  or  other  authority  do  such  nurses  act  in  the 
capacity  referred  to? 

"I  may  wish  to  use  your  answer  for  publication. 


"Very  truly  yours, 

"William  J.  Cruikshank." 
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As  Dr.  Maxfield  did  not  reply  to  this,  on  July  15th  I  addressed 
the  following  registered  letter  to  Dr.  Lederle. 

"Brooklyn,  N.  Y.,  July  15,  1912. 

"Dr.  E.  J.  Lederle, 

"Commissioner  of  Health, 
"City  of  New  York. 

"Dear  Dr.  Lederle: 

"Will  you  kindly  inform  me: 

"1st.  The  family  physician  having  duly  reported  the  case,  and  the  said 
"physician  remaining  in  constant  attendance,  are  nurses  connected  with  the 
"Department  of  Health  and  serving  in  such  capacity  in  the  Boro  of  Brooklyn, 
"permitted  or  ordered  by  you  or  your  subordinates  to  make  medical  inspection 
"at  their  residences,  of  persons  sick  with  contagious  disease,  for  the  purpose  of 
"quarantine,  and  are  such  nurses  permitted  or  ordered  by  your  Department 
"to  further  direct,  regulate  or  otherwise  control,  order  or  enforce  the  quarantine 
"of  such  patients? 

"2nd.    If  so,  will  you  please  inform  me  under  what  legal  or  other  authority 
"are  such  nurses  acting  in  the  capacity  referred  to? 
"I  may  wish  to  use  your  reply  for  publication. 

"Very  truly  yours, 

"William  J.  Cruikshank." 

To  this  Dr.  Lederle  did  not  reply,  but  on  July  19th,  thirteen 
days  after  I  had  written  Dr.  Maxfield,  I  received  the  following: 

"CITY  OF  NEW  YORK 
"Department  of  Health 
"Office  of  the  Secretary. 

"July  18,  1912. 

"Mr.  William  Cruikshank, 
"103  Fort  Greene  Place, 
"Brooklyn,  N.  Y. 

"Sir  :— 

"Your  request  of  the  6th  inst.  addressed  to  Traverse  R.  Maxfield,  M.D., 
"an  assistant  sanitary  superintendent  of  this  department,  detailed  to  duty  in  the 
"Borough  "of  Brooklyn,  for  certain  information  concerning  nurses  employed  in 
"the  Department  of  Health,  has  been  referred  to  this  office  for  attention  and 
"reply.    I  am  appending  the  following  data  concerning  the  matter : 

"The  nurses  are  'permitted  or  ordered  to  make  medical  inspection  of 
"persons  sick  with  contagious  disease'  for  the  purpose  of  recommending  to  the 
"district  medical  inspectors  the  termination  of  the  quarantine  periods.  They 
"also  'direct,  regulate  or  otherwise  control  the  quarantine  of  contagious  dis- 
eases' when  so  ordered  by  the  medical  inspectors  under  whose  charge  they 
"work. 

"They  work  under  the  authority  of  the  Department  of  Health  of  the 
"City  of  New  York. 

"Very  truly  yours, 

"Eugene  W.  Scheffer,  Secretary" 

It  seemed  so  utterly  impossible  that  this  could  be  intended  as 
a  serious  reply  that  I  made  a  very  explicit  demand  in  the  follow- 
ing, taking  pains — as  that  seemed  necessary — to  identify  myself, 
in  order  that  I  might  be  considered  a  responsible  person  acting 
from  serious  motives: 

"Brooklyn,  N.  Y.,  July  24,  1912. 

"Dr.  E.  J.  Lederle, 

"Health  Commissioner, 
"City  of  New  York. 
"Dear  Dr.  Lederle: 

"I  am  a  physician,  duly  licensed  and  have  been  in  the  active  practice  of 
"my  profession  in  Brooklyn  for  over  twenty-five  years.  I  am  also  a  citizen 
"and  taxpayer. 
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"On  July  6th,  1912,  I  wrote  Dr.  T.  R.  Maxfield,  the  Assistant  Sanitary 
"Superintendent  of  this  Borough,  requesting  information  concerning  the  legal 
"authority  for  certain  methods  used  by  your  Department  in  its  quarantine  of 
"patients  suffering  from  contagious  disease.  Dr.  Maxfield  did  not  reply.  On 
"the  16th  day  of  July  I  mailed  to  the  Health  Office  in  Manhattan  a  registered 
"letter  addressed  to  you  personally  in  which  I  repeated  my  request.  On  July 
"19th,  a  letter  from  your  Department,  signed  by  Eugene  W.  Scheffer,  and 
"addressed  to  'Mr.  William  Cruikshank,'  103  Fort  Greene  Place,  was  received 
"at  my  office.  That  letter,  I  must  suppose,  is  intended  for  me  and  is,  I  pre- 
sume, your  answer  to  both  my  communications.  As  it  is  not  an  answer  to 
"either  of  them  I  am  compelled  for  the  second  time  to  repeat  my  request  for 
"the  desired  information,  as  follows: 

"Under  what  law  is  the  Department  of  Health  of  the  City  of  New  York 
"operating  when  it  assigns  nurses  instead  of  physicians  to  decide  the  length 
"of  time  which  contagious  patients  under  the  immediate  care  of  their  family 
"physicians  shall  be  compelled  to  remain  in  quarantine?  The  imprisonment, 
"or  so-called  quarantine  of  a  citizen  by  the  government,  is  at  all  times  a  serious 
"matter,  frequently  causing  great  inconvenience  and  hardship,  and  is  tolerated 
"only  because  it  is  necessary  for  the  prevention  of  the  spread  of  disease.  The 
"quarantine  in  such  cases  should,  therefore,  be  raised  as  soon  as  possible  and 
"the  patient's  personal  liberty  restored.  Your  Department  lacks  the  right  to 
"keep  him  a  prisoner  for  one  moment  beyond  the  period  of  time  actually 
"required  for  the  protection  of  public  health.  In  the  event  of  its  doing  so, 
"useful  and  lawful  quarantine  regulation  becomes  at  once  an  intolerable  abuse 
"of  power,  and  a  violation,  under  the  Federal  Constitution,  of  the  rights  of 
"citizenship.  Thus  it  will  be  seen  that  the  quarantine  of  the  citizen  resolves 
"itself  into  a  grave  responsibility  which  should  never  be  entrusted  to  nurses, 
"whose  knowledge  of  such  matters  is  of  the  most  elementary  character  and 
"whose  judgment  and  discretion  are,  to  say  the  least,  immature.  It  should 
"devolve  upon  skilled  physicians  whose  professional  ability  and  integrity  of 
"purpose  are  beyond  question.  Is  it  possible  that  your  Department  seriously 
"holds  that  the  personal  liberty  of  our  citizens  is  dependent  on  the  mere  'say 
"so'  of  nurses?  Has  the  Federal  Constitution  become  subservient  to  the  subor- 
dinate, capricious  action  of  arbitrary  municipal  authority?  The  letter  written 
"by  your  secretary  in  reply  to  mine  would  seem  to  answer  these  questions  in  the 
"affirmative.  Asked  to  cite  the  law  under  which  nurses  employed  by  the  Health 
"Office  are  permitted  to  deprive  certain  sick  citizens  of  their  personal  liberty, 
"your  Department  replies  that  'they  work  under  the  authority  of  the  Department 
"of  Health  of  the  City  of  New  York.'  Thus  does  the  letter  tend  to  prove  the 
"truth  of  the  assertions  often  repeated  and  recently  emphasized  by  members 
"of  our  local  profession,  that  your  Department,  acting  through  the  instru- 
mentality of  some  of  its  nurses,  is  enforcing  our  quarantine  regulations  in  the 
"most  ignorant  and  arbitrary  manner.  In  a  mild  case  of  scarlet  fever  recently 
"attended  by  me  and  in  which  habeas  corpus  proceedings  were  finally  contem- 
"plated  for  the  purpose  of  obtaining  the  patient's  release,  a  quarantine  of  forty- 
"nine  days  was  insisted  upor  by  a  nurse  representing  your  Department,  not- 
withstanding that  all  desquamation  had  ceased  much  earlier  and  the  Depart- 
"ment  of  Health  had  been  notified  of  that  fact. 

"As  the  letter  written  by  Mr.  Scheffer  does  not  point  out  or  even  attempt 
"to  indicate  the  part  of  the  City  Charter,  the  section  of  the  Sanitary  Code  or 
"other  legal  authority  under  which  the  Department  of  Health  is  employing 
"nurses  to  act  in  the  capacity  of  physicians  I  am  once  more  compelled  to  request 
"an  answer  to  my  question,  namely:  under  what  legal  authority  does  your 
"Department  allow,  order,  or  permit  the  grave  questions  arising  in  the  quaran- 
tine of  the  sick — questions  of  constitutional  importance  necessarily  involving 
"the  personal  liberty  of  the  citizen — to  be  decided  by  persons  other  than  a 
"regularly  graduated  and  duly  licensed  physician? 

"Very  truly  yours, 

"William  J.  Cruikshank." 

To  this  letter  no  reply  has  been  received,  a  significant  fact 
as  seeming  to  show  that  Dr.  Lederle  holds  opinion  with  Mr. 
Scheffer  both  as  to  the  status  of  his  Department  and  of  the 
courtesy  becoming  in  its  officials. 

It  is  a  commonplace  to  call  the  public  long-suffering,  with  the 
inference  that  its  endurance  is  good-natured  patience;  as  a  matter 
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of  fact  it  is  usually  the  result  of  ignorance — ignorance  of  right 
or  privilege — and  in  no  instance  is  this  better  exemplified  than  in 
the  question  of  quarantine.  The  annoyances  and  hardships  of 
quarantine  are  felt  by  comparatively  few  and  not  until  a  particu- 
larly exasperating  or  serious  condition  arises,  does  even  one  of  the 
few  question  the  authority  which  enforces  it.  But  the  physician 
meets  with  these  annoying  and  distressing  conditions  every  day 
and  he  recognizes  that  many  of  them  are  entirely  unnecessary, 
directly  due  to  ignorance  or  neglect — frequently  worse — to  an 
insolent  assumption  of  power.  A  more  candid  admission  of  such 
assumption  of  power  cannot  be  imagined  than  Mr.  Scheffer's 
astounding  reply  when  asked  to  cite  the  law  under  which  nurses 
are  permitted  to  control  the  quarantine  of  our  citizens:  "they 
(the  nurses)  also  direct,  regulate,  or  otherwise  control  the  quar- 
antine of  contagious  diseases  when  so  ordered  by  the  medical 
inspectors  under  whose  charge  they  work.  They  work  under  the 
authority  of  the  Department  of  Health  of  the  City  of  New  York." 
When  such  a  statement  as  this  has  been  made,  there  is  no  use, 
there  is  no  need,  to  wait  for  anything  further;  the  condition  is 
shown  to  be  extreme,  and  the  duty  of  the  medical  profession  to 
take  concerted  action  against  the  injustices  of  quarantine  becomes 
imperative.  It  is  time  that  this  beneficent  institution  be  pro- 
tected from  the  blundering  and  bungling  of  incompetent  officials. 
Properly  administered  quarantine  is  demanded  by  every  right- 
minded  person  in  the  community  and  is  religiously  upheld  by 
every  physician;  but  quarantine  is  an  imprisonment  and  its  slightest 
extension  beyond  the  necessities  of  the  specific  case  is  a  violation  of 
the  rights  of  the  citizen  guaranteed  by  the  Federal  Constitution.  It 
is  this  fundamental  principle  of  which  the  public  needs  to  be 
informed  and — it  would  seem — the  present  municipal  health 
authorities  need  to  be  reminded.  They  might  with  profit  reflect 
upon  the  fact  that  any  system  of  government  based  upon  miscon- 
ceptions of  the  necessities,  privileges,  and  rights  of  the  governed 
will  accomplish  nothing  and  cannot  endure.  Formulated  measures 
for  the  betterment  of  the  health  of  our  municipalities,  to  be  suc- 
cessful, must  go  a  long  way  back  of  unstable  and  capricious  munici- 
pal authority.  They  should  rest  upon  something  more  than  "the 
authority  of  the  Department  of  Health  of  the  City  of  New  York." 
They  must  have  their  origin  in  reason,  equity,  and  justice.  Their 
foundation  must  be  public  need  and  their  superstructure  built  up 
of  public  sentiment,  public  policy,  and  public  education.  The 
health  of  our  communities  can  never  be  improved  by  the  mere 
making  of  arbitrary  laws,  the  establishment  of  health  bureaus  and 
the  appointment  of  health  officials.  Statutes  may  be  enacted,  laws 
codified,  and  courts  may  construe  and  decide,  but  no  efficient  sani- 
tation can  result  without  the  hearty  co-operation,  sympathy  and 
respect  of  the  general  public,  especially  of  the  medical  profession. 
Here  in  Greater  New  York  such  co-operation  and  support  will 
never  be  possible  while  the  Department  of  Health  continues  to 
misinterpret  its  true  position. 

That  department  of  our  city's  government  is  not,  as  its  secretary 
holds,  a  law  unto  itself;  and  as  its  usefulness  depends  upon  a  proper 
recognition  of  that  fact,  it  should  be  brought  to  a  thorough  under- 
standing and  appreciation  of  it.  The  Department  of  Health  must 
realize  once  and  for  all,  that  it  is  the  paid  servant,  not  the  master; 
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the  employee,  not  the  employer;  that  in  the  exercise  of  its  every 
function  it  is  acting  for,  and  with  the  consent  of,  a  sovereign 

people  by  whom  it  is  given  certain  power;  and  that  whenever  or 
wherever,  over-stepping  that  authority,  it  is  guilty  of  insolent  or 
arbitrary  conduct,  it  transforms  itself  into  a  public  nuisance,  and 
its  actions  will  be  met  by  both  private  and  public  resentment.  The 
avowed  policy  of  the  Department  of  Health  as  set  forth  by  its 
secretary,  is  mischievous,  reprehensible,  bad  to  the  very  core; 
indeed  it  has  become  intolerable.  Through  it,  the  city  government 
is  permitting  nurses  to  control  contagious  disease,  investing  them 
with  power  to  have  the  last  word  in  matters  of  quarantine,  which 
frequently  results — as  in  the  instance  cited — in  unduly  prolonging 
the  period  of  isolation,  thus  unjustly  depriving  the  citizen  of  his 
personal  liberty.  It  is  this  evil  against  which  the  medical  profes- 
sion and  the  general  public  should  make  common  cause. 

As  has  been  said  before,  the  medical  profession  must  take  the 
initiative,  but  it  can  feel  sure  of  enthusiastic  support  when  a  much 
annoyed  public  comes  to  realize  how  it  has  been  bullied  into  its 
present  state  of  intimidation. 

The  following  is,  in  outline,  a  plan  of  procedure  which  has 
the  merit  of  being  simple  and  expeditious  and  which  if  acted  upon 
in  one  or  two  instances  will,  I  believe,  be  permanently  effective. 

Each  medical  society  in  the  several  boroughs  should  have  a 
standing  committee  of  at  least  three  experienced,  authoritative, 
medical  men  whose  function  would  be  the  immediate  examination 
of  any  quarantined  patient,  upon  the  request  of  the  attending 
physician.  This  committee  would  act  without  financial  remunera- 
tion. Whenever  through  neglect,  arbitrary  action,  ignorance — 
through  any  action  whatsoever — on  the  part  of  the  health  author- 
ities, a  citizen  is  kept  imprisoned  by  quarantine  longer  than  the 
attending  physician  thinks  necessary  for  the  protection  of  public 
health,  he  should  have  recourse  to  the  services  of  that  committee. 
The  purpose  of  such  action  would,  of  course,  be  the  support  of  the 
attending  physician's  opinion  in  the  event  of  possible  subsequent 
legal  proceeding.  If  by  that  examination  it  is  determined  that  the 
person  examined  is  free  from  the  possibility  of  communicating 
disease,  the  committee  should  so  advise  him.  The  attending 
physician  should  then,  in  writing,  notify  the  Department  of  Health 
that  after  a  given  time — in  which  time  proper  fumigation  and 
disinfection  will  be  completed — the  patient  will  resume  his  liberty. 
If  after  this,  the  Department  of  Health  exercises  physical  restraint 
upon  the  citizen's  movements,  the  whole  matter  should  be  brought 
up  in  the  Supreme  Court  on  habeas  corpus  proceedings  for  proper 
adjudication,  and,  in  the  event  of  the  prisoner  being  discharged 
from  custody,  civil  action  for  damages  upon  the  ground  of  false 
imprisonment  should  be  instituted  against  each  and  every  indi- 
vidual participating  in  the  said  unwarranted  restraint. 

It  may  seem  optimistic,  but  we  venture  the  opinion  that  if  the 
issue  is  forced  to  conclusion  by  even  one  well  managed  case  of  this 
kind,  the  public  will  no  longer  have  to  submit  to  the  city's  employ- 
ment of  nurses  to  decide  such  vital  questions  as  quarantine,  nor 
will  the  members  of  the  medical  profession  have  to  tolerate  the 
setting  aside  of  their  most  careful  judgments  by  such  decisions. 

William  J.  Cruikshank. 
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THE  SECOND  DECLARATION  OF  INDEPENDENCE. 

HISTORY  has  never  before  recorded  a  revolution  of  the  medical 
profession  of  the  character  and  extent  of  the  present  one  which 
has  taken  place  in  England.  For  years  the  medical  profession 
has  been  engrossed  with  its  own  affairs,  searching  for  the  means  to 
bring  the  health  of  the  people  up  to  the  highest  possible  point.  From 
whatever  point  we  view  it,  either  from  the  humanitarian  or  the  eco- 
nomic, its  efforts  have  been  met  with  wonderful  success.  One  has 
but  to  review  the  triumphs  of  surgery,  the  blessings  of  anesthesia,  the 
prophylactic  power  of  various  serums,  the  protection  of  quarantine, 
and  the  gradual  elimination  of  filth,  to  realize  what  the  medical  men 
have  been  doing,  and,  strange  to  say,  they  have  had  to  work  in  the 
face  of  considerable  opposition. 

It  has  been  a  truly  altruistic  effort,  for  their  own  income  is 
decreased  in  proportion  to  the  decrease  in  disease.  What  has  been 
their  reward?  At  the  present  time  they  find  themselves  without 
representation  in  the  government.  They  find  that  in  the  opinion  of 
the  government  altruism  is  the  one  unpardonable  sin  in  state  politics. 
They  find  that  all  of  their  charity  work  in  the  hospitals  and  dispens- 
aries counts  for  nothing  but  "experience."  They  find,  in  short,  a 
claim  that  the  state  owes  them  nothing.  They  are  simply  a  class, 
a  useful  and  at  times  a  necessary  class,  which  can  be  used  by  the 
state  in  working  out  its  own  means  for  preventing  the  great  labor 
unrest  from  overwhelming  the  government. 

One  form  of  practice  which  medical  men  have  found  to  be  detri- 
mental to  the  best  interests  of  both  patient  and  physician  is  the  so-called 
lodge  or  contract  practice.  This  opinion  formed  after  many 
years  of  observation  is  universally  held  throughout  the  world,  and  yet 
the  Government  of  England,  which  in  this  particular  instance  means 
Mr.  Lloyd-George,  after  a  period  of  observation  of  about  one  year, 
has  decided  that  contract  practice  will  help  to  popularize  the  Govern- 
ment in  the  eyes  of  the  masses.  So,  therefore,  they  propose  to  coerce 
the  medical  profession  and  bid  them  bow  before  the  powers  that  be. 

Never  before  has  the  medical  profession  of  a  country  been  so 
united  in  declaring  their  independence  as  has  that  of  Great  Britain  in 
refusing  to  comply  with  the  measures  set  forth  in  the  National 
Insurance  Act. 

Sir  James  Barr,  President  of  the  British  Medical  Association, 
has  described  the  insurance  act  as  "the  most  gigantic  fraud  ever  per- 
petrated on  a  confiding  public  since  the  days  of  the  South  Sea 
Bubble." 

The  medical  profession  of  this  country  admire  the  stand  which 
the  members  of  the  British  Medical  Association  have  taken,  and  it  is 
hoped  that  we  may  profit  by  the  lesson  which  the  present  crisis  in 
England  teaches.  pAUL  M_  p,LCHER. 
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SOCIALIZATION  OF  THE  PROFESSION. 

PPARENTLY  we  are  so  prosperous  that  we  can  afford  to 


treat  the  sick  poor  gratis  in  and  out  of  hospitals.    No  one 


but  the  physician  is  engaged  in  the  idiotic  business  of 
giving  something  for  nothing.  We  ourselves  appear  to  be  the 
busiest  architects  engaged  in  the  job  of  converting  the  temple 
of  medicine  into  a  mausoleum.  Yet  we  built  the  temple,  and  it 
was  good  art.  We  justify  our  activities  with  reasons  that  are 
nothing  but  specious  piffle.  We  give  the  false  impression,  in  the 
words  of  Dr.  Campbell,  that  "the  profession  is  superior  to  economic 
conditions,  or  unaffected  by  the  law  of  supply  and  demand."  Sur- 
geons with  no  regard  for  the  economic  welfare  of  their  fellows 
scorn  small  fees  that  a  certain  class  could  afford  to  pay  and  operate 
gratis,  thus  pauperizing  this  large  class.  As  a  demoralizing 
economic  factor  the  effect  of  free  medical  service  of  all  kinds 
is  incalculable.  All  medical  service  should  be  paid  for  and  service 
rendered  the  really  poor  should  be  a  charge  upon  the  State, 
whether  given  in  institutions  or  outside  of  them,  no  matter  who 
the  public  medical  servants  may  be.  Free  service  directly  in- 
fluences the  psychology  of  the  public  in  respect  to  the  medical 
man's  economic  worth  and  inspires  its  contempt  and  not  its  sin- 
cere applause.  It  is  pauperizing  the  profession  not  less  than  the 
masses.  It  is  hastening  socialization  of  the  profession  as  well. 
We  might  as  well  socialize  it,  for,  contrary  to  what  many  fatuously 
suppose,  there  is  no  competition.  How  can  there  be  competition 
when  the  masses  are  receiving  free  treatment  in  their  homes,  in 
hospitals,  in  dispensaries  and  in  physicians'  offices?  No  wonder 
the  rich  are  medically  exploited.  Real  and  rational  competition, 
which  would  be  a  good  thing,  is  dead  and  cannot  be  resurrected. 
Such  competition  as  we  see  is  petty.  Some  physicians  are  driven 
to  unethical  expedients,  not  because  of  killing  competition,  but 
because  there  is  no  competition.  This  applies  to  the  relatively 
rich  physician  even  more  than  to  the  poor  one. 

Socialization,  despite  its  tyrannies,  would  raise  the  general 
professional  level,  but  it  would  tend  to  be  a  dead  level.  So,  too, 
would  Socialism  make  the  lot  of  the  commonplace  masses  better 
than  it  is  under  "our  benevolent  feudalism."  Their  grievances  are 
great  and  Socialism  seems  their  only  hope.  Aside  from  economic 
advantages  the  masses  would  have  good  hygiene  and  sanitation 
forced  upon  them  and  morbidity  and  mortality  would  be  lessened, 
perhaps  sufficient  recompense  for  the  sacrifice  of  freedom.  How- 
ever desirable  these  things  might  be  from  the  humanitarian  stand- 
point, we  must  not  lose  sight  of  specific  evils  that  would  manifest 
themselves  as  by-effects.  Since  our  Socialist  friends  do  not  hesi- 
tate to  prophesy  why  should  we?  Our  credentials  as  prophets 
are  just  as  good  as  theirs.  Therefore  we  say  that  the  further  rate 
of  progress  of  medical  science  and  art  and  the  encouragement  of 
special  genius  would  see  undesirable  changes.  Progress  would  go 
on  but  it  would  be  much  slower  than  at  present.  Moreover,  the 
medical  profession  would  rank  much  as  do  lay  government  em- 
ployees now.  It  would  not  be  possible  for  a  physician  to  attain 
the  peculiar  caste  that  he  may  now  if  worthy  and  gifted.  We 
would  be  democratised — and  philistinised.  Those  who,  consti- 
tutionally and  temperamentally,  are  conservatives,  reactionaries 
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and  intellectual  plebeians,  ought,  logically,  to  espouse  Socialism. 
The  Socialist  is  not  such  a  thorough-going  radical  as  he  fancies 
himself  to  be,  but  one  of  the  many  checks  upon  special  progress. 

Whether  we  like  it  or  not,  the  thing  seems  to  be  inevitable. 
It  does  not  matter  whether  we  consciously  aid  it  or  not.  What 
a  prospect!  Individual  initiative  inhibited  even  more  than  now. 
Special  genius  more  hated  by  the  barbarians  than  ever.  Glorifica- 
tion of  the  collectivist  treadmill  and  its  villeins.  Democracy  tri- 
umphant, and  smelling  only  a  little  less  than  formerly. 


SOCIAL  SERVICE  WORK  IN  THE  MUNICIPAL 
HOSPITALS. 

HE  convalescent  patient  is  commanding  much  intelligent  atten- 


tion today.    His  economic  conservation  and  restoration  to  the 


social  plane  upon  which  his  sickness  found  him  is  the  aim  of 
those  charged  with  his  welfare.  Formerly  we  fancied  that  with  the 
patient's  discharge  our  responsibilities  practically  ended,  and  whatever 
problems  he  still  presented  were  presumed  to  be  met  in  a  more  or  less 
haphazard  way  by  very  indirect  agencies.  These  views  are  now  giving 
way  to  an  enlightened  and  direct  policy  which  the  hospital  authorities 
themselves  formulate  and  apply.  From  the  viewpoint  of  the  taxpayer 
alone  the  work  commands  endorsement  and  support  as  a  form  of  ef- 
ficiency engineering  whose  aim  is  the  direct  prevention  of  pauperism, 
the  minimizing  of  disease  and  a  reduction  of  the  municipal  charity 
budget.  Thus  not  only  ethical,  but  material  ends,  are  served.  It  is  a 
beneficent  fact  indeed  that  the  sick  poor  in  our  great  public  institutions 
are  learning  that  therein  is  to  be  found  the  spirit  of  helpfulness  and 
genuine  human  brotherhood,  devoid  of  the  demoralizing  features  too 
often  observed  as  incidental  to  charity  work,  and  carried  far  beyond  the 
gate  of  the  hospital.  Properly  speaking,  this  work  is  not  charity  at  all, 
and  this  is  its  greatest  recommendation.  Anything  which  makes  char- 
ity unnecessary  is  a  blessing.  The  sick  poor  are  coming  more  and 
more  to  regard  our  municipal  hospitals  as  places  to  be  sought  in  time 
of  trouble,  rather  than  shunned,  and  our  citizenship  should  regard  them 
too  as  sources  of  civic  pride*  Not  only  is  the  medical  and  surgical 
care  unexcelled,  but  our  great  public  institutions  reflect  even  more 
strikingly  than  the  private  relief  stations  of  the  city  the  sociological 
tendencies  of  the  day.  If  any  old  prejudices  against  them  still  suryive 
they  should  be  forgotten. 

One  of  the  chief  aims  of  these  ambitious  workers  is  the  placing  in 
convalescent  homes  of  all  such  patients  as  are  urgently  in  need  of  fur- 
ther care.  As  medical  men  we  know  that  the  condition  of  many  pa- 
tients at  the  time  of  their  discharge  does  not  permit  of  an  immediate  re- 
sumption of  the  economic  and  physical  grind.  They  are  compelled  to 
resort  to  expedients  to  live  which  operate  directly  to  swell  the  ranks  of 
the  tuberculous.  Convalescent  homes  should  interest  our  philanthro- 
pists quite  as  much  as  other  things  and  more  than  some,  such  as  libraries 
for  the  distribution  of  best  sellers. 


Arthur  C.  Jacobson. 


Arthur  C.  Jacobson. 
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ANTITYPHOID  VACCINATION. 

SIXTEEN  years  ago  Pfeiffer  and  Knolle  inoculated  two  men 
with  killed  cultures  of  the  bacillus  typhosus,  and  found  in  the 
resulting  blood  changes  evidence  that  the  immunity  produced 
by  the  inoculation  was  identical  with  that  which  followed  an  attack 
of  typhoid  fever.  From  that  time  to  the  present  experiments  have 
been  continued  along  the  same  line,  and  we  have  now  an  accumu- 
lation of  data  sufficient  to  prove  beyond  a  reasonable  doubt  that 
inoculation  with  killed  cultures  of  the  typhoid  bacillus  confers  an 
immunity  against  typhoid  fever  which  is  practically  complete  and 
which  lasts  a  considerable  time. 

To  the  military  organizations  of  the  world  belongs  the  credit 
for  most  of  the  experimentation  which  has  proved  this  great  fact 
in  preventive  medicine.  Since  1898,  when  4,000  British  soldiers 
in  India  were  inoculated,  to  the  present  time,  antityphoid  vaccina- 
tion has  been  practiced  on  a  large  scale  in  the  armies  of  Europe 
and  America.  At  first,  owing  to  defects  in  the  technic  of  the 
preparation  of  the  vaccine,  the  results  were  not  so  good  as  they 
were  later.  Recently  results  have  been  obtained  which  are  so 
favorable  as  to  be  startling. 

Perhaps  the  most  impressive  demonstration  of  the  prophy- 
lactic value  of  antityphoid  vaccination  was  given  by  the  Maneuver 
Division  of  the  United  States  Army  at  San  Antonio,  Texas,  in 
191 1.  This  division,  which  numbered  12,801,  were  all  vaccinated 
shortly  before  or  soon  after  arriving  in  camp.  Only  one  case  of 
typhoid  fever  occurred  among  them,  which  recovered ;  and  that 
case  developed  before  the  third  immunizing  dose  had  been  given. 
Compare  with  this  the  typhoid  record  of  the  regiments  of  the 
Second  Division  of  the  Seventh  Army  Corps  which  assembled  at 
Jacksonville,  Fla.,  in  1898,  under  circumstances  quite  similar  to 
those  of  the  San  Antonio  troops  except  that  none  of  them  were 
given  this  prophylactic  treatment.  Among  the  Jacksonville  troops, 
who  numbered  10,759,  there  occurred  1,729  certain  cases  of  typhoid 
fever,  and  2,693  cases  classed  as  certain  and  probable,  with  248 
deaths. 

The  vaccine  used  in  the  United  States  Army,  so  Major  Hart- 
sock  tells  us,  "is  prepared  from  a  culture  originally  isolated  from 
a  spleen  at  autopsy  and  which  has  been  under  cultivation  for  years. 
The  culture  is  now  almost  as  vit  dent  to  animals  and  from  the 
present  knowledge  on  the  subject  represents  the  ideal  strain  for 
protective  purposes.  The  strain  is  capable  of  producing  great 
quantities  of  antibodies  and  on  account  of  its  slight  virulence  the 
local  and  general  reaction  following  its  use  is  slight." 

The  method  of  inoculation  employed  in  the  United  States 
Army  is  as  follows:  One-half  C.C.  of  a  menstrum  containing 
500,000,000  dead  bacilli  is  injected  under  the  skin  at  the  insertion 
of  the  deltoid  muscle,  the  area  having  been  previously  touched 
with  tincture  of  iodine.  A  second  injection  of  twice  the  amount 
is  given  after  ten  days,  and  a  third  similar  injection  after  ten  days 
more.  Dr.  Hartsock  considers  the  danger  of  increased  liability 
to  infection  in  the  negative  stage  following  the  inoculation  to  be 
negligible. 

The  symptoms  following  the  inoculation  are  usually  trifling: 
a  red  area  about  three  inches  in  diameter  appears  around  the 
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puncture,  with  a  moderate  glandular  enlargement  in  the  axilla, 
lasting  from  twenty-four  to  seventy-two  hours;  and  there  is 
usually  a  slight  headache  beginning  about  five  hours  after  the 
inoculation,  with  some  lassitude  and  possibly  some  fever.  The 
general  symptoms  are  over  in  twenty-four  hours  in  95  per  cent, 
of  all  cases.  In  not  more  than  one  per  cent,  have  anything  like 
severe  reactions  been  noted.  In  healthy  persons  antityphoid 
vaccination  is  an  absolutely  harmless  procedure. 

The  practical  conclusion  to  which  we  are  driven  by  the  facts 
now  at  hand  regarding  antityphoid  vaccination  is  that  all  who 
are  liable  to  be  exposed  to  infection  with  typhoid  fever  should 
be  immunized  by  this  simple,  safe  and  effective  method.  That 
means  pretty  nearly  everybody.  Certainly  it  means  everybody 
living  in  a  place  where  there  is  an  epidemic,  soldiers  collected  in 
armies,  all  who  live  in  or  frequent  hospitals,  travellers  and  summer 
vacationers,  and  young  people  generally. 

Edward  E.  Cornwall. 


CLEANLINESS  AND  GODLINESS. 

WE  remember  the  unsanitary  church  building  in  "The  Ser- 
vant in  the  House"  and  its  evil  symbolism  in  respect  to 
the  spiritual  state  of  those  in  ecclesiastical  authority. 
For  the  purposes  of  art  the  picture  had  to  be  overdrawn.  We 
know  of  no  church  edifices  in  this  city  under  which  are  charnel 
houses  emitting  foul  odors,  but  we  do  know  of  dark  and  dank  and 
stuffy  buildings  where  God  is  worshipped  and  His  laws  of  health 
violated.  On  a  recent  week  day  we  entered  the  greatest  cathedral 
in  New  York  and  were  surprised  to  see  women  with  brooms 
raising  clouds  of  germ  laden  dust  even  whilst  worshippers  knelt 
in  the  pews.  We  recognize  very  clearly  the  dangers  of  our  street 
cars  and  the  need  of  proper  ventilation  and  disinfection,  but  the 
renovation  of  the  churches  is  another  story.  Better  a  ride  or 
walk  in  the  open  country  on  Sunday  morning  than  an  hour  in 
some  Gothic  mausoleum  (with  its  medieval  appointments  and 
gloom.  We  pass  ordinances  in  respect  to  the  sanitation  of 
the  "movies."  Why  not  an  ordinance  looking  to  the  sanitation 
of  the  churches?  Let  them  use  their  unspent  tax  money  for  the  pur- 
poses implied.  Perhaps  greater  cleanliness  would  inspire  greater 
spirituality.  Uncleanliness  is  no  longer  the  outward  sign  of 
holiness.  We  nominate  Hygeia  as  matron,  pagan  goddess  though 
she  be.  And  we  further  nominate  as  sanitary  disciplinarians  cer- 
tain physicians  and  sanitarians  of  our  acquaintance,  theirs  to  be 
a  ministry  of  health. 

Arthur  C.  Jacobson. 


TRANSACTIONS  OF  THE  BROOKLYN  SOCIETY  OF 
INTERNAL  MEDICINE. 

Stated  Meeting,  May  24,  191 2. 

The  President,  Edward  E.  Cornwall,  M.D.,  in  the  Chair. 

Some  Observations  on  Chronic  Pancreatitis. 

Dr.  William  Sidney  Smith  read  a  paper  with  the  above  title. 

Abstract. 

Etiology.  There  are  many  theories  about  the  etiological  factors  of  chronic 
pancreatitis.  Experiments  on  animals  have  shown  that  ligation  of  the  duct  of 
Wirsung  is  followed  by  an  increase  in  fibrous  tissue  in  the  gland,  and,  in  humans, 
the  closure  of  the  pancreatic  or  common  duct  is  supposed  to  be  followed  by  the 
same  result.  Opie  and  Flexner  think  that  chronic  inflammation  of  the  organ 
is  probably  due  to  the  diversion  into  the  pancreatic  duct  of  one  of  the  less  active 
compounds  of  the  bile  acids.  Deaver  and  Pfeifer  strongly  contend  that  every 
case  is  due  to  micro-organisms  and  that  infection  often  takes  place  by  way  of 
the  lymphatics  "because  the  distribution  of  the  inflammation  in  the  pancreas 
corresponds  to  the  lymphatic  distribution."  At  all  events,  it  would  seem  that 
chronic  catarrhal  inflammation  of  the  gastro-intestinal  tract,  gall  bladder  and 
its  ducts  are  potent  inciting  agents  of  the  disease,  while  intoxications  due  to 
syphilis,  tuberculosis,  alcoholism,  and  lead  are  predisposing  factors.  People  in 
late  middle  life  are  more  often  affected  than  younger  persons. 

Pathology.  There  is  an  increase  of  interstitial  connective  tissue  in  the 
gland,  which  may  be  either  general  or  local.  Eugene  Opie  recognizes  two  forms 
of  chronic  pancreatitis.  (1)  An  interlobular  variety,  in  which  the  inflammatory 
process  is  localized  chiefly  at  the  periphery  of  the  lobule  and  (2)  an  intralobular 
form,  in  which  the  process  is  diffuse,  the  lobules  being  invaded  with  fibrous 
tissue,  the  individual  acini  separated,  and  the  islands  of  Langerhans  often 
affected.  The  organ  may  be  dense  and  hard,  and  secondary  atrophy  of  the 
parenchyma  regularly  occurs. 

Symptoms  and  Diagnosis.  All  writers  agree  that  there  is  no  one  pathog- 
nomic symptom  of  chronic  pancreatitis.  The  general  picture  is  that  of  a 
chronic  wasting  disease,  frequently  attended  by  a  fatty  diarrhoea  with  bulky 
stools.  Later  paroxsyms  of  deep  seated  epigastric  pain  with  faintness  and 
moderate  fever  may  be  present.  Jaundice  may  or  may  not  be  noticed.  Emacia- 
tion and  weakness  are  progressive,  even  though  the  appetite  is  fairly  good.  At 
best,  the  diagnosis  is  difficult,  but  most  writers  believe  that  if  there  is  a  thorough 
history  and  examination,  and  if  the  results  of  a  chemical  and  microscopic  exami- 
nation of  the  excreta  are  carefully  studied  a  correct  opinion  can  usually  be 
formed. 

Pain  is  not  characteristic.  It  may  be  slight  at  first  and  later  more  severe 
or  it  may  be  sharp  during  exacerbations  of  the  trouble,  disappearing  between 
times.  Jaundice  may  or  may  not  be  present.  Wasting  and  loss  of  strength  may 
be  due  to  the  restriction  of  the  diet  in  an  endeavor  to  correct  the  indigestion  or 
it  may  be  due  to  the  malassimilation  of  imperfectly  digested  food.  Temperature 
is  normal  as  a  rule  and  fever  is  only  present  during  exacerbations. 

Stools.  Most  of  Deaver's  patients  were  constipated;  in  only  a  small  per- 
centage of  them  was  there  a  history  of  light  colored  bulky  stools  and  he  con- 
cludes that  the  large  fatty  stool  is  a  symptom  of  an  advanced  stage.  A  light 
colored  stool  might  be  due  to  jaundice,  hence  a  test  should  be  made  for  bile 
pigment.  If  bile  is  present  a  large,  light  colored  stool  is  due  to  an  excess  of 
fat  and  on  microscopic  examination  the  fat  droplets  may  be  seen.    The  feces 
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should  also  be  tested  for  diastase,  as  Wohlgemuth  has  proved  that  the  diastase 
of  the  feces  comes  chiefly  from  the  pancreas  and  that  it  is  markedly  decreased 
in  pancreatic  disorders.  The  urine  should  be  tested  for  bile  and  sugar.  The 
Cammidge  test  seems  to  be  falling  into  discredit.  An  increase  in  the  diastase 
of  the  urine  is  sometimes  seen  in  exacerbations  of  chronic  cases.  The  blood 
shows  little  but  a  secondary  aoremia  with  a  moderate  leucocytosis.  Gastric 
analysis  usually  shows  a  diminution  of  free  hydrochloric  acid  and  of  total  acids. 
It  is  of  little  value  for  diagnosis.  Loewi's  Test— After  extirpation  of  the  pan- 
creas in  dogs,  Loewi  produced  dilatation  of  the  pupil  by  the  instillation  of 
adrenalin.  The  theory  is  that  there  is  an  increased  excitability  of  the  sym- 
pathetic nervous  system  when  the  pancreas  is  diseased  or  absent. 

Physical  examination  rarely  gives  much  positive  information  and  its  chief 
value  is  in  excluding  other  abdominal  conditions. 

Treatment  is  not  satisfactory.  The  first  step  is  to  try  and  remove  the  pre- 
disposing and  inciting  causes.  As  far  as  the  disease  itself  is  concerned,  the 
medical  treatment  consists  mainly  in  the  regulation  of  the  diet,  allowing  those 
articles  of  food  which  may  be  digested  and  prohibiting  the  fatty  articles  of 
diet  unless  they  are  artificially  digested  by  the  administration  of  pancreatin  in 
tablet  or  powder  fifteen  to  twenty  minutes  after  meals. 

Surgical  treatment  consists  in  the  free  drainage  of  the  biliary  tract  and 
pancreatic  duct  with  the  hope  that  the  pancreas  will  resume  its  normal  function. 

Discussion. 

Dr.  James  Taft  Pilcher,  in  discussion  of  Dr.  Smith's  paper,  said : 

It  is  always  interesting  to  the  profession  to  have  at  any  time  reviews 
prepared  of  the  recent  work  on  various  subjects,  and  to  have  incorporated  in  it 
the  personal  experience  of  the  reader. 

There  is  no  more  pertinent  subject  at  the  present  time  in  which  the  medical 
fraternity  is  interested  than  that  of  pancreatitis. 

I  do  not  fully  agree  with  the  reader's  preface  that  the  condition  is  a  rela- 
tively rare  affection,  and  feel  that  it  has  only  been  considered  so  because  of 
the  lack  of  diagnostic  acumen  by  the  profession  in  general.  I  have  been  for- 
tunate, personally,  in  having  had  opportunity  offered  to  me  for  the  observa- 
tion of  three  hundred  and  fifty  cases  of  various  affections  of  the  pancreas, 
representing  all  the  recognized  pathologic  groupings,  among  which  may  be 
considered  acute,  sub-acute  and  chronic  pancreatitis,  abscess,  cancer  and  cyst. 
Two  hundred  and  twenty-eight  of  these  three  hundred  and  fifty  cases  came 
under  the  heading  of  chronic  pancreatitis,  either  of  the  interlobular  or  intra- 
acinar  form.  It  is  this  phase  of  the  subject  that  the  paper  of  this  evening 
deals  with  more  particularly, — the  cases  representing  what  we  recognize  as  acute 
inflammation,  such  as  necrosis,  atrophy  and  hemorrhagic  processes  not  hav- 
ing been  considered. 

The  reader  has  mentioned  the  interesting  observation  that  although  gall 
stones  are  more  frequent  in  women,  pancreatitis  is  found  more  often  in  men. 
However,  of  the  two  hundred  and  twenty-eight  cases  of  chronic  pancreatic 
involvement  which  I  have  observed,  gall  stones  were  present  in  one  hundred 
and  ninety-two  of  the  cases,  while  a  marked  grade  of  cholecystitis  was  present 
in  the  majority  of  the  remaining  thirty-six  cases.  Thus  it  would  seem  that  the 
relative  occurrence  of  gall  stones  in  men  and  women  did  not  bear  such  an 
important  relationship  to  this  condition,  but  must  be  explained  on  some  more 
logical  basis.  \ 

The  repeated  observation  at  operation,  on  cases  showing  enlargement  of 
the  pancreas,  of  the  obvious  involvement  of  the  chain  of  glands  running  down 
the  cystic  and  common  ducts  to  the  head  of  the  pancreas,  into  which  plexus 
they  directly  drain,  drew  my  attention  three  years  ago  to  the  very  probable 
manner  in  which  the  pancreas  itself  became  infected  in  some  cases, — through 
direct  extension  through  the  lymphatics  from  the  gall  bladder  to  the  pancreas 
itself,  rather  than,  as  had  been  heretofore  supposed,  by  way  of  the  gall  ducts. 
This  view  has  been  further  substantiated  by  the  recent  writings  of  Deaver,  who 
has  called  particular  attention  to  this  method  of  bacterial  infection. 

Other  than  the  well  known  factors  causing  chronic  or  acute  pancreatitis, 
such  as  those  mentioned  by  Dr.  Smith,  as  the  blocking  of  the  pancreatic  duct, 
the  diversion  of  biliary  acids  into  the  pancreatic  ducts,  ulcer  of  the  stomach 
and  duodenum,  et  cetera,  there  is  one  condition  which  I  have  observed  in 
several  cases  to  have  been  unquestionably  the  forerunner  of  an  attack  of  acute 
inflammatory  pancreatic  swelling,  and  which  has  been  related  to  me  as  having 
preceded  an  attack  of  subsequent  acute  digestive  disturbance  by  other  patients, 
and  that  is  mumps.  I  believe  that  a  great  many  cases  of  acute  abdominal 
disturbance  during  the  course,  preceding  or  subsequent  to  the  onset  of  typical 


4io 


SOCIETY  TRANSACTIONS. 


parotitis,  to  be  an  acute  infective  process  in  the  pancreas  similar  in  etiology  to 
the  occurrence  of  orchitis,  which  is  among  the  common  sequellse  to  this  disease. 

Several  authentic  cases  have  already  been  published  on  this  subject,  and 
in  two  diabetes  subsequently  developed,  which  tends  to  confirm  the  inference 
that  this  gland  had  been  affected. 

In  the  various  articles  which  have  been  published  during  the  last  five 
years  on  pancreatitis,  which  ^number  now  something  over  four  hundred  and 
fifty,  this  correlation  between  mumps  and  acute  swelling  of  the  pancreas  seems 
to  have  been  overlooked,  but  I  feel  that  it  is  so  important  that  I  may  be  par- 
doned for  mentioning  it  at  this  time. 

The  symptomatology  is  at  times  certainly  quite  confused.  This  is  par- 
ticularly so  in  the  early  history  of  cases  of  chronic  pancreatitis  from  whatever 
cause.  They  are  usually  overshadowed  by  the  history  of  the  trouble  causing 
the  pancreatitis,  and  it  is  not  until  the  latter  has  been  fully  established  and 
irreparable  damage  done  that  symptoms  evident  enough  to  cause  attention  to 
be  drawn  to  the  gland  begin  to  show.  The  more  marked  of  these  the  reader 
of  the  paper  this  evening  has  drawn  our  attention  to,  such  as  bulky,  fatty  stools, 
in  regard  to  which  I  may  remark  that  there  is  no  one  sign  or  symptom,  not 
even  a  large  epigastric  tumor  itself,  which  is  more  indicative  of  disturbance 
or  deficiency  of  the  pancreatic  fluid  than  the  occurrence  of  these  tremendous 
pultaceous  defecations.  It  is  indeed  interesting  to  hear  the  description  some 
of  the  patients  give  of  this  phenomena. 

Of  the  subjective  symptoms  which  cases  of  chronic  pancreatitis  present, 
the  most  important  is  probably  that  of  the  pain  complained  of.  When  present, 
which  is  not  always  the  case,  it  usually  consists  of  a  dull,  boring  pain  which 
is  referred  particularly  to  the  back,  rather  than  to  the  epigastrium.  Tender- 
ness on  pressure  may  be  occasionally  elicited.  There  have  been  in  many  cases 
acute  exacerbations,  usually  referred  to  as  epigastric  cramps,  which  resemble 
very  markedly  the  colic  of  gall  stones,  and,  indeed,  very  frequently  cannot  be 
differentiated.  Personally,  I  feel  assured  of  the  fact  that  a  great  many  of  the 
so-called  attacks  of  acute  indigestion,  which  are  evidenced  by  cramps  in  the 
epigastrium  and  vomiting,  are  instances  of  temporary  inflammatory  pancreatic 
involvement.  They  are,  however,  transitory  and  require  nothing  other  than 
symptomatic  treatment.  The  inference  that  many  such  attacks  are  directly 
referable  to  the  pancreas  has  been  strengthened  by  the  pre-operative  history  in 
a  large  number  of  cases,  which  showed  at  operation  a  marked  chronic  pan- 
creatitis, and  confirms  one  rather  than  otherwise  in  the  inference  that  inflam- 
matory conditions  of  this  gland  are  not  so  rare  as  has  been  heretofore  supposed. 

The  progressive  emaciation  and  weakness  which  the  reader  has  mentioned 
is  also  a  very  pertinent  consideration  in  leading  one  to  the  correct  diagnosis. 
The  jaundice,  which  at  times  may  be  very  evident,  is  in  the  majority  of  these 
chronic  cases  more  of  a  sub-icteroid  character  and  is  to  be  accounted  for  rather 
because  of  the  fact  that  the  liver  does  not  functionate  as  it  should,  possibly 
through  reflex  inhibition  of  ;ts  secretory  activity. 

I  agree  more  fully  with  the  conclusions  of  Robson  and  Cammidge  that 
diagnosis  is  possible  in  the  majority  of  cases,  rather  than  with  Opie,  who 
remarks  that  it  is  extremely  difficult  during  life,  as  in  the  majority  of  the  last 
twenty-five  cases  in  which  I  have  been  personally  interested,  the  diagnosis 
was  correctly  made  in  the  cases  pre-operatively  examined.  In  none  of  them, 
however,  was  it  possible  to  reach  this  conclusion  through  the  aid  of  laboratory 
methods  alone,  among  which  may  be  mentioned  the  Cammidge  reaction,  Loewi's 
adrenalin  test,  gastric  analysis,  Wohlgemuth's  reaction  for  diastase  in  the 
urine,  or  the  various  methods  of  examination  of  the  feces  for  the  lack  of 
pancreatic  enzymes. 

As  regards  the  Cammidge  reaction  as  a  diagnostic  feature,  it  must  be 
considered  merely  as  corroborative  evidence,  not  absolute.  In  some  six  or 
seven  hundred  examinations  of  patients  suffering  from  pancreatitis  and  other 
intra-abdominal  conditions  in  whom  no  pancreatitis  was  demonstrable,  the 
results  were  very  conflicting.  I  think  that  probably  the  most  typical  reactions 
were  obtained  more  consistently  in  cases  of  exophthalmic  goiter  than  in  those 
which  showed  evidences  of  marked  pancreatic  involvement  themselves,  which 
result,  however,  does  not  necessarily  indicate  the  fallacy  of  the  test,  as  in 
cases  dying  from  exophthalmic  goiter  in  whom  I  have  had  the  opportunity  of 
examining  the  pancreas  post  mortem,  there  was,  almost  without  exception, 
acute  degenerative  processes  present  in  the  gland. 

The  general  picture,  however,  presented  by  patients  offers  one  the  best 
critera  upon  which  to  base  the  diagnosis,  as  has  been  mentioned  by  the  reader 
of  this  evening's  paper.    The  physical  findings  with  regard  to  local  conditions 
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very  frequently  offer  one  no  indication  of  the  process  present,  but  may  serve 
to.  exclude  other  pathologic  processes. 

After  much  experimentation  with  medication  in  these  cases,  I  have  come 
to  the  conclusion  that  there  is  nothing  that  seems  to  cause  any  marked  or 
lasting  benefit.  Diatetic  measures  seem  to  offer  the  best  means  "of  treatment, 
and  should  be  carried  out  as  outlined  by  Dr.  Smith.  If  one  can  find  any 
predisposing  or  exciting  cause,  it  is  an  absolute  indication  for  its  removal,  as 
many  of  these  cases  have  shown  marked  improvement  and  complete  disappear- 
ance of  pancreatic  involvement  after  draining  the  gall  bladder  or  divergence 
of  the  bile  current. 

Diabetes. 

Dr.  Robert  G.  Eccles  read  a  paper  with  the  above  title. 

Abstract. 

Depancreatized  animals,  in  whom  no  starch  digestion  can  occur,  con- 
tinue to  live  in  spite  of  the  failure  of  starch  conversion  into  sugar,  and  even 
exhibit  an  increased  amount  of  sugar  in  the  blood.  That  this  sugar  is  sup- 
plied by  the  digestive  action  of  the  leucocytes,  which  thus  resume  an  old-time 
function  when  called  upon  by  the  body's  dire  need  for  sugar,  is  suggested 
by  the  following  facts:  (a)  the  physiological  leucocytosis  of  digestion;  (b) 
the  hyperglycemia  of  diabetes,  there  being  no  glycogen  store  house  like  the 
liver,  interposed  between  the  source  of  the  sugar,  in  this  case  the  leucocytes,  and 
the  circulating  blood;  (c)  the  low  glycogen  content  of  the  liver  in  diabetes; 
(d)  the  unprecedented  degree  of  iodophilia  of  the  leucocytes  in  diabetes;  (e) 
the  low  amylase  content  of  the  blood,  which  on  any  other  hypothesis  would 
be  expected  to  cause  a  hypoglycemia,  through  decreased  glycogen  destruction; 
(/)  the  high  urinary  amylase,  which  shows  an  increased  elimination  of  this 
ferment  for  the  purpose  of  conserving  the  glycogen.  These  latter  facts,  to- 
gether with  the  kidneys'  disinclination  to  reduce  a  hyperglycemia  to  the  nor- 
mal, indicate  protective  processes  designed  to  conserve  the  carbohydrate  in 
the  blood  for  the  use  of  the  sugar  starved  tissues. 

The  fact  that  during  starvation  the  blood  abstracts  ferments  from  the 
alimentary  canal  suggests  that  these  ferments  are  utilized  to  digest  the  protein, 
fat,  and  glycogen  of  imperfectly  protected  cells  for  the  benefit  of  the  vital 
organs.  If  this  be  so,  we  can  logically  explain  the  beneficial  results  of  pan- 
creatic grafting  in  depancreatized  dogs  by  the  absorption  into  the  circulation 
of  the  normal  external  ferments  of  the  graft,  which  are  used  for  the  same 
purpose,  and  the  necessity  for  a  hypothetical  internal  pancreatic  secretion  is 
done  way  with.  The  failure  of  the  blood  from  the  pancreatic  veins  to  show 
any  more  glycolytic  power  than  any  other  blood  seems  to  point  in  the  same 
direction,  and  it  is  known  that  pancreatectomy  does  not  inhibit  the  glycolytic 
power  of  the  body.  The  fact  that  in  diabetes  toxic  organic  compounds  are 
either  excreted  paired  with  glucuronic  acid,  or  are  destroyed  in  the  body,  and 
that  glucuronic  acid,  which  is  itself  a  product  of  the  oxidation  of  sugar,  is 
oxidized,  even  in  severe  diabetes,  go  also  to  prove  that  there  is  no  failure  of 
sugar  combustion  in  diabetes. 

Glycogen  is  the  immediate  source  of  bodily  energy  and  is  first  drawn  on 
in  muscular  work.  The  excess  of  carbohydrate  taken  with  the  meals  cannot 
be  accounted  for  as  such  in  the  bo4ly  and  is  undoubtedly  stored  in  the  form  of 
fat.  On  the  other  hand,  we  have  evidence  that  fat  is  at  times  converted  into 
sugar  before  being  consumed  in  work.  It  is  a  well  known  fact  that  protein 
as  well  may  be  converted  into  sugar,  and  is  so  converted  in  diabetes.  Thus, 
both  protein  and  fat  are  drawn  upon  by  means  of  the  digestive  powers  of  the 
diabetic's  leucocytes  to  supply  the  needed  sugar,  unless  this  is  fed  to  the  patient 
as  such,  his  digestive  tract  being  unable  to  convert  starch.  Sugar  in  the  blood 
does  no  harm  in  itself,  as  has  been  shown  experimentally  and  by  the  clinical 
fact  of  long-lived  diabetics.  In  f^ct,  in  the  diabetic  it  is  a  necessity  if  life  is 
to  be  maintained. 

Inductive  evidence  supporting  this  theory  of  diabetes  is  afforded  in  the 
character  of  the  lesions  which  frequently  cause  diabetes,  i.e.,  obstructive  pan- 
creatic disease,  or  duodenal  disease,  which  results  in  a  lack  of  secretin,  and 
therefore  of  pancreatic  secretion.  Various  grades  and  varieties  of  duodenal 
disease  can  explain  quite  clearly  the  occurrence  of  varying  degrees  of  glyco- 
suria, and  can  reconcile  the  phenomenon  of  diabetes  with  a  healthy  pancreas, 
thus  again  discrediting  the  supposititious  pancreatic  internal  secretion. 

Regarding  the  nature  and  cause  of  the  lesions  responsible  for  the  disease, 
they  are  probably  of  microbic  origin,  and  are  encouraged  if  not  caused  by  a 
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high  protein  diet.  The  fact  that  diabetes  is  rare  in  countries  where  the  people 
eat  little  or  no  meat  tends  to  substantiate  this  view. 

Discussion. 

Dr.  Nellis  Barnes  Foster,  of  Manhattan,  said:  The  scepticism  enter- 
tained by  many  excellent  physicians  as  to  the  utility  of  treatment  of  diabetes  has 
probably  arisen  from  the  fact  that  the  general  rules  for  treatment  are  less 
adequate  for  the  individual  case  than  in  any  other  disease.  The  necessity  for 
careful  study  and  constant  endeavor  to  determine  exactly  the  ability  of  each 
organism  to  utilize  carbohydrate  is  repeatedly  impressed  by  experience  with 
the  disease.  The  results  of  thumb  rule  and  halfway  measures  can  either 
lead  to  nowhere  or  prove  absolutely  detrimental  to  the  patient. 

Now  as  to  the  results  of  successful  treatment,  you  must  all  have  observed 
those  frequently  occurring  instances  where  neuralgias  and  neuritis  vanish  at 
once  when  proper  diatetic  measures  are  instituted.  The  same  is  true  of 
carbuncles,  so  often  the  bane  of  diabetics.  One  of  the  most  convincing  experi- 
ences I  have  encountered  was  that  of  a  young  diabetic  who  came  to  a  surgeon 
for  relief  of  an  incipient  gangrene  of  the  foot.  The  man  was  in  such  poor 
condition  that  he  was  considered  a  bad  operative  risk  and  advice  was  sought 
as  to  his  diet  in  consequence.  The  upshot  of  it  was  that  as  his  acidosis  and 
sugar  excretion  diminished  his  surgical  condition  disappeared.  He  left  the 
hospital  without  needing  the  surgical  aid  for  which  he  entered. 

Now,  is  it  too  much  to  claim  that  the  same  treatment  which  causes  car- 
buncles, neuritis  and  ulcers  of  the  foot  to  clear  up  would,  if  instituted  earlier, 
have  kept  the  individual  free  from  his  pain  and  discomfort?  Although  many 
times  the  disease  may  go  on  for  long  periods  of  time  without  apparent  injury, 
there  seems  to  be  something  about  the  increased  sugar  content  of  the  blood 
which  causes  or  predisposes  to  these  ills. 

In  the  younger  individuals  there  is  no  question  about  treatment.  If  they 
are  not  well  cared  for  they  die  very  quickly.  With  coma  impending  on  one 
hand  and  infections  on  the  other,  there  is  no  place  for  anything  but  the  most 
scientific  methods  Ave  know. 

The  principle  involved  in  the  diatetic  treatment  of  diabetes  is  the  same 
as  in  infant  feeding.  A  function  is  disorganized  and  we  assume  that  it  is 
capable  of  some  regeneration  in  a  physiological  sense.  We  begin  with  foods 
which  are  properly  digested  and  assimilated  and  then  we  add  in  small  increments 
those  foods  which  are  metabolized  with  difficulty.  In  this  way  we  keep  the 
food  supply  within  the  powers  of  the  body.  In  practice  several  details  demand 
consideration.  Quick  changes  of  diet  are  dangerous.  The  too  rapid  removal  of 
all  carbohydrate  from  the  diet  may  precipitate  coma.  For  this  reason  we  em- 
ploy a  test  diet  which  contains  carbohydrate  in  a  definite  amount,  say  60  or  70 
grams,  and  the  patient  uses  this  for  three  days.  On  the  second  and  third  days 
all  the  urine  is  collected  for  analysis.  From  these  analyses  we  secure  a  num- 
ber of  valuable  ideas  about  the  patient.  In  mild  cases,  frequently  those  over 
fifty  years  of  age,  these  specimens  contain  no  sugar  and  we  are  informed  at 
once  that  our  patient's  tolerance  is  above  the  amount  of  starch  in  the  prescribed 
diet  (60  grams).  In  these  cases  there  is  no  alarm  about  acidosis.  All  we  have 
to  do  in  such  cases  is  to  add  to  the  diet  small  increments  of  starchy  food  until 
we  find  the  limit  of  tolerance,  and  then  build  up  his  dietary  and  teach  him  to 
live  within  it.  The  vanishing  of  thirst,  polyuria,  etc.,  is  usually  sufficient  to 
make  the  patient  co-operate  with  his  physician. 

There  is  not  time  to  consider  the  intermediate  types  between  the  mild  form 
mentioned  and  those  cases  where  analysis  of  the  urine  after  a  test  diet  shows 
more  sugar  than  is  accounted  for  by  the  starch  eaten.  There  is  often  with  the 
latter  measurable  amounts  of  diacetic  and  B-oxybutyric  acids  also.  These  are 
the  severe  cases  where  care  and  judgment  are  demanded.  Efficient  treatment 
means  to  improve  the  general  condition  of  the  patient  as  measured  by  his 
strength  and  weight,  to  reduce  the  formation  of  ketones  and  hence  the  danger 
of  coma,  to  free  the  urine  of  sugar  and  preserve  this  potential  energy  for  the 
body.  In  some  of  these  severe  cases  remarkable  improvement  follows  a  few 
days  of  oatmeal  diet.  This  is  more  often  the  case  with  younger  patients.  In 
others  it  seems  best  to  alternate  carbohydrate-free  days  with  days  when  small 
amounts,  40-50  grams,  of  starch  are  used.  Frequently  under  these  conditions 
there  is  a  rapid  gain  of  weight  and  a  vanishing  or  decided  diminution  in  the 
urinary  glucose.  When  sugar  does  not  disappear  from  the  urine  under  these 
conditions  we  interpolate  a  vegetable  day.  With  reduction  of  food  intake  on 
these  days  the  sugar  usually  drops  and  often  the  diacetic  acid  disappears  at 
the  same  time.    In  many  cases  that  seem  hopeless  in  the  beginning  it  is  found 
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after  a  couple  of  weeks  of  treatment  in  the  way  described  that  there  is  a 
marked  improvement  in  strength,  sense  of  well-being  and  body  weight,  and  the 
way  in  which  the  urinary  sugar  disappears  or  appears  only  on  those  days  when 
starch  is  admitted  to  the  diet  is  remarkable.  Some  of  these  severe  cases  of 
diabetes  in  younger  individuals  can.  by  proper  treatment,  be  led  up  to  the  inges- 
tion of  considerable  amounts  of  starch}-  foods  without  any  loss  in  urinary- 
glucose. 

Scientific  treatment  increases  the  comfort  of  almost  all  diabetics ;  it  frees 
them  of  those  minor  ills  which  make  life  a  burden  to  them.  In  severe  cases 
it  undoubtedly  prolongs  life  and  the  period  of  efficiency. 

Dr.  M.  F.  DeLorme  said:  Is  it  not  true  that  an  estimation  of  the  degree 
of  acidosis,  preferably  by  the  ammonia  estimation,  is  of  more  significance  than 
a  knowledge  of  the  extent  of  the  glycosuria? 

Dr.  R.  G.  Eccles,  in  closing  the  discussion,  said:  It  has  been  shown 
by  Dr.  Lusk  that  the  most  important  factor  from  a  prognostic  standpoint  is  the 
nitrogen-sugar  ratio  of  the  urine.  The  evidence  seems  to  clearly  show  that 
there  is  no  diminution  of  the  ability  to  oxidize  sugar  in  diabetic  patients,  and 
in  view  of  the  arguments  that  have  been  outlined  it  appears  highly  rational  to 
give  to  diabetics  all  the  sugar  they  can  take.  It  simply  helps  Nature's  en- 
deavor to  supply  the  body  with  sugar.  Sugar  in  the  blood  does  no  harm. 
The  complications  that  have  been  mentioned,  such  as  neuritis,  gangrene,  etc.. 
are  probably  due  to  infection,  perhaps  the  same  infection  that  caused  the 
diabetes. 
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Stated  Meeting.  March  1.  1912. 

The  President.  Albert  M.  Judd.  M.D..  in  the  chair. 

A  Modification  of  the  Stem  Operation  for  Sterility  and  Dysmenorrhcea. 

Dr.  L.  Grant  Baldwin  described  a  new  operative  technic  for  application 
in  cases  01  sterility.  The  stem  pessary  is  used,  and  in  order  to  hold  it  in  place 
two  small  buttons  are  placed  on  either  side  of  the  cervix  and  the  thread  is 
passed  through  the  hole  in  one  button,  then  through  the  second  hole  in  the  same 
button,  then  through  one  side  of  the  cervix,  through  the  stem,  through  the  but- 
ton on  the  opposite  side,  then  through  the  other  side  of  the  cervix  and  back  to 
the  original  point  and  tied.  This  procedure  is  done  in  order  to  prevent  the  sutures 
from  cutting  out  of  the  cervix.  It  is  best  to  thread  the  buttons  through  the 
stem  before  introducing  it.  then  all  that  has  to  be  done  inside  of  the  vagina  is 
to  tie  the  knot  over  the  second  button. 

As  a  preliminary  to  the  use  of  the  stem  pessary.  Dr.  Baldwin  discussed 
curetting  and  draining  the  uterus  before  inserting.  In  order  to  drain  the  uterus 
he  mops  it  out  with  gauze  and  usually  puts  in  a  good  sized  glass  catheter.  It 
is  found  that  a  solid  glass  rod  drains'better  than  the  hollow  glass  tube. 

Dr.  Robert  L.  Dickinson  stated  that  the  big  glass  stem  referred  to  by 
Dr.  Baldwin  is  very  valuable.  To  suture  the  stem  in  place,  he  uses  silver  wire 
of  large  caliber  which  does  not  cut  through.  Dr.  Dickinson  thought  that  the 
use  of  the  stem  was  more  practical  than  the  Dudley  Operation  in  this  class  of 
cases  and  he  believes  it  especially  valuable  in  undeveloped  infantile  uteri. 

Complete  Hysterectomy  with  the  Cautery. 

Dr.  Robert  L.  Dickinson  described  the  following  operation  and  submitted 
a  specimen.  He  started  to  do  the  Byrne  operation,  that  is.  remove  the  cervix 
first  and  the  fundus  afterwards,  but  changed  his  line  of  attack  and  performed 
a  complete  cautery  hysterectomy.  The  reports  of  the  curettings  in  the  case  was 
cancer  of  the  body  of  the  uterus.    The  entire  operation  was  done  per  vaginam. 

Dr.  Dickinson  statd  that  this  was  an  exceptional  case  treated  in  an  excep- 
tional way.  As  a  rule  he  believes  it  is  better  to  do  the  cervix  part  of  the  opera- 
tion per  vaginam  and  then  to  finish  the  operation  through  the  abdominal  route. 
He  quoted  one  operator,  who  had  19  cases  living,  after  a  period  of  five  years, 
following  this  type  of  operation,  that  is  the  Byrne  operation,  which  is  an  excep- 
tionally brilliant  result. 
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Acute  Appendicitis,  Ruptured  Hematoma  of  the  Ovary  and  Unruptured 
Extra-Uterine  Pregnancy. 

Dr.  Philip  Manecke  reported  the  following  case: 

The  patient  was  a  young  married  woman,  who  had  menstruated  regularly 
until  January,  when  she  had  a  little  bleeding  for  a  few  days  and  was  then  seized 
with  a  sudden  pain  in  the  right  lower  part  of  the  abdomen,  followed  by  collapse, 
rapid  pulse  and  extreme  exhaustion.  She  recovered  the  next  day  and  when  she 
entered  the  hospital  she  felt  perfectly  well.  Two  weeks  later  she  again  suf- 
fered from  pain  in  the  right  side  but  there  was  no  collapse.  An  operation  was 
prformed  and  there  was  revealed  an  acute  appendicitis,  a  ruptured  hematoma  of 
the  ovary,  and  an  unruptured  extra-uterine  pregnancy  all  on  the  same  side. 

Ovarian  Cysts. 

Dr.  Philip  Manecke  reported  the  following  case  and  submitted  a  specimen : 

The  patient  was  a  young  unmarried  woman  who  had  had  no  history  of 
pelvic  trouble.  Examination  showed  two  suspicious  masses  in  the  pelvis  which 
proved  to  be  large  parovarian  cysts.    These  were  successfully  removed. 

Dr.  O.  P.  Humpstone,  in  discussing  the  above  cases,  said  that  ovarian  cysts 
often  are  difficult  to  differentiate  from  pregnancy.  He  had  recently  seen  a  girl 
thirteen  years  of  age  who  had  symptoms  referable  to  the  pelvis  which  resembled 
appendicitis.  Her  abdomen  was  considerably  distended  and  a  tumor  was  felt 
which  resembled  very  much  an  enlarged  uterus.  It  was  later  discovered  that  the 
child  had  been  indiscreet  and  there  was  a  possibility  of  a  pregnancy  being  pres- 
ent and  she  was  sent  home  again.  The  pain  continued  but  no  other  signs  of 
pregnancy  could  be  found,  excepting  the  large  tumor  in  the  lower  pelvis.  The 
ordinary  signs  of  pregnancy  were  absent.  Dr.  Humpstone  made  a  diagnosis 
of  ovarian  cyst.    She  was  operated  upon  and  a  large  cyst  was  removed. 

Dr.  John  C  MacEvitt,  in  discussing  the  cautery  operation  for  cancer  of 
the  uterus  said  that  he  used  the  compression  clamps  in  connection  with  the 
Byrne  operation  and  he  believed  that  there  was  little  danger  of  hemorrhage 
after  using  the  broad  clamps  and  heat,  and  he  believed  with  Dr.  Dickinson  that 
the  better  method  of  operation  was  by  the  combined  vaginal  and  abdominal  route. 

Streptococcus  Peritonitis. 

Dr.  Ralph  H.  Pomeroy  reported  the  case  of  a  woman  who  had  been  re- 
cently married.  Five  days  before  the  consultation  she  had  been  seized  with  a 
sudden  pain  in  the  lower  abdomen.  She  presented  all  the  symptoms  typical  of 
the  conditions  resulting  from  criminal  abortion  in  which  a  septic  peritonitis  had 
developed.  Her  temperature  was  102  degrees,  pulse  150  and  the  abdomen  was 
greatly  distended.  The  following  day  her  pulse  was  very  much  stronger  and 
he  decided  to  operate  upon  her.  The  previous  year  she  had  had  two  criminal 
abortions  performed  but  at  the  present  time  had  denied  any  interference. 
The  abdomen  was  opened  and  was  found  to  be  full  of  a  purulent  material.  There 
was  no  evidence  of  any  trouble  arising  from  the  uterus  and  no  conditions  ex- 
cepting an  old  chronic  salpingitis  could  be  found  which  might  have  given  rise 
to  the  trouble.    The  patient  died  12  hours  later. 

Dr.  Walter  B.  Chase  in  discussing  the  case  said  that  he  had  occasionally 
met  with  these  perplexing  conditions.  The  last  one  which  died  revealed  at 
autopsy  an  abscess  of  the  liver  as  the  source  of  the  trouble. 

Puncture  of  the  Uterus  with  Injury  to  the  Sigmoid. 

Dr.  John  O.  Polak  reported  the  case  of  a  woman  29  years  of  age  who 
had  had  a  number  of  children.  Recently,  when  a  few  days  past  her  period  she 
began  to  bleed  and  a  curettage  was  attempted.  The  uterus  was  dilated  and  the 
dilator  went  through  it  making  a  large  rent  in  it.  Forceps  were  introduced  and 
a  mass  of  tissue  brought  down.  This  evidently  was  a  portion  of  the  intestine. 
She  entered  the  Jewish  Hospital  in  a  state  of  shock  and  a  well  developed  peri- 
tonitis was  present. 

An  abdominal  operation  revealed  the  fact  that  the  entire  left  side  of  the 
-ijmioid  had  been  pulled  out  by  the  forceps.  The  abdomen  was  full  of  an  enema 
which  had  been  given  following  the  manipulation  outside  of  the  hospital.  A 
rapid  hysterectomy  was  performed  and  the  intestine  repaired.  The  patient  died 
in  30  hours. 

The  lesson  to  be  emphasized  by  this  case  is  that  a  dilation  or  curettment 
should  not  be  attempted  before  first  passing  the  sound  inside  of  the  uterus  to 
determine  its  depth  and  direction.  However,  if  the  uterus  is  perforated  an  im- 
mediate repair  should  be  attempted. 
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Dr.  F.  J.  Shoop,  in  discussing  the  case,  recalled  a  case  in  which  he  had 
perforated  the  uterus  with  a  sharp  nosed  irrigator.  The  abdomen  was  im- 
mediately opened,  the  tear  in  the  uterus  found  and  repaired.  Fixation  was  done 
and  the  patient  made  a  good  recovery. 

Gangrenous  Caput  Coli  in  Femoral  Hernia. 

Dr.  F.  J.  Shoop  reported  the  following  case : 

On  January  8,  1912,  Dr.  Shoop  was  called  at  noon  to  see  a  woman.  52 
years  old,  tall  and  slim  though  fairly  well  nourished,  who  gave  the  following 
historv : 

Had  had  a  rupture  on  the  right  side  of  four  years'  standing,  but  never 
wore  a  truss ;  sometimes  the  swelling,  as  she  called  it,  would  increase  in  size, 
and  at  times  would  be  smaller,  but  never  entirely  disappeared.  Had  little  or  no 
pain.  A  few  days  ago,  following  a  vomiting  spell,  the  bunch  swelled  considerably 
and  began  to  pain  her,  and  for  the  last  four  days  has  been  increasing  in  size. 
She  tried  to  reduce  it  the  day  before  by  putting  on  a  hot  water  bag,  went  to 
sleep  and  was  awakened  by  pain  and  soreness  and  found  the  hot  water  bag 
had  burned  a  blister  on  the  skin  over  the  center  of  the  swelling,  and  then  she 
allowed  the  family  to  send  for  Dr.  Shoop. 

He  found  her  suffering  from  what  seemed  to  be  a  localized  peritonitis,  a 
reddened,  blistered  skin  over  a  large  irreducible  femoral  hernia,  the  latter  tender 
and  painful  to  the  touch.    Temperature  100  degrees  F. 

Dr.  Shoop  had  her  removed  at  once  to  the  Samaritan  Hospital  and  operated 
on  her  at  4 130  P.  M 

A  vertical  incision  was  made  beginning  half  an  inch  above  Poupart's  liga- 
ment, extending  down  over  femoral  opening.  About  a  pint  of  fetid  pus  escaped 
as  soon  as  the  skin  was  cut  through,  and  what  proved  to  be  the  caput  coli  im- 
mediately presented  with  an  opening  one  inch  in  diameter,  the  edges  of  which 
showed  a  half  inch  gangrenous  margin.  This  opening  was  at  the  site  where 
the  appendix  should  have  been  and  was  directly  beneath  the  burned  portion  of 
the  skin.  The  appendix  could  not  be  found.  The  interior  of  the  colon  as  far  as 
could  be  seen  through  the  opening,  was  mahogany  red  in  color  and  almost  black 
at  the  vicinity  of  the  opening.  The  anterior  part  of  the  hernial  sac  had 
sloughed  away. 

The  gut  was  dissected  free  from  dense  adhesions  and  freed  sufficiently  to 
allow  it  to  be  drawn  down  far  enough  to  allow  the  trimming  out  of  the  gan- 
grenous portion.  The  opening  in  it  was  closed  with  linen  suture,  the  femoral 
opening  incised  with  an  outward  transverse  incision  to  permit  return  of  the  gut. 
Another  mass  still  occupied  the  femoral  space,  consisting  of  indurated,  thick- 
ened mesenteric  and  glandular  tissue  about  one  and  a  half  inches  by  two  inches 
by  three-quarters  of  an  inch  thick  which  was  tied  off  from  its  adjacent  knuckle 
of  small  intestine. 

The  posterior  wall  of  the  sac  was  then  seized  but  broke  away  on  attempting 
to  ligate  it.  A  purse  string  chromic  suture  was  run  through  Poupart's  and  Gim- 
bernat's  ligaments,  the  periosteum  of  the  pelvic  bone,  the  pectineal  fascia  and 
muscles,  sheath  of  femoral  vessels  and  back  up  through  Poupart's  ligaments  as 
described  by  Dr.  Paul  M.  Pilcher  in  his  article  in  the  Year  Book  of  the  Pilcher 
Hospital.  A  drain  was  then  inserted  in  4the  outer  angle  of  the  incised  part  of  the 
canal,  and  the  skin  was  closed  with  interrupted  silk  worm  gut  sutures  leaving 
room  for  exit  of  drain. 

On  account  of  the  infection  of  the  wound  by  the  pus  drainage,  only  the 
upper  skin  sutures  held,  the  rest  of  the  wound  healing  by  the  slower  process  of 
granulation.  All  puss  ceased  draining  after  two  weeks.  The  bowel  closure  was 
evidently  perfect,  no  feces  appearing  in  wound  at  any  time.  The  temperature 
ran  up  once  to  102  but  promptly  came  down  to  normal  every  morning  thereafter, 
occasionally  touching  99.5  in  the  afternoon  for  the  first  ten  days,  then  remaining 
normal. 

There  was  no  pain  after  the  first  48  hours,  no  shock  except  for  the  1st  half 
hour  after  operation,  little  or  no  nausea,  no  vomiting.  The  bowels  moved  spon- 
taneously the  next  morning  after  the  operation  and  continued  to  do  so  once  or 
twice  a  day  thereafter  without  medication  for  several  days. 

Otherwise  the  recovery  was  uneventful,  patient  went  home  February  12th, 
and  feels  strong  and  well.    Wound  is  healed. 

Dr.  Shoop  said  his  attention  had  been  called  to  the  report  of  a  case  by  Dr. 
Paul  Oliver,  of  Rush  Medical  College,  in  the  American  Medical  Association 
Journal  of  December  16.  191 1,  of  strangulated  appendix  in  femoral  hernia.  In 
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his  case  a  loop  of  ihe  appendix  was  caught  in  the  femoral  opening,  the  caecum 
and  distal  end  of  the  appendix  were  both  within  the  pelvic  cavity.  In  Dr.  Snoop's 
case,  the  pouch  of  the  caecum  and  possibly  the  entire  appendix,  were  in  the  hernia, 
the  latter  point  not  positively  known  as  it  had  disappeared  in  the  suppurative 

process. 

The  Repair  of  Lacerations  of  the  Perineum. 

A  paper  with  the  above  title  was  read  by  Dr.  John  C.  MacEvitt. 

Discussion. 

Dr.  John  O.  Polak,  referring  to  lacerations  of  the  perineum,  said  that  his 
experience  with  the  procedure  which  Dr.  MacEvitt  had  described  had  not  been 
entirely  satisfactory  because  of  the  amount  of  tissue  constricted  and  the  amount 
of  buried  gut  which  it  is  necessary  to  leave  there.  The  nearness  of  the  rectum 
favors  infection  which  has  been  an  embarrassing  complication  in  Dr.  Polak's 
cases.  He  suggested  that  a  practically  bloodless  denudation  of  the  rectal  pouch 
could  be  done  after  the  proper  line  of  cleavage  was  found,  thus  avoiding  the 
necessity  of  inserting  the  finger  in  the  rectum.  He  does  not  feel  that  it  was 
the  pouching  of  the  loose  tissue  in  front  of  the  rectum  that  did  the  most  good 
but  the  bringing  together  of  the  muscular  planes.  He  used  No.  i  chromic  gut 
in  these  cases. 

Dr.  Clarence  R.  Hyue  stated  that  he  did  not  believe  that  it  was  necessary 
to  introduce  the  finger  into  the  rectum  in  these  cases.  By  using  the  Barrett 
operation,  that  is,  simply  making  a  small  opening  in  the  vaginal  mucous  mem- 
brane, introducing  a  pair  of  scissors  and  separating  the  plades,  he  could  separate 
the  mucous  membrane  from  the  underlying  tissue.  However,  the  cosmetic  ef- 
fect was  never  as  good  as  one  would  be  led  to  expect.  At  the  present  time, 
however,  he  was  doing  a  Holden  operation  with  various  modifications,  some- 
times putting  in  a  crown  suture  which  works  out  very  nicely  and  gives  a  very 
strong  perineal  body.  By  a  perineal  body  he  meant  simply  the  union  of  all  the 
structures  in  the  median  line. 

Dr.  Robert  L.  Dickinson  stated  that  he  had  adopted  the  Holden  method 
of  bringing  together  the  levator  muscles  and  levator  fascia.  Muscular  fibers 
backed  by  strong  fascia  will  hold  such  sutures  and  so  the  levator  fascia  is,  to 
his  mind  an  important  factor.  To  hold  the  rectocele  he  attempts  to  get  two 
strong  points  on  either  side  of  the  rectum  and  ties  them  together  in  front  of  the 
rectal  wall. 

Dr.  Paul  M.  Pilcher  said  that  he  had  never  found  that  a  puckering  of 
the  tissue  did  much  good  in  a  case  of  hernia  and  inasmuch  as  a  rectocele  is  a 
hernia  he  thought  the  comparison  would  apply.  In  repairing  hernia  if  the  re- 
pair does  not  contain  the  aponeurosis  you  do  not  get  a  satisfactory  or  com- 
plete repair  of  your  hernia.  Therefore,  from  a  surgical  standpoint,  the  first 
thing  in  repairing  the  perineum,  in  either  type  of  rectocele,  is  to  discover  where 
the  muscular  mass  is  retracted  to.  If  the  fascia  covering  the  face  of  the  levatorani 
muscle  has  been  torn  through  the'  fascia  should  be  repaired  first  and  it  is  not  es- 
sential to  include  any  of  the  rectal  tissue  in  the  suture.  Puckering  is  unneces- 
sary if  the  fascia  is  strong  enough  to  hold  back  a  hernial  protrusion.  There 
may  not  be  a  perineal  body  but  it  certainly  is  a  fact  that  if  the  perineum  has 
been  properly  repaired  the  finger  in  the  vagina  can  feel  the  mass  of  tissue  which 
we  call  the  perineal  body.  In  other  words,  it  is  the  substance  which  forms  the 
pelvic  floors. 

hi  repairing  the  perineum  Dr.  Pilcher  first  determines  the  upper  limit  of 
the  tear  in  the  vagina,  then  he  does  a  flap-splitting  operation  lifting  up  the 
mucous  membrane  of  the  vagina  from  the  underlying  structures.  The  dissection 
is  carried  into  the  sulci  and  the  torn  fibres  of  the  levator  muscle  are  denuded. 
The  torn  fascia  and  muscles  are  brought  together  and  sutured  with  chromic 
catgut  and  are  thus  interposed  between  the  rectal  wall  and  the  vaginal  mucous 
membrane.  He  did  not  believe  that  any  care  need  be  taken  to  shorten  the  rectal 
wall  in  these  cases.  In  the  after  treatment,  catharsis  should  be  avoided,  inasmuch 
as  liquid  feces  very  greatly  increases  the  danger  of  infection. 
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EPIDEMIC  CEREBRO-SPINAL  MENINGITIS,  WITH  A 
REPORT  OF  EIGHTY-FIVE  CASES. 


HE  recent  prevalence  of  epidemic  cerebro-spinal  meningitis 


throughout  the  United  States  has  prompted  me  to  make  a 


report  of  eighty-five  cases  treated  at  Swinburne  Island  Hos- 
pital of  the  Health  Officer's  Department  of  the  Port  of  New  York. 
Although  the  mortality  is  high  and  the  results  are  far  from  flatter- 
ing, at  least  the  seriousness  of  the  disease  is  demonstrated  and  the 
effects  of  Dr.  Flexner's  serum  complimentary.  The  very  serious- 
ness of  the  class  of  cases  handled,  with  their  inferior  physical 
development,  is  disappointing,  but  from  necessity  encouraged  close 
application  and  general  resourcefulness.  The  observation  upon  a 
fatal  case  followed  to  the  morgue  furnishes  information  that  would 
never  be  suspected,  if  routine  treatment  effected  prompt  recovery. 
Maritime  cases  occurring  among  the  steerage  of  the  average  South- 
ern European  lines  are  pictures  of  neglect  compared  to  what  we 
would  expect  in  treatment  cases  after  organized  efforts  were  formu- 
lated in  even  the  smaller  municipalities,  who  always  have  the  option 
of  volunteer  co-operation  and  assistance  from  the  very  best  physi- 
cians of  the  country. 

Definition — An  infectious  disease  occurring  sporadically  and 
epidemically  in  a  selective  nature,  caused  by  the  diplococcus 
intracellulars  and  characterized  by  inflammation  of  the  cerebro- 
spinal meninges  with  a  rather  fixed  symptomatology  and  a  very 
irregular  clinical  course  due  to  concomitant  complications. 

Synonyms — Purpuric,  Petechial  and  Spotted  Fever,  so  called 
from  its  cutaneous  manifestations.  (Occurred  in  58.8  per  cent,  of 
these  cases.) 

History — Shows  a  variable  epidemicity,  sporadic  to  a  noticeable 
extent,  thus  baffling  the  theories  of  transmission.  Becomes 
pandemic  and  attacks  great  numbers,  but  not  in  proportion  to 
such  contagions  as  measles  and  variola.  New  York  in  1904-5  had 
6,755  cases  with  3,455  deaths,  a  mortality  of  over  50  per  cent.,  while 
the  mortality  is  usually  said  to  range  from  50  to  70  or  80  and  even 
90  per  cent. 


By  Francis  C.  Clark,  M.D., 


Swinburne  Island  Hospital,  Swinburne  Island,  N.  Y. 
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Etiology — The  source  of  our  cases  was  Greece,  where  the  dis- 
ease was  epidemic,  reaching  its  height  in  the  most  favorable 
months,  March  and  April,  and  corresponding  to  the  seasonal  heavy 
immigration  permitting  congestion  upon  shipboard  both  from 
numbers  and  closed  hatches  on  account  of  severe  weather. 

Ninety-one  and  seven  tenths-]-  per  cent,  were  male,  and  84.7+ 
per  cent,  were  over  16  years  of  age,  but  both  these  factors  are 
produced  by  the  predominance  of  the  adult  male  immigrant. 

Forty-three  cases  were  removed  at  Quarantine  Station  upon 
the  steamships'  arrival. 

Forty-one  cases  were  removed  from  Ellis  Island,  10  of  these 
were  from  known  infected  ships  and  7  of  these  10  were  from  one 
known  infected  ship.  One  body  for  autopsy  was  returned  from  a 
known  infected  ship.  All  of  these  returns  were  made  within  four 
days.  All  cases  returned  within  four  days  totaled  18,  leaving  23 
to  be  returned  at  a  later  date,  the  latest  being  the  48th  day. 

Bacteriology — The  specific  organism  is  no  doubt  the  diplo- 
coccus  intracellularis,  although  some  authorities  wish  to  classify  it 
in  a  desire  to  explain  an  unaccounted  dissemination,  that  is  the 
spordic  basic  type  of  the  disease  or  to  fit  the  clinical  manifesta- 
tions and  high  serum  mortality  by  declaring  a  para-meningococcus. 
However,  recent  clinical  pathological  technic — opsonic  endices  and 
agglutination — has  offered  a  solution  to  these  disputes  and  put  bac- 
teriological diagnosis  upon  a  stable  base.  A  Gram  negative  intra- 
cellular diplococcus  from  the  cerebro-spinal  fluid  is  quite  conclusive, 
but  the  mixed  flora  of  the  nasopharynx  with  its  many  varieties  of 
diplococci,  which  resemble  the  meningococcus,  requires  agglutina- 
tion for  identification.  Furthermore  agglutination  has  cleared  up 
the  mist  in  identifying  the  meningococcus,  when  it  has  undergone 
involution  taking  the  Gram  stain  and  appearing  other  than  in  pairs 
(that  is,  tetrad,  clumps,  chains,  large  and  small). 

Careful  search  has  been  rewarded  by  obtaining  the  organism 
in  the  great  majority  of  cases,  if  not  by  direct  smear,  upon  culture, 
and  if  not  upon  the  first  cord  tap,  at  least  at  a  later  date.  In  these 
85  cases  it  was  found  in  all  except  those  who  had  previously 
received  serum  treatment. 

Recent  investigations  have  shown  by  exhaustive  studies  that : 

1.  The  specific  organism  is  commonly  present  in  the  spinal 
fluid  and  has  been  isolated  almost  as  constantly  from  the  naso- 
pharynx. 

2.  Man  to  be  the  only  recorded  host. 

3.  That  the  nasopharynx  seems  to  be  the  natural  habitat. 

4.  Existence  outside  the  body  to  be  unknown  and  must  be 
short  because  it  is  easily  killed  by  sunlight  or  drying  and  is  isolated 
and  grown  with  the  utmost  difficulty — a  striking  experience  in 
growing  cultures  for  immunizing  the  serum  horses,  although  the 
organism  at  times  shows  excessive  virulence  and  great  tenacity  to 
life. 

5.  Case  incidences  of  nasopharyngeal  infection  in  the  dis- 
eased are  high,  78.33  per  cent. 

6.  Contacts  have  shown  nasopharyngeal  infection  as  high  as 
70  per  cent. 

7.  Healthy  individuals  of  a  vicinity  where  the  disease  was 
epidemic  have  shown  nasopharynx  infection  as  high  as  30  per  cent. 
The  apparently  healthy  in  whom  the  meningococcus  is  demon- 
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strated  are  found  more  often  to  be  temporarily  infected,  yet  a  good 
number  show  persistence  of  weeks  and  months — nine  months — 
while  others  on  repeated  examinations  have  shown  periodic  free- 
dom and  reappearance  of  the  meningococcus. 

8.  Nasopharyngeal  infection  of  the  diseased  usually  disap- 
pears early,  often  before  convalescence — probably  due  to  an  almost 
constant  nasopharyngitis  with  the  presence  of  antagonistic  organ- 
isms— in  only  one  of  these  cases  did  it  last  51  days. 

Epidemicity — Has  long  been  invested  by  a  so-called  veil  of 
mystery  owing  to  its  selective  character ;  not  attacking  in  groups ; 
seldom  attacking  inmates  of  hospitals;  usually  confined  to  one 
case  in  a  family ;  a  few  scattered  cases  to  a  community  and  trace- 
able direct  and  indirect  relations  between  successive  cases  have 
been  relatively  futile.  However  it  is  conceded  that  the  majority  of 
persons  are  not  readily  susceptible  and  it  seems  necessary  to  con- 
tract the  disease  requires  a  certain  amount  of  predisposition.  The 
predominance  of  the  disease  among  children  may  be  assumed  to  be 
due  to  susceptibility.  The  type  of  individual  attacked  in  these 
cases  although  mostly  adults  were  the  physically  defective  showing 
lymphotism  and  poor  development,  although  fairly  nourished 
except  late  cases  which  were  emaciated.  Some  years  ago  my 
attention  was  called  to  "status"  cases  being  predominant  in 
meningitis,  that  is,  ran  a  very  high  percentage ;  that  fatal  cases 
always  showed  lymphotism  and  that  a  patient  free  from  the  latter 
ran  a  less  severe  and  a  favorable  course.  The  observations  upon 
these  cases  are  rather  confirmatory  than  contradictory. 

Dissemination — There  is  no  doubt  that  the  subject  of  dissemi- 
nation will  allow  of  much  discussion. 

The  period  of  incubation  is  and  will  remain  unknown,  so  that 
the  part  played  before  a  case  becomes  bed-ridden  must  be  doubtful, 
but  the  very  seriousness  of  the  stricken  individual  confines  him 
to  a  restricted  circle  as  soon  as  the  disease  is  established  and  limits 
his  radius  as  a  factor  in  transmission.  The  case  itself  furnishes 
very  little  information,  when  we  consider  a  fatal  issue  may  termi- 
nate within  four  or  five  hours  from  a  state  of  presumably  com- 
parative good  health.  Just  such  a  case  occurred  at  Ellis  Island  in 
a  detention,  who  was  up  as  usual  and  after  eating  his  breakfast 
suddenly  had  a  convulsion  and  expired  before  he  could  be  trans- 
ferred to  this  hospital — this  was  within,  less  than  four  hours.  The 
late  Dr.  Ashley,  of  the  Health  Officers  Staff,  performed  the 
necropsy  and  within  30  hours  was  struck  down  with  this  disease 
and  died  within  less  than  48  hours.  Up  to  this  time  Dr.  Ashley 
had  been  associated  with  43  cases  and  4  autopsies,  but  at  this  par- 
ticular time  was  just  recovering  from  an  attack  of  influenza  and 
it  may  be  added  that  he  had  never  been  robust. 

The  most  striking  traceable  case  was  that  of  Dr.  Wood,  house 
physician  at  Hudson  Street  Hospital,  who  contracted  the  disease 
and  expired  within  48  hours.  A  search  was  made  and  it  was 
revealed  that  a  steerage  passenger  from  a  known  infected  ship 
had  passed  inspection  at  Ellis  Island,  ferried  to  New  York  City, 
immediately  reported  ill  to  the  police,  was  transferred  to  the  hos- 
pital where  he  remained  for  two  or  three  days  and  was  discharged 
cured ;  diagnosis,  influenza.  It  was  shown  that  Dr.  Wood  had 
examined  this  immigrant,  who  was  sought  and  found  to  be  a 
meningococcus  carrier.   A  striking  comparison  lies  in  the  fact  that 
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there  were  no  secondary  cases  among  the  employes  of  Swinburne 
Island  Hospital  or  among  patients  who  were  too  ill  to  be  removed 
— one  a  typhoid  and  the  other  a  septicaemia. 

A  summary  would  seem  to  allow  us  to  say  that  we  have  (i) 
a  disease  that  the  majority  of  individuals  do  not  contract  and  (2) 
an  omnipresent  contagion  that  runs  riot  when  unresisted,  that 
inhabits  the  nasopharynx  of  the  healthy  and  that  must  be  carried 
to  the  susceptible  in  order  to  produce  the  disease.  These  factors 
alone  are  quite  enough  to  explain  sporadicity  and  the  varied  cycles 
of  epidemicity. 

Morbid  Anatomy — Autopsies  were  done  upon  nearly  all  the 
fatal  cases. 

The  malignant  forms  with  purpura  showed  extreme  conges- 
tion of  the  brain  and  pia-arachnoid.  Three  showed  free  hemor- 
rhage into  the  subdural  spaces  and  the  brain  and  cord  were  bathed 
in  semi-coagulated  blood.  These  cases  had  died  within  a  few 
hours.  The  less  malignant  had  cutaneous  petechias  and  showed  a 
fibro-purulent  exudate  most  marked  at  the  base  of  the  brain.  The 
cortex  was  less  often  involved,  but  later  cases  frequently  showed 
all  the  sulci  filled  with  exudate,  the  pia-arachnoid  thickened  and 
more  or  less  adhesions  at  the  base.  Cases  under  serum  treatment 
for  several  days  commonly  showed  very  little  exudate,  even  at 
the  base,  but  the  adhesions  of  the  pia-arachnoid  were  usually  more 
extensive. 

The  cord  was  always  involved  and  like  the  brain  often  showed 
practically  no  exudate  when  serum  had  been  used,  but  the  pia- 
arachnoid  was  opaque,  excessively  thickened  and  adherent  even 
to  complete  obliteration  of  all  subdural  spaces.  These  adhesions 
were  the  most  pronounced  in  the  lumbar  region,  the  selective  site 
for  the  greatest  involvement  of  the  cord. 

The  ventricles  were  seldom  dilated  and  only  once,  pronounced 
dilatation. 

The  fluid  was  usually  turbid  and  very  seldom  flocculent.  The 
choroid  plexus  was  constantly  cedematous  and  without  exudate. 
The  ependyma  rarely  showed  more  than  edema  and  the  horns 
seldom  showed  little  more  than  a  slight  amount  of  precipitated  pus. 

Hemorrhagic  ependymitis  did  occur,  also  hemorrhage  into  the 
brain  substance.  One  case  showed  sufficient  hemorrhage  of  the 
pons  to  be  a  cause  of  death. 

The  nares  and  nasopharynx  usually  showed  a  high  grade  of 
inflammation  associated  with  purulent  pan-sinusitis,  that  is  several 
or  all  the  accessory  sinuses  being  abscesses. 

Broncho-pneumonia  invariably  occurred  in  fatal  cases. 

Pleurisy  was  less  common. 

Pericarditis  was  not  infrequent  and  was  both  plastic  and 

serous. 

The  thymus  was  noticably  large  in  practically  all  cases  and 
at  times  hemorrhagic  upon  section. 

The  spleen  was  usually  enlarged  although  most  of  the  cases 
were  Greeks,  who  have  habitually  enlarged  spleens,  owing  to  the 
prevalence  of  malaria  in  their  country  where  the  race  is  claimed 
to  have  almost  "petered  out"  from  this  influence  alone. 

The  mesenteric  glands  were  universally  enlarged. 

The  intestines  never  showed  more  than  simple  inflammation — 
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although  in  the  purpuric  cases  there  were  hemorrhages  throughout 
the  alimentary  canal  and  other  viscera. 

The  liver  usually  showed  cloudy  swelling  and  the  kidneys 
more  or  less  acute  nephritis.  In  three  cases  tuberculosis  of  the 
kidneys  was  encountered — two  bilateral  and  one  unilateral — the 
latter  in  a  female  child  of  seven,  who  had  thyroid  enlargement  and 
some  exophthalmos. 

The  bladder  showed  varying  grades  of  inflammation.  Hemor- 
rhage was  not  uncommon,  when  the  mucosa  was  otherwise  free 
from  lesions — once  there  was  extensive  gangrene  involving  the 
entire  trigone. 

From  1  case  streptococci  were  recovered  from  the  spleen. 

From  1  case  streptococci  from  the  spleen  and  pericardium. 

From  1  case  staphylococci  from  the  blood. 

From  2  cases  staphylococci  from  the  brain  and  cord,  one  of 
whom  showed  deep  abscess  at  the  sight  of  lumbar  puncture. 

Stage  of  Incubation. — Having  no  secondary  cases  we  made  no 
observations.  Dr.  Ashley  performed  an  autopsy  upon  a  malignant 
four-hour  case  and  the  following  day  was  taken  ill  with  the  dis- 
ease. An  immigrant  from  Venezuela,  where  the  disease  had  no 
prevalence,  was  detained  at  Ellis  Island,  contracted  the  disease 
and  was  returned  to  this  hospital  within  five  days. 

The  Stage  of  Invasion  is  short.  Cases  have  occurred  upon  ship- 
board during  the  night  after  several  official  inspections  during  the 
day  by  the  medical  officers  of  the  Health  Officer's  Department. 

I  feel  that  the  so-called  projectile  vomiting  of  invasion  is  due 
to  suddenness  rather  than  to  the  disease  per  se,  similar  as  is  seen 
in  erysipelas  and  scarletina,  although  vomiting  does  occur  most 
invariably  with  the  increased  tension  of  cerebral  effusion. 

It  may  be  added  that  relapses  are  established  abruptly — the 
patient,  usually  after  an  uneventful  day,  complains  of  headache, 
shows  loss  of  appetite,  fever,  hyperesthesia,  return  of  rigidity, 
upon  lumbar  puncture  turbid  fluid  and  the  return  of  the  meningo- 
coccus. In  one  case  the  relapse  was  ushered  in  by  maniacal  psycho- 
motor activity  which  lasted  eighteen  hours  and  continued  there- 
after as  a  relapse. 

Symptomatology — The  symptoms  occurred  with  marked  regu- 
larity. 

Headache. 

Cyanosis. 

Photophobia. 

Hyperesthesia. 

Rigidity. 

Herpes.  Often  present;  in  30  cases  or  35.3  per  cent.,  and 
irregularly  distributed,  most  frequently  upon  the  face,  lips,  nose, 
forehead  and  ears,  but  did  occur  upon  the  trunk,  thighs  and  hands. 

Rash.  General  and  discrete,  having  no  selective  sight.  Oc- 
curred in  40  cases  or  58.7+  per  cent.,  petechial  in  37  or  43.5+  per 
cent.,  purpuric  in  13  or  15.3+  per  cent.  One  case  showed  a  com- 
bined petechial  and  rose-rash,  the  latter  quite  general,  but  most 
marked  upon  the  trunk  and  arms.  In  one  of  the  purpuric  cases 
the  lesions  remained  moist  with  gangrenous  tendencies. 

Intense  thirst. 

Vomiting. 
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Eyes.  Conjunctivae  injected,  at  times  there  was  deviation, 
rotation  and  nystagmus. 

Pupils.  Early,  contraction  and  sluggish  light  reaction;  later, 
dilatation  and  inequality  with  the  advent  of  pronounced  coma  and 
increased  intra-cranial  tension. 

Fever.   Of  irregular  septic  type  ranging  from  101  deg.  to  104  deg. 

Delirium  and  early  coma. 

Sordes,  parched  tongue  and  congested  throat. 

Pulse.  Usually  regular,  but  low  tension.  Commonly  60  to 
100,  but  almost  imperceptible  due  to  low  blood  pressure.  Even 
with  low  blood  pressure  the  pulse  would  have  greater  amplitude 
than  the  diacrotic  typhoid.  At  times  cerebral  effusion  did  induce 
high  tension. 

Respirations  were  usually  normal  except  in  the  graver  cases 
where  they  were  shallow  and  no  respiratory  murmur  could  be 
heard  below  the  angles  of  the  scapulae. 

Heart.    Normal  with  rather  indistinct  sounds. 

Abdomen.   Rigid  and  scaphoid. 

Spleen  enlarged. 

Reflexes  were  variable  depending  entirely  upon  the  condition 
of  the  patient.  Exaggerated  with  hyperesthesia  and  absent  in 
coma.  Very  active  at  the  onset  of  the  relapses.  The  knee-jerks 
were  often  absent  when  there  was  nerve  tenderness  on  pressure. 

Cystoplegia  occurred  early  and  acute  retention  was  rather 
common. 

Proctoplegia  was  the  rule  and  although  constipation  was 
common  there  was  frequently  aggravated  diarrhoea. 

Emaciation.  In  the  serum-treated  was  not  pronounced,  bur 
by  the  end  of  a  week,  in  the  untreated  late  admissions  the  emacia- 
tion was  as  noticeable  as  in  a  three  week  typhoid. 

Clinical  Pathology — Leucocytosis  was  high,  30,000  to  50,000. 
Polynucleosis,  85  to  97  per  cent.  Meningococcaemia  occurred  once. 
Staphylococcemia  once.  The  diphtheria  bacillus  was  recovered 
from  the  nasopharynx  as  well  as  the  meningococcus  and  should  be 
borne  in  mind  for  appropriate  treatment. 

Termination — Twenty-three  or  57.5  per  cent,  of  the  40  fatal 
cases  died  within  five  days  of  admission. 

4  in  less  than  24  hours. 

5  on  the  first  day. 

5  on  the  second  day. 

3  on  the  third  day. 

4  on  the  fourth  day. 
2  on  the  fifth  day. 

Those  dying  within  the  first  few  days  were  little  benefited  by 
the  serum.  They  were  either  malignant  or  complicated  by  broncho- 
pneumonia and  died  from  hyperpyrexia.  Frequently  the  mental 
state  was  improved  without  much  benefit  to  the  concomitant 
symptoms.  The  longest  treated  fatal  case  was  sixteen  days  with 
sixteen  consecutive  treatments.  He  was  admitted  in  coma  and  the 
only  improvement  was  return  of  intelligence.  Later  deaths  were 
from  complications  after  complete  abatement  of  all  signs  of 
meningeal  irritation. 

Of  the  85  cases,  19  were  uncomplicated,  4  of  whom  died  and 
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15  recovered.  66  were  complicated,  of  whom  36  died  and  30 
recovered,  making  the  mortality  of 

Uncomplicated  cases   4-7+  Per  cent. 

Complicated  cases    42-3+  per  cent. 

Total  of    47-0+  per  cent. 

Of  the  total  deaths  3  had  tuberculous  nephritis  and  5  had 
secondary  infection,  one  of  the  latter  was  undoubtedly  due  to 
treatment.  Excluding  these  eight  cases  the  deaths  would  be  32 
or  a  mortality  of  37.6-j—  per  cent. 

Convalescence  was  usually  abrupt  in  favorable  cases — intelli- 
gence restored  in  two  or  three  days,  temperature  normal  within 
four  days  to  a  week,  and  general  physical  condition  normal  within 
six  to  ten  days.  One  case  passed  inspection  at  Quarantine  during 
the  day,  that  night  came  down  with  the  disease  and  the  following 
morning  was  admitted  to  this  hospital  in  coma,  two  days  later 
he  was  conscious  and  had  control  of  bladder  and  rectum,  upon 
the  fourth  day  had  a  normal  temperature  and  upon  the  sixth  day 
had  no  physical  evidence  of  the  disease  other  than  slight  pallor. 
The  promptness  of  recovery  is  best  shown  by  20  discharges  within 
three  weeks,  some  of  whom  were  held  for  nasal  meningococcus 
infection.  One  of  these  cases  was  discharged  upon  the  thirteenth 
day  after  admission.  Adults  are  more  prone  to  complain  of  nerve 
tenderness  of  the  lower  extremities.  In  children  rigidity  of  the 
neck  and  inco-ordinate  gait  persists,  while  in  the  adult  it  is 
scarcely  discernable  after  the  first  day  out  of  bed. 

Delayed  convalescence  is  due  to  complications  or  sequelae  and 
the  chronic  form  does  not  exist. 

Relapses  occurred  five  times  and  each  time  convalescence 
seemed  assured.  In  three  of  the  relapses  the  cerebro-spinal  fluid 
had  not  been  pronounced  sterile  though  the  temperature  was 
normal  and  there  was  little  or  no  meningeal  irritation.  This  may 
seem  negligent,  but  it  is  understood  that  a  dose  or  serum  is  always 
administered  after  the  last  specimen  is  obtained  and  owing  to  a 
dislike  of  unnecessary  lumbar  puncture — A  CAPITAL  OPERA- 
TION— the  clinical  picture,  particularly  the  temperature,  was  used 
as  a  guide  for  daily  consecutive  treatment,  since  the  disease  is 
virtually  a  sepsis. 

Complications  

Eyes.  Corneal  ulcer,  1 — from  coma  vigil  in  a  fatal  case. 
Iridocyclitis,  2. 

Nasopharynx  and  accessory  sinuses.  A  universal  infection  of 
varying  severity,  at  times  extremely  septic. 

Acute  suppurative  otitis  media  in  19  cases;  17  bilateral,  2 
unilateral. 

Clinical  mastoiditis  in  two  cases  (once  bilateral,  once  unlateral), 
but  pus  in  the  mastoid  cells  at  autopsy  was  more  frequent. 

Deafness  due  to  auditory  involvement  occurred  three  times. 
Suppurative  parotitis,  twice. 
Broncho-pneumonia,  42  times. 
Pericarditis,  7  times. 

Arthritis,  4  times,  involved  the  knees  and  elbows.  Once  there 
was  bilateral  effusion  of  both  knee-joints.  All  recovered  spon- 
taneously without  other  than  palliative  treatment. 

Myelitis.   Three  complete  transverse  dorsal,  1  of  whom  recov- 
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ered  with  a  complete  paraplegia.  Another  recovered  with  a  partial 
dorsal  lesion,  that  is,  complete  motor  and  sensory  paralysis  of  the  right 
leg  and  anaesthesia  of  the  left  foot  and  ankle. 

The  paralysis  of  the  bladder  and  rectum  early  in  the  disease 
is  not  always  due  to  unconsciousness  or  irritation  but  to  a  condi- 
tion of  the  cord  equivalent  to  myelitis — there  being  more  or  less 
motor  paralysis  and  anaesthesia,  great  decubital  areas  which  do 
not  correspond  to  points  of  pressure,  indefinite  cystoplegia  and 
paralytic  ilius,  the  latter  condition  evidenced  by  impaction  of  feces 
and  lientery.  Acute  retention  of  urine  being  a  constant  feature 
catheterization  had  to  be  continued  for  days.  One  case  now  in 
the  wards  has  been  catheterized  and  irrigated  three  times  daily 
for  over  four  months.  Owing  to  the  trophic  disturbances  that 
accompanies  these  bladder  conditions,  catheterization  was  with- 
stood poorly  and  more  or  less  infection  of  the  uro-genital  tract 
occurred. 

Cystitis  in  16. 

Prostate  Abscess  in  2. 

Epididymitis  in  2. 

Pyelitis  in  2,  the  latter  being  a  colon  bacillus  infection — this 
colon  bacillus  infection  may  be  attributed  to  intestinal  stasis  as 
described  by  some  authors. 

Decubitus  occurred  in  13.  The  sloughs  were  of  an  aggravated 
nature,  occurred  in  the  paralytic  cases  and  were  considered  to  be 
due  to  trophic  disturbances  as  well  as  to  faulty  circulation.  The 
cycle  of  their  occurrence  was  evidenced  first  by  a  white  anaemic 
area  which  soon  became  hyperemic  and  elevated,  blackened  within 
forty-eight  hours,  fragmented  and  eventually  suppurated.  To 
these,  areas  of  sudden  extension  would  occur. 

Neuritis  in  11,  involved  the  sciatics,  showed  pain,  tenderness, 
formication  and  steppage.  The  majority  of  these  cases  recovered 
early. 

Serum  disease  occurred  in  all  cases. 
Secondary  Diseases  

Measles  in  3.  Two  in  early  convalescence  and  meningitis 
occurred  in  one  convalescent  measles. 

Diphtheria  bacillus  was  recovered  from  the  nasopharynx  in  11. 

Erysipelas  occurred  in  8.  Five  of  these  died;  one,  a  general 
migrating  type  beginning  over  the  iliac  crest  from  an  abrasion  and 
spreading  over  the  entire  body  except  the  hands  and  feet. 

Malarial  organism  was  recovered  in  4. 

Intestinal  parasitosis  was  too  common  to  tabulate. 

Tuberculosis  of  the  kidneys  in  3. 

Staphylococci  from  the  brain  and  cord  in  2. 

Staphylococci  from  the  blood  in  1. 

Streptococci  from  the  spleen  in  1. 

Streptococci  from  the  spleen  and  pericardium  in  1. 

Diagnosis — Offers  little  difficulty,  but  has  immediate  impor- 
tance for  early  prophylaxis  and  serum  treatment. 

When  called  upon  to  make  a  diagnosis,  the  following  classi- 
fication may  be  remembered. 

1.    The  symptoms  of  meningeal  irritation  are: 

Headache. 

Cyanosis. 

Photophobia. 
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Hyperesthesia. 
Rigidity. 

Delirium  and  Coma. 

2.    The  symptoms  of  the  epidemic  diseases  are : 
Rash  and  Herpes. 

Any  three  of  the  above  symptoms  are  indications  for  the  use 
of  the  lumbar  needle,  which  will  reveal  the  meningococcus,  if 
present.  Furthermore,  the  lumbar  needle  is  indicated  as  a  thera- 
peutic measure  in  all  cases  of  evident  meningeal  irritation  owing  to 
the  frequence  of  cerebral  effusion  as  a  complication.  Simply  the 
earmarks  of  meningeal  irritation,  a  lumbar  needle  and  the  use  of 
it,  will  lead  to  information  in  other  fields  than  that  of  the  meningo- 
coccus. Along  this  line  we  had  a  comatose  malaria,  that  was  lum- 
bar punctured  for  4  oz.,  cinchonized  and  recovered  in  48  hours. 
Another  case  in  a  three-week  typhoid  with  serous  meningitis 
and  marked  delirium,  who  was  relieved  in  a  few  hours — in  both 
of  these  cases  the  cerebro-spinal  fluid  was  sterile.  In  the  past 
two  years  we  have  had  five  cases  of  tuberculous  meningitis,  from 
one  the  tubercle  bacillus  was  recovered  by  lumbar  puncture,  the 
others  by  cytodiagnosis  showed  the  lymphocytes  to  predominate — 
later  the  diagnoses  were  confirmed  at  autopsy. 

Prognosis. — Is  invariably  bad  and  when  you  consider  the  path- 
ology, we  may  wonder  that  recovery  follows  any  case. 

Before  the  use  of  Dr.  Flexner's  serum  it  had  an  estimated 
mortality  anywhere  from  50  to  90  per  cent. 

With  the  serum  the  outcome  of  a  case  is  altogether  proble- 
matic since  the  prognosis  depends  upon  a  multitude  of  conditions, 
that  is,  age,  virulence,  early  treatment,  complications  and  secondary 
diseases.  Serum  has  given  brilliant  recoveries  and  again  has  been 
ineffective  as  a  cure,  but  simply  prolonged  life  for  a  chain  of  com- 
plications to  ensue  which  cannot  be  paralleled.  Most  of  the  cases 
received  at  Swinburne  Island  Hospital  have  been  adults  and  in 
coma  before  serum  treatment  was  begun,  the  duration  of  the  attack 
was  questionable,  but  the  latter  is  immaterial  in  the  prognosis 
when  the  patient  is  in  coma.  Nevertheless  it  must  be  remembered 
that  late  cases  have  more  destructive  lesions  of  the  brain  and  cord 
when  the  disease  is  not  held  in  abeyance. 

Favorable  Conditions. 

1.  The  beginning  and  ending  of  an  epidemic. 

2.  Adolescence. 

3.  Early  treatment  before  delirium,  coma  or  complications. 

4.  Normal  blood  pressure. 

5.  No  rash. 

6.  Control  of  bladder  and  rectum. 

7.  Return  of  intelligence. 

8.  Normal  temperature.  , 

9.  Pulse  70  to  80. 

10.  No  complications. 

11.  Spinal  fluid  showing  little  turbidity  and  a  predominance  of 

intracellular  meningococci. 

12.  Disappearance  of  extracellular  and  decrease  of  intracellular 

meningococci  upon  the  use  of  serum. 
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Unfavorable  Conditions. 
Height  of  an  epidemic. 
Infants  and  adults. 

Late  treatment  after  delirium,  coma  and  complications. 
No  control  of  bladder  and  rectum. 
Low  blood  pressure  and  cyanosis. 
Pulse  very  slow  or  very  rapid. 
Shallow  respirations. 
Delirium  and  coma. 
Complications. 
Hyperpyrexia. 

Extreme  or  Purpuric  rashes. 

Spinal  fluid  showing  pronounced  turbidity  and  predominance 
of  extracellular  meningococci  not  changed  by  the  use  of 
serum. 

In  these  85  cases  there  were  40  deaths,  three  of  whom  had 
tuberculosis  nephritis  and  were  excluded,  which  makes  the  mor- 
tality 43.5+  per  cent. 

A  legitimate  mortality  would  not  include  some  of  the  other 
cases,  but  to  exclude  more  might  appear  that  an  effort  had  been 
made  to  make  this  report  favorable. 

Treatment. 

Serum  in  action  is  (1)  bacteriolytic,  (2)  phagocytic,  and  (3) 
anti-toxic.  It  acts  chiefly  through  a  low  grade  of  bacteriolysis  and 
phagocytosis  which  requires  great  concentration  and  it  shows  only 
mild  anti-toxic  properties.  To  give  the  serum  subcutaneously 
would  necessitate  its  being  diluted  by  the  entire  body  fluids  that 
interchange  very  slowly  with  the  meninges  and  upon  which  in 
the  aggregate  the  meningococcus  is  found  in  the  greatest  numbers. 
To  overcome  these  difficulties  Dr.  Flexner  popularized  lumbar 
subdural  treatment  rather  than  discovered  the  serum  as  is  popu- 
larly believed. 

Subsequent  development  of  the  serum  has  been  made  through 
clinical  experience,  that  is,  dosage  and  administration. 

On  the  ground  of  concentration  the  dosage  should  be  frequent 
and  maximal  and  infrequent  and  minimal  at  no  time,  except  from 
clinical  necessity. 

The  cord  allows  of  considerable  manipulation  varying  with 
the  individual  and  individual  conditions,  but  carried  beyond  this 
the  outcome  is  serious,  so  it  will  be  impossible  to  ever  establish 
a  universal  dosage. 

The  frequence  of  treatment  depends  upon  the  same  basis 
and  a  daily  interval  has  been  clinically  accepted,  as  the  value  of 
the  serum  would  be  doubtful  in  a  patient  becoming  perceptibly 
worse  within  twelve  hours. 

Lumbar  puncture  has  a  therapeutic  significance  and  augments 
the  serum  in  removing  (1)  excess  of  fluid,  (2)  pus,  (3)  meningo- 
cocci, (4)  and  their  endotoxins  and  at  the  same  time  (5)  provides 
space  for  the  serum  and  (6)  indications  of  dosage. 

Technic  of  Administration. 

1.  Strictest  asepsis. 

2.  Patient  in  latero-prone  posture. 

3.  Restraints  rather  than  anesthesia,  the  latter  being  par- 
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ticularly  dangerous  to  the  patient  and  masking  untoward  symptoms 
of  the  operation. 

4.  The  lumbar  needle  (a)  should  be  malleable  and  provided 
with  a  stylet  to  avoid  its  being  broken,  (b)  should  be  small-calibred 
and  short-pointed  to  avoid  lacerations  of  the  meninges  and  vessels. 

5.  The  lumbar  vertebrae  should  be  bowed  backward  to 
increase  the  intervertebral  angles. 

6.  The  patient  held  very  still,  that  the  operator  may  appreci- 
ate the  lumbar  tissue  traversed  by  the  needle,  particularly  the 
dural  puncture  to  avoid  more  than  penetration  of  the  spinal  canal. 

7.  The  site  is  the  4th  lumbar  interspace.  The  needle  held 
midway  between  the  spinous  processes  and  nearly  in  the  mid-line 
just  to  one  side  of  the  intervertebral  ligament,  directed  upward  so 
that  if  the  needle  traverses  the  canal  the  point  will  impinge  upon 
the  body  of  the  fourth  vertebra  rather  than  be  lost  in  the  corre- 
sponding intervertebral  disc.  Should  the  former  occur  the  needle 
should  be  slightly  withdrawn  to  disengage  its  point  leaving  it  free 
within  the  subdural  space. 

8.  The  cerebro-spinal  fluid  should  be  maximal  both  for  drain- 
age and  additional  space  for  serum.  Its  withdrawal  is  facilitated 
by  forced  expiration  which  is  always  present  in  the  delirious  and 
may  be  contributed  by  the  conscious. 

9.  Turbid  cerebro-spinal  fluid  is  indication  for  a  provisional 
serum  treatment. 

10.  Serum  should  be  administered  slowly  using  (a)  respira- 
tion and  (b)  blood  pressure  as  guides.  And  should  be  stopped  for 
(a)  change  in  respiration,  (b)  fall  in  blood  pressure,  (3)  increasing 
stupor,  and  (d)  muscular  twitching. 

11.  A  waterproof  dressing  should  be  applied  to  prevent  infec- 
tion from  the  stools  and  urine  since  the  patient  is  incontinent. 

12.  Patient  should  be  returned  to  bed  with  the  least  amount 
of  handling. 

13.  Daily  treatment  continued  for  (a)  temperature,  (b)  cere- 
bral irritation,  and  (b)  the  presence  of  the  meningococcus. 

Effectiveness  of  serum  treatment  is  evidenced  by 

1.  The  rash  held  in  abeyance  and  fading  within  24  to  48  hours. 

2.  Control  of  bladder  and  rectum. 

3.  Lessened  irritability  and  rigidity. 

4.  Return  of  intelligence. 

5.  Normal  temperature. 

6.  Sterile  spinal  fluid. 

Ineffectiveness  of  serum  treatment  is  evidenced  by 

1.  Rash  becoming  more  profuse. 

2.  Great  cyanosis. 

3.  More  pronounced  coma. 

4.  Rapid  and  very  compressable  pulse,  that  is  great  fall  of 
blood  pressure. 

5.  Shallow  respirations. 

6.  Hyperpyrexia. 

Benefits  derived  from  the  administration  of  serum  are 

1.  Reduced  mortality. 

2.  Early  recovery  avoiding  complications. 

3.  Fewer  sequelae  such  as  blindness,  deafness,  paralysis  and 
idiocy. 
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Untoward  effects  of  the  administration  of  the  serum  are 

1.  Sudden  arrest  of  respiration  due  to  pronounced  fall  in 
blood  pressure  induced  by  either  too  much  or  too  prolonged  man- 
ipulation of  the  cord.  Its  occurrence  is  rather  frequent  and  usu- 
ally happens  just  before  or  just  after  the  conclusions  of  the  treat- 
ment. Best  combatted  by  intra-venous  injection  of  adrenalin  and 
artificial  respiration — resuscitation  may  be  effected  anywhere  from 
five  to  thirty  minutes.  In  one  case  the  heart's  action  continued 
four  hours  without  one  effort  of  the  patient  at  voluntary  respira- 
tion. 

2.  Increased  temperature  presumably  due  to  excessive  liber- 
tion  of  endotoxins. 

3.  Difficulties  in  maintaining  a  healthy  back  in  long  treat- 
ment cases. 

4.  Dry  cords — that  is  dry,  both  on  lumbar  puncture  and  in 
the  dead  house,  where  extensive  adhesions  were  found  to  have 
obliterated  the  subdural  spaces  thus  aborting  drainage  and  serum 
introduction.  A  dry  cord  may  be  due  to  the  disease  itself,  but  in 
untreated  cases  excess  of  fluid  is  more  or  less  common  which  sug- 
gests that  the  serum  is  at  least  irritant  and  still  open  to  perfection. 
However  for  dry  cord  and  basilar  occlusion  cases  there  are  left 
two  alternatives,  either  subcutaneous  administration  or  trephining 
with  intra-ventricular  drainage  and  serum  injection.  The  specific 
indication  for  the  latter  is  acute  hydrocephalus  indicated  by  (a) 
stupor,  (b)  headache,  (c)  vomiting,  (d)  high  blood  pressure,  (e) 
slow  and  irregular  pulse,  (f)  ''choked  disc"  and  (g)  an  occluded 
cord.  One  of  these  85  cases  received  this  treatment  without 
apparent  benefit. 

Resume. 

1.  Serum  treatment  is  the  only  resource. 

2.  Daily  treatment,  until  the  cerebro-spinal  fluid  is  sterile 
augmented  by  subcutaneous  administration  when  the  patient 
withstands  the  disease  poorly. 

3.  In  acute  hydrocephalus  intra-ventricular  serum  introduc- 
tion is  indicated  but  of  doubtful  value. 

Suggestion. 

I.  If  dry  cords  are  due  to  pathological  sequence  alone,  an 
attempt  should  be  made  to  keep  the  cord  wet  and  prevent  adhe- 
sions by: 

(a)  .    Increased  dosage  of  serum  which  is  not  probable. 

(b)  .  Changes  in  the  dialytic  properties  of  the  serum,  that 
is,  specific  gravity,  composition,  etc. 

II.  If  dry  cords  are  due  to  irritation  produced  by  the  serum 
it  should  be  made  more  isotonic — as  now  manufactured  it  con- 
tains a  preservative  of  tricresol.  Furthermore,  the  goat  or  sheep 
might  be  a  better  animal  selection. 

General  and  Medical  Measures. 
The  room  should  be  dark,  quiet  and  warm. 
An  ice  helmet  for  the  head. 
Morphine  for  pain  and  restlessness. 

Adrenalin  for  stimulation  and  prophylactic  to  serum  treatment. 
Hydrotherapy  in  the  form  of  wet  packs  and  warm  baths,  the 
latter  particularly  for  children. 

Extreme  care  of  nose,  mouth  and  throat. 
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Strictest  care  to  catheterization  and  prevention  of  decubitus. 

Diet:  liquid,  nourishing  and  abundant.  Tube  feeding  may- 
be necessary  in  excessive  retraction  where  deglutition  is  painful 
or  impossible  as  occurred  in  one  of  these  cases. 

Serum  treatment  and  early  recovery  make  nutrition  much  less 
a  problem  than  formerly,  but  protracted  cases  from  dry  cords  may 
fail  rapidly  from  want  of  nutrition,  particularly  if  there  is  vomiting 
when  rectal  alimentation  is  of  value  even  in  the  incontinent. 

Prophylaxis :  The  difficulties  of  prevention  are  obvious  when 
an  otherwise  healthy  individual  may  indefinitely  carry  a  virulent 
organism.  Furthermore  the  study  of  immediate  contacts  has 
demonstrated  as  high  as  70  per  cent,  to  be  carriers  and  in  com- 
munities where  epidemics  were  in  course  as  high  as  30  per  cent, 
were  shown  to  be  carriers.  Since  carriers  are  admittedly  many 
times  more  numerous  than  cases  their  comparative  health  allows 
of  movements,  which  afford  a  dissemination  far  beyond  calculation. 
And  added  to  all  this  we  have  a  difficult  bacteriological  examina- 
tion, which  is  beyond  all  practical  application  for  sanitary  measures. 

General  Preventative  Measures. 

1.  Definite  bacteriological  diagnosis. 

2.  Prompt  report  of  all  cases  to  promote  Public  Health  super- 
vision. 

3.  Absolute  isolation  of  the  sick  and  discharged  only,  when 
free  from  infection. 

4.  Family  quarantine,  until  free  from  the  disease. 

5.  Bacteriological  examination  of  all  close  associates. 

6.  Immunization  of  both  the  above  with  vaccine. 

7.  Anything  approaching  a  local  epidemic  should  close  the 
schools  and  discourage  public  gatherings. 

8.  Local  epidemics  must  be  controlled  regardless  of  expense 
or  inconvenience  and  to  chant  the  difficulties  is  admission  of 
inefficiency — this  is  a  broad  statement,  but  just  recently  Pittsburg 
and  its  Health  Officer  had  small-pox,  a  disease  absolutely  prevented 
by  vaccination  and  at  a  most  minimal  expense.  For  that  matter  we 
are  all  from  Pittsburg,  when  in  29  States  of  our  48  we  had  for 
the  fiscal  year  of  191 1,  21,768  cases  of  small-pox  and  134  deaths. 
To  howl  economy  in  public  health  matters,  when  our  Government 
expends  vast  amounts  of  public  money  for  every  imaginable 
benefit,  except  to  keep  its  population  healthy,  is  an  absurdity. 

9.  Maritime  quarantine  is  not  an  exception  and  if  an  epidemic 
occurs  upon  the  continent  from  which  the  Port  of  New  York 
receives  its  closely  approaching  million  yearly  our  Health  Officer's 
activities  will  show  their  value,  particularly  his  co-operation  with 
the  Public  Health  Service  whose  agents  will  control  embarkment 
for  this  port,  thus  intercepting  the  transmitter  as  he  habitually 
flees  from  epidemic  scourges. 

Your  present  Health  Officer  at  this  port  has  promulgated  the 
following  mode  of  attack. 

1.  Detention  and  inspection  before  embarkment. 

2.  Isolation  and  segregation  of  the  sick  and  contacts  aboard 
ships. 

3.  Removal,  isolation  and  segregation  of  the  sick  and  con- 
tacts at  this  port. 
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4.  Discharge  from  quarantine,  only,  when  shown  free  from 
infection  by  repeated  careful  bacteriological  examinations. 

5.  And  the  vessel  to  be  given  pratique,  only,  after  thorough 

disinfection. 

I  wish  to  express  my  appreciation  to  Dr.  Simon  Flexner,  of 
the  Rockefeller  Institute,  who  has  extended  material  aid  in  the 
treatment  of  these  cases,  supplied  serum,  literature  and  personally 
visited  the  sick  at  Swinburne  Island  Hospital. 


ORIGIN  AND  MECHANISM  OF  PUPILLARY  CHANGES. 

By  Thomas  Dixon,  M.D., 


HE  study  of  pupillary  reflexes  is  extremely  interesting  and 


instructive.    The  sensitiveness  and  delicacy  of  the  apparatus 


controlling  the  pupil  makes  it  a  barometer  of  pathological 
conditions  elsewhere  in  the  system  and  is  often  an  invaluable  aid 
in  diagnosis.  This  can  be  readily  understood  from  its  intimate 
association  with  the  cerebrospinal  and  sympathetic  system,  also 
with  the  circulatory  system  and  by  reason  of  those  two  relation- 
ships it  is  likewise  related  to  the  abdominal  viscera.  Not  only  is 
the  action  of  the  pupil  controlled  by  centers  located  in  the  brain, 
and  upper  part  of  the  spinal  cord,  but  it  seems  to  be  under  the 
dominion  of  two  antagonistic  mechanisms,  one  a  contracting 
mechanism,  reflex  in  its  nature,  the  motor  oculi  serving  as  an 
efferent  and  the  optic  nerve  as  an  afferent  tract,  the  other  a  dilating 
mechanism  apparently  tonic  in  nature,  but  subject  to  augmentation 
from  various  causes  and  of  this  the  cervical  sympathetic  is  the 
efferent  channel.  Stimulate  the  optic  or  motor  nerve  and  the 
dilating  effect  of  the  sympathetic  is  overcome  and  contraction 
results.  Stimulate  the  sympathetic  and  the  contracting  influence 
of  the  motor  oculi  is  overcome  and  dilatation  ensues. 

That  the  nervous  working  of  the  pupil  is  of  a  peculiar  and 
complex  character  is  demonstrated  in  the  act  of  accommodation 
where  we  can  at  will  contract  or  dilate  it,  but  it  is  not  in  our  power 
to  bring  the  will  to  act  directly  on  the  iris  itself.  In  drug  mydriasis 
and  myosis  the  deviation  from  normal  of  the  pupil  is  due  to  the 
local  action  of  the  drug  on  the  terminal  filaments  of  the  nerves 
controlling  the  iris  and  possibly  to  a  direct  influence  on  the  mus- 
cular fibre  of  the  iris  itself.  The  action  of  the  pupils  under  light 
stimulus,  also  their  inequality,  is  important  to  observe  in  disease 
of  nervous  structures,  the  former  as  to  the  lesion,  the  latter  its 
location. 

While  it  is  not  within  the  province  of  the  present  article  to 
specify  the  different  diseases  of  the  general  economy  to  which 
pupillary  changes  bear  an  important  relation,  for  to  interpret  them 
correctly  an  extended  clinical  experience  in  eye  work  is  necessary, 
still  an  understanding  of  the  mechanism  of  these  changes  cannot 
be  otherwise  than  helpful  to  the  observant  physician  in  the  diag- 
nosis of  pathological  conditions. 


of  Brooklyn,  N.  Y. 


SUGGESTIONS  REGARDING  THE  NATURE  AND  TREAT- 
MENT OF  THE  TOXEMIA  OF  PREGNANCY.* 

By  Edward  E.  Cornwall,  M.D., 

of  Brooklyn,  N.  Y. 

WHAT  is  the  toxemia  of  pregnancy?  Is  it  essentially  a 
specific  toxemia  due  to  some  disease  or  disorder  peculiar 
to  the  pregnant  state,  or  is  it  less  distinctive  in  character 
and  a  mixed  toxemia,  due  to  several,  and,  so  to  speak,  ordinary 
toxins?  The  facts  so  far  known  favor  the  proposition  that  it  is  a 
mixed  toxemia  produced  by  the  toxins  which  come  by  way  of  the 
placental  circulation  from  the  fetus,  which  are  directly  or  indirectly 
the  result  of  the  fetal  metabolism,  and  those  which  belong  to  the 
mother  and  have  no  necessary  relation  to  pregnancy;  and  in  these 
facts  there  is  nothing  to  make  us  believe  that  among  the  various 
toxins  are  any  which  may  not  be  found  regularly  in  normal  preg- 
nancy. We  can  explain  this  toxemia,  at  least  provisionally  and 
sufficiently  for  present  practical  purposes,  without  predicating  any 
unknown  and  mysterious  specific  toxic  element. 

The  toxemia  of  pregnancy  becomes  pathological  only  when 
the  toxins  are  more  in  quantity  than  the  maternal  organism  can 
endure  without  damage.  Besides  the  quantity  of  the  toxins  pro- 
duced, the  factors  which  chiefly  determine  the  toxemic  manifesta- 
tions are :  the  state  of  the  liver  as  regards  its  functional  capacity 
to  destroy  toxins,  the  state  of  the  kidneys  as  regards  their  ability 
to  eliminate  toxins,  and  the  individual  tissue  tolerance  for  different 
kinds  and  degrees  of  toxemia. 

The  first  factor,  the  amount  of  the  toxins  produced,  is,  other 
things  being  equal,  the  most  positive  and  the  least  variable.  The 
other  three  are  highly  variable,  and  on  them  rests  the  responsibility 
for  making  the  toxemia  pathological. 

Of  these  three  factors,  which  chiefly  determine  the  patho- 
logical degree  of  the  toxemia,  the  most  important  seems  to  be  the 
functional  capacity  of  the  liver;  and  this  is  what  we  would  natur- 
ally expect  from  the  fact  that  the  liver  is  the  most  important 
toxicolytic  organ  in  the  body,  indeed  the  chief  defender  of  the 
body  against  poisons  of  all  sorts.  The  functional  capacity  of  the 
kidneys  bears  a  very  important  relation  to  the  pathological  toxemia, 
but  it  is  possible  to  have  grave  manifestations  of  the  toxemia  of 
pregnancy  without  much  renal  insufficiency.  The  tissue  resistance 
of  the  individual  is  a  factor  of  final  importance. 

All  these  three  factors,  and  to  a  certain  extent  the  production 
of  some  of  the  elements  of  the  toxemia,  are,  it  is  highly  probable, 
much  influenced  by  the  state  of  the  ductless  glands  and  their  secre- 
tions, and  also  by  the  amount  of  the  salts  in  the  body  tissues.  The 
thyroid  secretion,  in  particular,  which  we  have  reason  to  believe 
has  much  to  do  with  the  proper  performance  of  the  functions  of 
the  liver  and  of  the  tissues  generally,  if  perverted  in  quantity  or 
quality  may  enter  into  the  question;  enlargement  of  the  thyroid 
gland  is  commonly  observed  in  pregnancy.  Deficiency  of  calcium, 
an  element  which,  in  certain  amount,  is  necessary  to  the  health  of 

*Part  of  a  Discussion  before  the  Second  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York,  October  2,  1912. 
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all  the  tissues  of  the  body,  may  result  from  drainage  of  the  stores 
of  that  element  in  the  mother's  body  to  supply  the  needs  of  the 
growing  fetus. 

Asking  that  these  general  statements  be  borne  in  mind,  the 
writer  calls  attention  to  the  two  following  well  known  clinical 
facts,  which  constitute  what  seems  to  be  solid  ground  on  which 
to  approach  the  particular  thesis,  whose  presentation  is  his  object 
in  this  paper. 

1.  The  best  means  we  have  to  prevent  the  toxemia  of  preg- 
nancy from  reaching  the  pathological  stage,  that  is,  from  over- 
coming the  defenses  of  the  patient,  is  to  take  all  food  of  animal 
origin,  except  milk,  from  the  diet.  That  is  the  essential  part  of 
the  treatment,  and  if  done  early  enough,  is  sufficient  to  safeguard 
the  patient  from  toxemic  manifestations  in  all  but  a  comparatively 
small  number  of  exceptional  cases. 

2.  The  surest  way  to  bring  on  disaster  in  a  patient  who 
shows  intolerance  of  the  toxemia  of  pregnancy  is  to  include  in 
her  diet  plenty  of  meat,  fish,  poultry,  eggs  and  soup. 

What  is  the  meaning  of  these  two  facts?  It  seems  plainly 
to  be  this,  that  in  animal  food,  except  milk  there  is  something 
which  can  make  an  otherwise  harmless  amount  of  toxemia  of 
pregnancy  harmful  and  even  fatal,  and  that  this  something  is 
absent  from  milk  and  food  of  vegetable  origin.  It  is  evident  that 
this  something,  from  the  clinical  point  of  view,  is  the  most  impor- 
tant element  in  the  group  of  toxins  which  make  up  the  toxemia  of 
pregnancy;  that  it  is  the  critical  element,  so  to  speak,  and  the  one 
which  can  be  most  effectively  controlled.    What  is  this  something? 

This  something  which  is  the  essentially  bad  element  in  the 
toxemia  of  pregnancy,  whose  removal  is  usually  prophylactic  or 
curative,  can  be  identified  as  the  poisons  which  result  from  the 
putrefaction  of  animal  proteid  in  the  intestines,  which  the  over- 
worked and  improperly  regulated  liver  cannot  properly  dispose 
of,  or  which  the  overworked  and  improperly  regulated  kidneys 
cannot  properly  eliminate,  or  to  which  the  tissues  are  abnormally 
intolerant.  In  other  words,  the  most  important  element,  clinically, 
in  the  mixed  toxemia  of  pregnancy,  appears  to  be  chronic  putre- 
faction toxemia  of  intestinal  origin.  This  conclusion  is  supported 
by  many  of  the  known  facts,  and  is  not  contradicted  by  any  of 
them. 

In  the  light  of  this  clinical  conception  of  the  toxemia  of  preg- 
nancy the  treatment  is  obvious,  viz,  to  arrange  the  diet  so  as  to 
minimize  the  production  of  putrefactive  poisons  in  the  intestines, 
that  is,  to  put  the  patient  on  an  antiputrefactive  diet;  and  this 
treatment  should  not  be  delayed  until  after  the  appearance  of 
symptoms  showing  failure  of  the  liver  or  kidneys.  It  would 
seem  to  be  good  practice  in  view  of  the  extra  strain  to  which  the 
antitoxic  defenses  of  the  body  are  necessarily  subjected  by  preg- 
nancy to  put  every  woman  during  her  entire  period  of  gestation 
on  an  antiputrefactive  diet.  This  can  be  done  without  inflicting 
any  great  hardship  on  the  mother,  and,  there  is  reason  to  believe, 
with  advantage  to  the  fetus.  And  it  would  reduce  largely  the 
number  of  those  who  require  to  have  their  pregnancy  terminated 
early,  who  die  of  ecclampsia,  or  who  date  from  their  pregnancy 
a  shattered  constitution. 
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junct Gynecologist.  Long  Island  College  Hospital;  Consulting  Gynecologist,  St.  Joseph's 
Hospital,  Far  Rockaway :  Consulting  Obstetrician,  Coney  Island  Hospital;  and  Con- 
sulting Gynecologist.  Eastern  District  Hospital  and  Dispensary  of  Brooklyn,  X.  Y. 

SARCOMA  of  the  vagina  is  a  rare  condition  in  adults.  Reed, 
in  his  book  published  in  1901,  said  that  up  to  that  time  there 
had  been  only  31  cases  reported.    Dudley  says  it  is  almost  un- 
known.   Many  authors  on  Gynecology  do  not  mention  it. 

In  the  author's  review  of  the  literature  the  best  foreign  article 
published  was  by  Rol'in  ( Rev.  de  Gyn.  et  de  Chirugie,  1906),  in 
which  he  says  that  up  to  that  time  the  brief  descriptions  of  the  disease 
were  based  upon  cases  reported  in  Germany  and  Austria.  In  the 
English  language  the  article  published  by  McFarland  of  Philadelphia, 
which  appeared  in  the  April  number  of  the  American  Journal  of 
the  Medical  Sciences  for  the  year  191 1.  is  a  masterpiece.  In  it 
he  has  carefully  studied  and  sifted  all  reported  cases  and  gives  therein 
the  bibliography,  adding  to  what  he  believes  to  be  101  undoubted 
cases,  one  of  his  own,  making  a  total  of  102.  To  this  list  the  author 
wishes  to  add  another  case. 

The  symptomatology  generally  given  in  the  text  books  is,  in 
brief,  as  follows:  Leucorrhcea,  hemorrhage,  pain  and  obstruction 
of  the  vagina. 

The  author's  case  presented  none  of  the  symptoms  as  described 
above,  which  are  only  applicable  in  the  disease  as  it  occurs  in  the 
very  young,  and  which  occurs  in  the  grape-like  form  or  sarcoma 
botryoides  vagina?  of  infants  and  children.  In  adults  it  occurs  in 
two  forms:  more  or  less  circumscribed  tumors,  which  is  the  most 
common  form:  less  frequently  as  a  diffuse  infiltration  of  the  vagina. 
This  latter  form  tends  to  ulceration. 

The  author's  case  was  of  the  first  variety  and  presented  the  fol- 
lowing history : 

A.  R.,  25,  married,  admitted  to  the  author's  service  at  the  Jewish  Hospital 
August  4.  1911 ;  operated  August  10th  ;  discharged  cured  August  28,  1911. 
Family  History :  Negative. 

Previous  History :  Has  never  been  seriously  ill ;  appetite,  always  good ; 
bowels,  constipated. 

Menstrual  History :  Began  at  16,  regular,  every  28  days,  4-5  days  dura- 
tion ;  moderate  flow  and  painless.  # 

Married  six  months.  Last  period,  June  ^5,  1911.  (Pregnant  about  six 
weeks.) 

Present  History:  About  four  years  ago,  patient  noticed  a  mass,  the  size 
of  a  plum,  pressing  against  the  anterior  vaginal  wall,  which  she  felt  especially 
while  straining  at  stool.  The  size  of  this  mass  remained  unchanged  until  her 
marriage  six  months  ago,  but  it  has  grown  larger  since.  During  the  last  three 
weeks,  patient  has  had  some  difficulty  in  urination,  the  stream  occasionally  being 
interrupted,  or  she  has  some  difficulty  in  starting  it.  At  times,  urination  is 
accompanied  by  some  pain. 

There  is  no  difficultv  in  coitus. 

Two  days  before  admission,  while  attempting  to  urinate,  and  not  being 
able  to  start  the  stream,  she  felt  sudden  sharp  pain  in  the  right  side  of  her  lower 
abdomen,  which  seemed  to  be  rather  deeply  located.  This  pain,  however,  sub- 
sided in  about  half  an  hour. 

Chief  Complaint :    Mass  in  vagina. 

Examination,  August  4.  191 1:  Abdomen — Lower  pole  of  right  kidney 
palpable. 
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A  mass  occupying  the  hypogastric  region  is  felt  about  midway  between 
umbilicus  and  symphysis  pubis. 

Vulva,  normal.    Labia  minora,  hypertrophied.    Introitus,  normal. 


Fig.  2. 


The  anterior  vaginal  wall  presents  a  mass  which  extends  from  just  behind 
the  symphysis  as  tar  up  as  the  examining  linger  can  reach.  The  mass  is  the 
size  of  an  ordinary  baseball  and  is  smooth  and  tense.  At  the  end  of  the 
examining  finger,  the  cervix  can  be  felt  and  a  bi-manual  examination  shows  its 
connection  with  body  and  fundus  of  the  uterus.    The  uterus  is  freely  movable, 
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One  lymph-gland  is  palpable  on  the  left  side,  about  two  inches  below  the 
umbilicus. 

Operation,  August  5,  191 1. 

Patient  in  Sims'  position.  Posterior  vaginal  wall  retracted  with  speculum 
and  tumor  of  anterior  vaginal  wall  exposed. 
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A  longitudinal  incision  through  the  vaginal  mucous  membrane  over  median 
portion  of  the  tumor  and  the  mass  was  dissected  out.  The  mass  was  well 
encapsulated.  There  was  some  difficulty  in  dissecting  out  the  tumor  in  the 
upper  part  of  the  vagina  as  the  capsule  was  particularly  adherent  and  was  torn 
during  the  manipulations.  After  removal  of  the  tumor  the  capsule  peeled  off 
readily.  The  redundant  mucous  membrane  was  then  removed  and  the  wound 
closed  by  a  continuous  suture. 

The  pathology  of  the  tumor  as  removed  was  carefully  studied  in  our 
laboratory  and  I  append  herewith  the  report  of  Dr.  S.  R.  Blatteis,  Pathologist, 
and  Dr.  M.  Lederer,  his  associate,  and  microphotographs  of  slides  of  the  tumor. 

"The  specimen  as  received  in  the  laboratory,  was  about  the  size  of  a  fist. 
In  was  yellow  in  color,  and  its  surface  was  covered  with  numerous  irregularities, 
varying  in  size  from  a  pinhead  to  a  split-pea.  On  section  the  color  was  yellow- 
ish; the  consistency  in  some  places  was  firm,  in  other  soft.  The  appearance  of 
the  cut  surface  also  varied,  being  smooth  in  some  areas,  in  others  rough. 
Grossly,  the  tumor  resembled  one  of  the  sarcomatous  type. 

Sections  were  hardened  in  formalin  and  alcohol,  then  stained  in  haematin 
and  eosin.  The  microphotographs  shown  were  all  taken  from  one  section  and 
illustrate  the  characteristic  features  of  the  tumor.  For  study,  the  tumor  can 
be  divided  into  three  distinct  portions.  One  portion  (Figure  i)  consists  of  a 
more  or  less  homogeneous,  faintly  staining  tissue,  with  very  few  cellular  elements. 
The  cells  are  rather  large  with  single  nuclei,  and  a  protoplasm  that  has  from 
two  to  four  processes  ending  in  branching  tendrils;  in  other  words,  myxomatous 
cells.  The  intercellular  sustance  is  mucoid  in  appearance.  A  second  portion  of 
the  specimen  (Fig.  2)  is  fibromatous  in  character,  being  made  up  almost  entirely 
of  connective  tissue  cells.  These  lie  closely  packed  together,  arranged  in 
bundles,  and  the  nuclei  show  no  abnormal  activity.  The  third  portion  of  the 
section  in  regard  to  its  arrangement  varies  according  to  the  field  observed.  In 
some  areas  the  cells  are  irregularly  scattered  about,  causing  quite  a  variation  in 
density  and  appearance.  Not  only,  however,  is  their  arrangement  irregular,  but 
the  structure  of  the  cells  varies  also.  The  difference  in  size,  the  irregular 
morphology  and  the  abnormal  activity  of  the  nuclei  indicate  them  to  be  malig- 
nant (Figures  3  and  4).  Naturally,  these  types  of  tissue  impinge  upon  each 
other  in  many  areas,  as  in  Figure  2,  to  the  left,  is  seen  some  of  the  sarcomatous 
tissue,  while  the  myxomatous  portions  contain  numerous  malignant  cells  scat- 
tered throughout.  The  composite  picture  of  the  entire  specimen  is  that  of  a 
fibromyxosarcoma. 

The  vascular  supply  varies  according  to  the  type  of  tissue,  blood-vessels 
being  most  abundant  in  the  fibromatous  elements,  next  in  the  sarcomatous  and 
very  few  in  the  myxomatous  tissue.  This  is  contrary  to  the  usual  findings,  the 
sarcomatous  tissue,  as  a  rule,  containing  most  blood-vessels." 

Treatment  consists  of  excision.  This  was  easily  done  in  the 
author's  case.    Of  treatment,  Dndley  says: 

"The  treatment — early  excision — gives  most  unsatisfactory 
results."  ** 

The  author's  case  was  seen  by  him  on  October  9,  191 1.  The  scar 
was  hardly  visible.  The  tissues  of  the  anterior  vaginal  wall  are  perfectly 
soft.  Pregnancy  advanced  satisfactorily  and  the  patient  is  perfectly 
well.    She  was  delivered  in  due  time  of  a  healthy  infant. 

At  the  time  of  the  vaginal  operation  the  gland  mentioned  as 
having  been  found  in  the  abdomen  could  not  be  located,  but  was 
located  several  days  later;  the  patient  was  taken  to  the  operating 
room,  the  abdomen  opened  and  it  was  found  to  be  a  normal  ovary 
and,  of  course,  was  not  removed.  The  abdomen  was  closed.  This 
is  of  interest  simply  from  the  standpoint  of  the  physical  findings. 

1  wish  to  give  due  credit  to  Dr.  Herman  Shann  for  his  assistance 
in  looking  it])  the  literature  on  this  subject,  and  also  to  Dr.  Rabinowitz 
for  information  relating  to  the  case  since  she  left  my  immediate  care. 
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SARCOMA  is  not  infrequently  seen  in  the  neighborhood  of  the 
shoulder,  especially  in  the  region  of  the  deltoid  and  triceps. 
Extirpation  is  almost  invariably  followed  by  recurrence.  Of 
the  bones  of  the  upper  extremity  the  humerus  is  most  frequently 
attacked  by  sarcoma,  the  disease  in  this  connection  occurring  at 
all  ages.  The  usual  variety  is  central  sarcoma  affecting  the  upper 
end  of  the  bone.  Periosteal  sarcoma  may  involve  the  whole  shaft 
of  the  bone. 

On  account  of  the  impossibility  of  obtaining  flaps  free  from  dis- 
ease by  less  radical  procedures,  large  sarcomatous  growths  involv- 
ing the  soft  parts  in  the  neighborhood  of  the  shoulder  joint  and 
adjacent  parts  require  amputation  of  the  entire  extremity.  The 
operation  was  advocated  in  1891  by  Berger  for  the  cure  of  all  cases 
of  malignant  disease  of  the  upper  end  of  the  humerus.  The  writer 
reported  a  case  of  sarcoma  of  the  lower  end  of  the  humerus  in 
1898  in  which  interscapulo-thoracic  amputation  was  successfully 
performed  and  advocated  that  interscapulo-thoracic  amputation  be 
done  in  any  case  of  malignant  disease  of  the  humerus  involving  the 
soft  parts  however  located.  The  writer  collected  in  1899*  seventy- 
two  cases  of  tumor  of  the  humerus  for  which  primary  interscapulo- 
thoracic  amputation  without  previous  resection  or  disarticulation 
was  done ;  of  these,  fifty-eight  including  one  personal  case,  were 
sarcomata.  Since  that  time  one  additional  case  herewith  reported 
has  been  observed. 

The  early  symptoms  are  pain  in  the  region  of  the  shoulder 
and  on  "'moving  the  shoulder  joint,  enlargement  of  the  head  of 
humerus,  limitation  of  motion  at  first  slight,  later  more  marked 
as  the  tumor  progresses.  There  may 'be  a  history  of  injury.  The 
differential  diagnosis  is  made  by  excluding  tuberculosis  and  rheu- 
matism. An  early  diagnosis  is  verified  by  the  X-ray.  Occasion- 
ally cases  present  which  may  be  confounded  with  fracture  with 
excessive  callus  proliferation.  In  these  the  X-ray  negative  will 
differentiate. 

Case. — I.  H.,  18  years  of  age,  malp,  white,  a  carpenter  by  occu- 
pation, was  seen  by  Dr.  Carl  Beck,  of  New  York,  in  February, 
1900.  The  patient  gave  the  following  history:  six  months  before 
he  had  fallen  upon  the  outstretched  hand  and  thereafter  noticed  a 
pain  in  his  left  shoulder  joint.  He  consulted  various  physicians 
and  was  given  internal  medication  and  lotions  for  a  supposedly 
rheumatic  condition  without  benefit.  Two  months  later  he  noticed 
a  swelling  in  the  region  of  the  head  of  the  humerus.  This  grew 
rapidly  until  in  four  months  he  presented  the  appearance  shown 
in  Fig.  1.  He  was  sent  by  his  physician  to  Dr.  Beck  under  the 
supposition  that  the  swelling  was  due  to  callus  proliferation  follow- 
ing the  old  injury  six  months  before.  Dr.  Beck  made  a  diagnosis 
of  osteosarcoma  of  the  upper  end  of  the  humerus  and  advised 

*  Russell  S.  Fowler,  "Interscapulo-thoracic  Amputation,"  Annals  of  Sur  - 
gery, January,  1900. 
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operation.  On  March  7th,  one  month  later,  the  patient  presented 
himself  to  me  for  treatment.  The  tumor  had  developed  rapidly 
and  presented  the  appearance  shown  in  Fig.  2.  There  was  con- 
siderable pain.  Interscapulo-thoracic  amputation  was  advised  and 
was  performed  by  Dr.  George  R.  Fowler  and  myself  on  March  9, 
1900.  The  patient  made  an  uneventful  recovery  leaving  the  hos- 
pital in  the  second  week.  The  patient  was  kept  under  observation 
for  several  months  during  which  time  he  remained  perfectly  well. 
A  few  months  later  he  presented  himself  with  evidence  of  sarcoma 


Fig.  3. 

in  the  upper  end  of  the  right  humerus.  There  was  at  this  time  no 
involvement  of  the  lung  or  other  evidence  of  sarcoma  except  at  this 
point.  The  tumor  at  the  upper  end  of  the  right  humerus  presented 
the  same  general  characteristics  as  the  original  tumor  (Fig.  3). 
Further  operative  interference  was  refused.  Treatment  by  the 
injection  of  the  toxins  of  erysipelas  and  prodigiosus  was  given  but 
proved  ineffectual.  The  lungs  became  involved  and  the  patient 
succumbed  after  some  months. 
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A  CASE  OF  STREPTOTHRICOSIS. 


By  Algernon  T.  Bristow,  M.D., 


of  Brooklyn,  N.  Y. 


HE  suppurative  and  inflammatory  processes  with  which  we  are 


most   familiar  are  caused,  as  is  well  known,  by  the  bacteria 


known  as  fission  fungi.  Frequently  the  variety  of  the  disease 
producing'  organism  may  be  predicated  from  the  character  of  the 
suppuration  and  the  accompanying  constitutional  symptoms.  We  are 
all  familiar  with  the  characteristic  odor  of  pus  produced  by  the  colon 
bacillus.  The  diffuse  cellulitis,  the  high  temperature  and  the  thin 
pus  caused  by  the  streptococcus  are  equally  well  known.  Infections  of 
the  aureus  type  may  almost  invariably  be  recognized  from  their  prone- 
ness  to  burrow  into  sound  tissue.  The  tubercle  bacillus  is  also  not 
without  its  characteristic  suppuration.  All  the  infections  caused  by 
the  fission  fungi  with  the  exception  of  the  tubercle  bacillus,  which  is 
essentially  of  a  chronic  type,  run  their  course  rapidly.  A  crop  of 
aureus  boils  may  indeed  last  for  months  and  so  may  an  acne  infection, 
but  the  boils  and  acne  pustules  are  successive,  the  primary  infections 
usually  healing  promptly  only  to  be  followed  by  fresh  infections  in 
neighboring  localities. 

Of  late  years  a  number  of  chronic  infections  characterized  most 
frequently  by  cutaneous  or  subcutaneous  abscesses,  have  been  ob- 
served, which  have  been  remarkable  for  their  obstinate  refusal  to 
heal  under  ordinary  surgical  measures.  These  infections  have  some- 
times resembled  tubercular  lesions,  sometimes  the  familiar  broken 
down  gummata  of  syphilis,  but  belong,  in  fact,  to  neither  of  these  in- 
fections, being  the  result  of  an  infection  of  the  body  tissues  by  the 
higher  micro-organisms,  which  lie  between  the  bacteria  or  fission  fungi 
and  the  true  yeasts.  Nearest  to  the  fission  fungi  are  the  hypomycetes 
or  true  molds,  of  which  there  are  three  pathogenic  types,  the  lepto- 
thrix,  occurring  as  simple  threads  without  branching;  cladothrix, 
threads  with  fragmentation,  resulting  in  the  appearance  of  branching, 
and  the  streptothrix,  which  forms  true  branches  and  , spores,  usually 
in  chains.  The  leptothrix  has  been  observed  in  connection  with  in- 
flammations of  the  mouth  and  pharynx.  Little  is  known  of  the  clado- 
thrix. Many  cases  of  streptothrix  infection  have,  however,  been  re- 
ported as  occurring  in  animals  and  man  up  to  the  present  time,  about 
ioo  in  number.  To  complete  the  classification  of  infections  by  the 
higher  trichomycetes  or  higher  bacteria,  w;e  must  mention  the  disease 
known  as  actinomycosis  and,  to  carry  the  classification  into  the  yeasts, 
that  form  of  skin  infection  somewhat  resembling  lupus  but  caused  by 
the  family  of  blastomycetes. 

Infections  by  the  higher  'bacteria  are  characterized  jby  their 
chronicity,  the  refusal  of  the  lesions  to  yield  to  ordinary  surgical 
measures  and  usually  by  their  painlessness.  As  before  mentioned, 
the  lesions  somewhat  closely  resemble  broken  down  tubercular  nodes 
or  syphilitic  gummata  and  doubtless  many  cases  of  this  type  have 
failed  of  recognition  because  of  this  fact  and  the  neglect  of  the  ob- 
server to  apply  proper  methods  to  the  elucidation  of  the  form  of  the 
infection.  W  hen  an  abscess  occurs  in  the  cutaneous  or  subcutaneous 
tissues,  runs  a  painless  course,  is  followed  by  other  abscesses  either 
in  close  proximity  to  the  first  site  or  in  other  parts  of  the  body,  none 
}f  the  lesions  healing,  but  all  remaining  as  open  sores,  we  should  sus- 
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Fig.  2. — Lesion  of  abdomen  and  groin. 
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pect  an  infection  by  the  higher  bacteria,  which  in  the  absence  of  a 
Yon  Pirquet  or  Wassermann  reaction  would  become  next  to  a  cer- 
tainty. 

A  case  of  streptothrix  infection  with  characteristic  lesions  occurred 
in  the  writer's  service  in  the  Kings  County  Hospital,  the  history  of 
which  is  as  follows : 

The  patient  was  a  colored  woman  somewhat  emaciated,  48  years  of  age, 
who  presented  herself  with  three  discharging  sores,  one  situated  over  the  right 
car,  another  in  the  soft  part  in  the  vicinity  of  the  12th  rib  anteriorly,  a  third  in 
the  groin.  Three  years  ago  while  combing  her  hair  the  patient  discovered  a 
small  painless  lump  on  her  head.  This  was  opened  at  a  dispensary.  The  dis- 
charge was  slight  at  the  time  and  has  never  been  profuse.    This  has  never 


Fig.  3.— Section  of  affected  tissue,  showing  threads. 


healed.  One  year  later  (two  years  ago)  patient  noticed  another  of  these  pain- 
less lumps  on  her  right  chest' which  was  also  opened  at  a  dispensary  and  has 
never  healed.  Six  months  ago  (2^  years  after  the  first  lump  appeared  on  the 
head)  patient  developed  another  lump  on  the  inner  side  of  the  right  thigh.  This 
opened  of  itself  and  discharged  slightly.  All  the  three  sores  when  the  patient 
entered  the  hospital  were  open  and  discharging.  One  was  of  three  years'  dura- 
tion, one  two  years  and  one  six  months.  On  account  of  the  chronicity  of  the 
lesions  the  writer  was  led  to  suspect  a  streptothrix  infection.  Numerous  exam- 
inations of  the  pus  failed  except  in  one  instance,  to  find  any  filaments  and  the 
one  short  filament  which  was  seen  in  one  slide  appeared  of  doubtful  origin  as  it 
neither  branched  nor  did  it  have  conidia  or  mycelia.  The  writer  therefore  in- 
cised a  considerable  portion  of  the  thickened  margin  of  the  thoracic  lesion  and 
after  teasing  out  the  specimen.  Dr.  Schradieck,  the  pathologist  of  the  hospital, 
succeeded  in  growing  a  streptothrix  which  presented  all  the  characteristics  of 
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the  group  having  quite  abundant  spores  and  branching  freely  as  shown  in  the 
accompanying  photograph  (Fig.  3).  A  section  of  the  deceased' tissue  also  showed 
many  threads,  so  that  a  diagnosis  of  streptothricosis  seemed  justifiable.  A  slide 
sent  to  Prof.  Larkin,  of  Xew  York,  Chief  of  the  City  Hospital  and  Kings  County 
Hospital  laboratories,  was  pronounced  by  him  to  be  streptothricosis.  Dr. 
Schradieck  has  recently  stated  to  the  writer  that  he  has  been  unable  to  infect 
animals  with  the  culture  and  is  therefore  inclined  to  consider  the  case  to  be  one 
of  aspergillus  infection. 

When  pathologists  disagree  the  writer  will  not  venture  to  arbi- 
trate;  nevertheless,  the  colonies  seen  by  the  writer  did  not  at  all  re- 
semble the  abundant  growth  which  is  characteristic  of  the  aspergillus, 
but  rather  the  somewhat  scanty  growth  of  the  streptothrix.  More- 
over, the  pathogenicity  of  the  streptothrix  to  animals  is  by  no  means 
constant. 


Fig.  4. — Organism  growing. 


In  Schenck's  case  reported  in  the  Bulletin  of  the  Johns  Hopkins 
Hospital,  vol.  IX..  p.  286,  in  six  guinea  pigs  and  one  rabbit  the  inocu- 
lations were  followed  by  negative  results.  Our  of  four  dogs,  however, 
three  were  successfully  inoculated,  the  fourth  escaping  the  contagion. 
Giftord.  in  reporting  two  cases  of  sporotrichosis  of  the  eyeball  and 
eyelids  (Ophthalmic  Record.  Nov.,  1910),  states  that  the  organism 
is  only  moderately  pathogenic  for  animals,  and  a  review  of  the  litera- 
ture supports  this  opinion. 

Most  of  the  cases  have  occurred  in  France,  although  the  number 
of  cases  reported  in  this  country  is  constantly  increasing,  no  doubt  on 
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account  of  our  better  knowledge  of  the  disease.  The  best  account  of 
sporotrichosis  may  be  found  in  the  Annates  de  Dermatologie,  1906,  by 
De  Beurmann  and  Gougerot,  running  through  three  numbers.  They 
describe  three  types :  Type  1,  a  gummatous  type  with  multiple  lesions; 
Type  II,  large  multiple  subcutaneous  abscesses;  Type  111,  sporotri- 
chosis lymphangetique  gommeuse  in  which  the  nodules  developing  in 
an  extremity  follow  the  course  of  the  lymphatics  with  multiple  lesions 
and  a  coincident  lymphangitis.  Most  of  the  cases  in  literature  appear 
to  be  of  this  type,  whereas  the  case  here  reported  belongs  in  the  first 
classification. 

The  disease  is  said  to  attack  skin,  muscles,  bones,  and  Larkin 
has  reported  two  fatal  cases  of  pulmonary  sporotrichosis.  In  the  case 
reported,  the  last  rib  was  affected  and  was  removed  by  my  assistant, 
Dr.  Fiske.  As  a  rule,  the  lesions  have  been  much  more  numerous 
than  in  the  present  case.  One  case  of  De  Beurmann  had  10  tumors, 
another  35  tumors,  occurring  on  head,  trunk  and  extremities.  We 
were  unable  to  grow  this  organism  from  the  pus  of  the  ulcers.  Larkin 
and  Morris  state  that  it  grows  on  fresh  kidney  tissue  readily.  In  the 
EC.  C.  H.  laboratory  it  was  grown  on  Saboureaud's  medium.  Most  of 
the  cases  reported,  at  least  of  the  subcutaneous  variety,  have  healed 
under  the  administration  of  iodide  of  potassium  in  doses  of  30  grains 
three  times  a  day.  The  writer's  case  is  still  refractory,  although  iodide 
was  given  in  doses  as  high  as  80  grains  t.  i.  d.  without  producing  io- 
dism,  yet  the  ulcers  still  remain  unhealed  and  the  patient's  general  con- 
dition is  bad.  An  examination  of  the  chest  has  failed  to  show  any  evi- 
dence of  pulmonary  involvement  and  it  is  difficult  to  see  why  improve- 
ment has  not  taken  place  with  local  application  of  tr.  of  iodine  to  the 
ulcers  and  the  internal  administration  of  the  drug  freely. 


A  CASE  OF  PRIMARY  SARCOMA  OF  THE  PROSTATE 


HE  following  case  is  of  interest  on  account  of  the  rarity  of  this 


type  of  malignant  growth  of  the  prostate.    C.  L.  Gibson,  in  the 


Journal  of  the  American  Medical  Association,  as  late  as  April  of 
last  year  reviews  the  literature  and  finds  a  record  of  only  thirty-six 
authentic  cases.    By  authentic  is  meant  an  histologic  examination  of 
the  prostatic  tissue  to  corroborate  the  clinical  diagnosis. 
The  history  briefly  is  as  follows : 

EL  E.  Admitted  to  the  Jewish  Hospital  October  3,  191 1,  in  the 
service  of  Dr.  Wm.  Linder,  is  a  married  man,  a  laborer,  age  43, 
whose  family  history  is  negative  and  gives  no  previous  history  of 
injury  or  illness.  Admitted  having  had  a  gonorrhea  eighteen  years 
ago  of  six  weeks'  duration  with  no  recurrence.    Denies  lues. 

His  present  illness  began  in  April  of  this  year,  his  first  symptom 
being  difficult  urination  and  at  times  inability  to  void  ;  the  desire  pro- 
ducing a  sharp  burning  pain  in  his  penis  and  behind  the  pubis;  reten- 
tion would  last  a  few  hours,  and  on  two  or  three  occasions  a  whole 
day.    A  perineal  operation  at  the  Kings  County  Hospital  three  months 


GLAND.* 


By  S.  R.  Blatteis,  M.D., 


of  Brooklyn,  N.  Y. 


*  Read  before  the  Brooklyn  Pathological  Society,  November  9,  191 1. 


SARCOMA  OF  THE  PROSTATE  GLAXD. 


445 


after  the  onset  gave  temporary  relief,  but  in  four  weeks  all  symptoms 
returned. 

For  six  weeks  prior  to  the  final  operation  it  was  necessary  to 
catheterize  him  twice  at  night.  Physical  examination  revealed  on 
palpation  a  painfully  distended  bladder;  by  rectal  examination  could 
be  made  out  through  the  anterior  rectal  wall  a  triangular  mass,  hard 
in  consistency  and  painful  to  the  touch. 

The  operation  done  October  6.  191 1,  as  described  by  Dr.  Linder, 
con-isted  of  a  longitudinal  incision  over  the  most  prominent  portion 
of  the  tumor :  palpation  revealed  an  enlarged  prostate.  On  shelling 
out  the  gland  from  its  capsule,  a  large  amount  of  softened,  apparently 
degenerated  tissue  was  removed ;  a  perineal  incision  permitted  of  a 
more  thorough  enucleation. 

E'<  st-operative  c  urse  uneventful.  The  urine,  besides  a  faint  trace 
of  albumin  and  a  moderate  number  of  pus  cells  showed  no  other 
changes.  At  no  time  was  there  any  blood  in  the  urine,  except  as  the 
result  of  instrumentation.  The  blood  count  showed  a  moderate  leuco- 
cytosis.  The  following  note  was  added  to  the  patient's  chart  two 
days  before  his  discharge : 

Patient  still  complaining  of  pain  in  the  lower  abdomen ;  urination 
painful  and  burning  and  in  small  amounts  at  a  time:  must  be  cathe- 
terized  every  day ;  general  condition  about  the  same.  Coley's  fluid 
was  injected  on  the  8th.  10th  and  14th  of  October  with  no  appreciable 
benefit. 

The  specimen  as  submitted  to  the  laboratory  consisted  of  a  num- 
ber of  varying  sized  pieces,  in  general  of  soft  consistency  and  in  parts 
distinctly  friable :  on  section,  grayish  white  in  color ;  no  capsule 
adherent  to  any  part  of  the  specimen. 

Histologically  two  pictures  were  seen :  one  consisting  of  areas  of 
tissue  in  which  very  little  cellular  element  was  present,  the  main 
feature  being  a  more  or  less  complete  necrosis ;  the  other,  areas  of 
medium-sized  spindle  cell-,  some  arranged  in  bundles,  other  in  a 
pseudo-alveolar  arrangement :  only  here  and  there  were  small  islands 
of  prostatic  tissue  observed. 

Careful  examination  of  the  patient  did  not  reveal  any  suspicion 
of  sarcoma  anvwhere  else  in  the  body. 


Assoriateb  pbp£tciait£  of  Hong  Stelanb 


FORTY-FOURTH  REGULAR  MEETING. 

THE  Forty-fourth  Regular  Meeting  of  the  Associated  Physi- 
cians of  Long  Island  was  held  at  the  Quarantine  Station,  New 
York  Harbor,  on  Saturday,  October  5,  1912,  upon  the  invita- 
tion of  Dr.  Joseph  J.  O'Connell,  Health  Officer  of  the  Port  of  New 
York.    There  were  present  two  hundred  and  eight  members  and 
guests,  probably  the  largest  attendance  in  the  history  of  the  society. 

Boats  from  the  Quarantine  Station  met  the  members  at  the 
Crescent  Athletic  Club  dock  and  took  them  first  to  the  station 
on  Staten  Island,  then  to  Swinburne  Island  and  finally  to  Hoffman 
Island  where  the  business  and  scientific  sessions  were  held. 

Dr.  O'Connell  and  his  assistants  courteously  escorted  the 
party  through  all  the  departments  connected  with  the  station  and 
fully  explained  the  details  connected  with  carrying  on  the  great 
work  being  done  there. 

The  meeting  was  called  to  order  by  the  President,  Dr.  William 

B.  Brinsmade.  The  minutes  of  the  June  meeting  having  been 
published  were  not  read.  The  Membership  Committee  reported 
the  following  applications : 

Proposed  by  Dr.  Russell  S.  Fowler,  Chairman  of  the  Com- 
mittee : 

ANTON  ENGER   570  45th  St.,  Brooklyn 

EVAN  M.  JOHNSTON   61  Richmond  St.,  Brooklyn 

RICHARD  J.  KENNA  105  Reid  Ave.,  Brooklyn 

DANIEL  A.  McATEER  4430  18th  Ave.,  Brooklyn 

M.  B.  PEARLSTEIN  309  Hewes  St.,  Brooklyn 

JULIUS  C.  RAPPOLD  750  Flushing  Ave.,  Brooklyn 

JULIUS  SCHLEIN   390  Union  St.,  Brooklyn 

SA.MUEL  H   SLOTE   75  McKibben  St.,  Brooklyn 

ROBERT  STEVENSON  97  India  St.,  Brooklyn 

PAOLO  VTRDONE  657  Lorimer  St.,  Brooklyn 

C.  J.  M.  WILLICH  655a  Greene  Ave.,  Brooklyn 

ADAM  B  WOLF  172  Foxall  St.,  Brook  yn 

CHARLES  T.  EHRHARDT  T46  Maple  St.,  Brooklyn 

MELCHIORE  LOMBARDO  186  Meserole  St.,  Brook  yn 

WILLIAM  C.  DURRIN  462  Greene  Ave.,  Brooklyn 

DAVID  GOLDSTEIN   533  Stone  Ave.,  Brook  yn 

MARK  GORDON   333  Stone  Ave  Brooklyn 

F.  DUANE  SQUIRE  Setauket,  L.  I. 

Proposed  by  Dr.  Warren  L.  Duffield  : 

DANIEL  R.  ROBERT  261  Hicks  St.,  Brooklyn 

FRANK  MANSFIELD  SHARP  127  So.  Oxford  St.,  Brook  yn 

G.  FRANK  SAMMIS  65  Decatur  St.,  Brook  yn 

MARCUS  H.  SEARLE  775  Washington  Ave.,  Brook  yn 

LOUIS  STORK  337  77th  St.,  Brook  yn 

CASSIUS  H.  WATSON  474  Washington  Ave.,  Brooklyn 

JOHN  LINDFR  1509  Eastern  Parkway,  Brooklyn 

Proposed  by  Dr.  James  E.  McCoy: 
CHARLES  W.  BRODHEAD   561  Bainbridge  St.,  Brooklyn 

Dr.  Frank  T.  DeLano  offered  a  short  report  from  the  Publica- 
tion Committee. 

Dr.  William  Browning  then  read  the  following  report  of  the 
Committee  on  the  President's  Address,  delivered  at  the  June 
meeting : 
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REPORT  OF  COMMITTEE  ON  PRESIDENT'S  ADDRESS. 

Your  Committee  appointed  to  consider  the  recommendations  in  the  admir- 
able address  of  the  President  at  the  June  meeting  of  the  Association,  the  text 
of  which  is  to  be  found  on  pp.  303-305  (August  number)  of  the  Journal  for 
the  current  year,  begs  to  present  the  following  report. 

All  the  recommendations  contained  therein  should  receive  our  hearty 
endorsement.    For  definiteness  we  may  number  them  as  follows : 

1.  The  endowment  of  professorships  and  scholarships  in  our  medical 
colleges.  By  every  principle  of  public  policy  endowments  here  should  keep  pace 
with  those  in  other  teaching  institutions.  The  provision  in  this  direction  so 
far  is  very  inadequate.  A  distinction,  however,  may  well  be  made  between 
such  professorships  as  require  their  incumbents'  full  time  and  consequently 
should  be  fully  endowed,  and  the  applied  or  clinical  chairs  where  it  is  not 
entirely  desirable  that  their  incumbents  be  out  of  touch  with  private  practice, 
and  where  consequently,  for  the  present  at  least,  partial  endowments  might 
serve  the  most  urgent  needs. 

With  regard  to  scholarships  the  matter  is  quite  as  clear.  The  great  cost 
of  medical  training  and  the  continued  raising  of  requirements  for  license  to 
practice  make  the  endowment  of  scholarships  an  even  more  urgent  desider- 
atum than  in  the  past.  Some  provision  in  aid  of  worthy,  struggling  students 
is  now  in  order. 

2.  Endorsement  of  the  plan  for  a  National  Department  of  Health.  This 
has  been  so  widely  discussed  and  is  so  generally  appreciated  by  careful 
thinkers,  that  it  needs  but  formal  action. 

3.  The  request  for  earnest  co-operation  with  the  management  of  our 
medical  journal.  This  concerns  us  all  directly.  The  Journal  is  the  most 
important  undertaking  of  the  Association.  It  is  what  we  make  it.  To  advance 
it  requires  much  labor  and  a  wide  range  of  talent.  Co-operation  here  is  a 
necessity,  and  will  prove  profitable  to  us  all. 

4.  Some  plan  to  meet  "the  ever  increasing  difficulty  in  the  community 
in  obtaining  autopsies."  "I  suggest,"  says  the  President,  "that  each  member 
of  this  Association  instruct  his  heirs  that  he  wishes  to  have  his  body  autopsied, 
and  that  by  talking  and  writing  both  in  lay  and  medical  journals,  we  use  our 
influence  to  create  a  sentiment  to  this  end." 

Your  Committee  feels  that  this  touches  upon  a  subject  of  such  import- 
ance that  it  warrants  elaboration.  It  is  a  matter  regarding  which  this  organi- 
zation can  take  high  ground,  and  can  do  a  wide  work  for  good. 

At  this  time  methods  of  advocacy  are  the  main  consideration.  Yet  cer- 
tain arguments  may  first  be  mentioned. 

To  the  public  it  should  appeal  as  the  greatest  protection  against  not  only 
bad  diagRosis  and  incompetence,  but  also  against  such  things  as  poisoning, 
abortion,  assaults,  etc. 

It  is  also  a  sovereign  remedy  for  the  terrible  and  wide-spread  fear  of  being 
buried  alive. 

The  knowledge  thus  acquired  would  be  a  most  precious  possession  to 
any  family,  a  guide  not  only  to  their  medical  adviser  but  also  in  otherwise 
planning  the  conduct  of  life  and  activity  of  its  members. 

On  the  other  hand,  medically  and  scientifically  the  favoring  reasons  are 
simply  imperative. 

Prof.  Neumann,  of  Vienna,  while  recently  in  New  York,  called  attention 
to  the  serious  fact  that  our  hospitals  "cannot  advance  the  science  of  medicine 
until  they  adopt  the  post-mortem  system."  * 

But  efforts  to  correct  this  bad  state  of  affairs  with  us  go  back  much 
further.  The  former  Anatomical  and  Surgical  Society  of  Brooklyn  appears  to 
have  had  a  side  eye  on  this  phase.  The  American  Anthropometric  Society  may 
also  be  mentioned.  This  latter  was  organized  by  the  late  William  Pepper  and 
others,  early  in  the  nineties,  in  which  organization  one  of  your  Committee  par- 
ticipated. Its  special  purpose  was  the  study  and  preservation  of  good-grade 
brains.  As  these  were  to  be  permanently  stored  in  a  chamber  at  the  University 
of  Pennsylvania,  Prof.  Wilder  subsquently  withdrew  in  the  interest  of  his 
own  institution,  and  little  has  been  heard  of  the  organization  since. 

This,  however,  brings  up  the  necessity  for  systematic  and  proper  anatomic 
provisions  in  this  matter.  Otherwise  it  will  remain  just  a  scheme  to  cut  up 
a  few  bodies,  and  be  of  no  significance. 

More  recently,  some  hospitals,  as  the  Metropolitan,  in  New  York,  are  said 


*  Read  also  H.  Chiari  on  "The  Importance  of  the  Autopsy  and  other 
Pathologic-anatomic  Examinations."    Jour.  Am.  Med.  Assoc.,  1911,  lvi,  729-731 
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to  pursue  the  plan  of  sending  out  runners  to  secure  consents — and  with  a  degree 
of  success.  This  may  at  times  be  warranted,  but  it  is  beginning  at  the  wrong 
end  and  smacks  of  the  damage  lawyer.  At  any  rate  it  offers  no  solution  in 
the  wide  sense. 

To  traverse  the  scope  of  sentiment  and  scruples  were  idle;  the  matter 
should  be  put  on  its  merits.  To  accomplish  much,  the  effort  must  be  positive 
and  far-reaching.  Local  views  are  largely  influenced  from  the  outside,  and 
the  decision  anyway  often  falls  to  outsiders. 

Medical  men  set  the  fashion  in  more  things  than  they  realize,  as  may  be 
well  seen  by  their  success  in  this  direction  on  the  continent  of  Europe  where 
now  the  practice  belongs  to  good  form  in  the  highest  walks  of  life.  We  can 
do  as  much  here.  But  there  is  one  condition  that  is  absolutely  necessary  to  our 
success — nee  must  first  set  the  example.  If  it  becomes  known  that  say  five 
hundred  medical  men  of  Long  Island  have  taken  the  pains  to  secure  this  at 
their  demise,  there  are  thousands  all  about  us  who  will  be  ready  to  stand  with 
us  in  such  a  weighty  matter. 

To  establish  this  custom  on  a  real  basis  will  require  some  care.  The 
legal  forms  and  steps  for  carrying  on  this  work  must  be  determined,  respec- 
tively freely  provided. 

Laws  must  be  sought,  authorizing  the  use  of  the  bodies  of  all  individuals 
who  have  been  the  subject  of  free  institutional  care. 

While  each  individual  or  family  can  choose  its  own  pathologist,  provision 
must  be  made  for  supplying  authoritative  aid  on  request  at  short  notice. 

To  simply  pass  resolutions  here  will  accomplish  little.  Even  a  casual 
committee  will  hardly  suffice. 

A  central  or  a  bureau  should  be  established  to  which  anyone,  lay  or 
professional  may  apply  with  assurance.  Much  of  its  success  must  depend  on 
the  enthusiasm  and  energy  of  our  pathologic  friends. 

For  the  initial  steps  and  the  immediate  working  out  of  plans  we  suggest 
the  appointment  of  a  committee;  that  this  committee  work  towards  the  creat- 
tion  of  a  continuous  body  (call  it  Autopsy  Board,  Humanic  Bureau,  or  what 
not),  and  report  as  soon  as  practicable  to  this  Society. 

We  also  recommend  that  each  member  who  is  favorably  disposed,  give 
word  to  that  effect  to  such  provisional  committee. 

We  feel  further  that  this  Society  should  provide  this  service  for  its 
members  at  request. 

Signed  : 

William  Browning, 

H.  Beeckman  Delatour, 

Committee. 

Dr.  Elias  H.  Bartley's  motion  that  the  report  in  full  be 
accepted  was  carried  as  was  also  a  motion  made  by  Dr.  Joshua 
M.  Van  Cott  that  the  Fourth  Recommendation  of  the  report  be 
adopted. 

Drs.  William  H.  Ross,  of  Brentwood,  William  B.  Savage,  of 
East  Islip,  and  H.  Beeckman  Delatour,  of  Brooklyn,  were  appointed 
by  the  Chair  to  make  nominations  for  the  year  191 3  and  to  report 
at  the  January  meeting. 

The  amendment  to  the  By-Laws  of  which  Dr.  Delatour  gave 
notice  at  the  June  meeting,  was  adopted.  It  provided  for  the 
appointment  of  an  Auditing  Committee  of  two  to  be  appointed 
at  the  October  meeting  instead  of  at  the  January  meeting.  This 
was  done  to  give  this  committee  an  opportunity  to  go  over  the 
Treasurer's  accounts  with  less  hurry  than  has  been  the  case  in 
the  past. 

Resignations  were  received  from  Drs.  Henry  E.  Brown,  of 
Brooklyn,  and  George  H.  Donahue,  of  Northport.  These  were 
accepted. 

The  Scientific  Session  consisted  of  a  paper  presented  by  Dr. 
Francis  C.  Clark,  of  the  Quarantine  Station,  entitled  "Epidemic 
Cerebro-Spinal  Meningitis."   This  paper  was  of  the  greatest  inter- 
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est  and  scientific  value  and  was  thoroughly  enjoyed  and  appreci- 
ated by  the  large  number  present. 

Dr.  Henry  P.  De  Forests  motion  that  a  vote  of  thanks  be 
tendered  Dr.  Clark  and  that  his  paper  be  published  in  the  Long 
Island  Medical  Journal  was  enthusiastically  carried  by  a  rising 
vote. 

A  pleasant  sail  to  the  Crescent  Club  followed  the  meeting  and 
the  usual  dinner  was  well  attended  and  fully  enjoyed. 

A  motion  of  a  vote  of  thanks  to  our  hosts  of  the  day  was  carried 
with  alacrity. 

James  Cole  Hancock, 

Secretary. 
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A  SUCCESSFUL  MEETING. 

THE  Regular  October  Meeting  of  the  Associated  Physicians 
of  Long  Island  was  remarkable  from  a  number  of  standpoints. 
First,  it  afforded  an  opportunity  for  all  the  physicians  of  Long 
Island  to  inspect  the  Quarantine  Station  of  New  York  Harbor 
under  the  personal  guidance  of  the  Health  Officer  of  the  Port. 
Second,  it  gave  audience  to  Dr.  F.  C.  Clark,  the  physician  in  charge 
of  the  Contagious  Disease  Hospital,  Swinburne  Island,  who  pre- 
sented a  very  able  essay  on  the  subject  of  Epidemic  Cerebro-Spinal 
Meningitis  with  a  report  of  85  cases.  This  report  of  Dr.  Clark's 
is  unusually  interesting  and  his  deductions  based  on  the  observa- 
tion and  treatment  of  so  many  cases  will  add  a  valuable  chapter  to 
our  knowledge  of  this  dread  disease.  The  paper  is  given  in  full 
elsewhere  in  the  Journal.  The  third  event  of  interest  was  the 
adoption  by  the  Association  of  the  report  on  the  President's  address 
referring  to  autopsies.   A  further  elaboration  of  this  appears  below. 

In  fact,  this  meeting  was  one  of  the  most  successful  meetings 
the  association  has  ever  had,  and  evidences  the  continued  interest 
of  our  members.  P.  M.  P. 


THE  AUTOPSY  CUSTOM. 

THE  somewhat  daring  initiative  of  President  Brinsmade  in 
using  the  prestige  of  his  position  to  advocate  the  more  gen- 
eral practice  of  post-mortem  examinations  has  proven  very 
opportune.    Whatever  may  be  accomplished  as  a  result,  we  can 
heartily  both  commend  and  compliment  him. 

The  intense  and  wide  interest  so  immediately  shown  is  not 
only  important  to  the  plan  in  hand,  but  it  also  illustrates  the 
advantage  to  be  gained  by  presenting  to  the  public  any  informa- 
tion on  medical  subjects  that  directly  concern  it. 

Not  only  do  all  physicians  recognize  the  vast  benefits  of  this 
custom ;  but,  two  further  facts  have  become  apparent  showing  a 
remarkable  degree  of  public  support.  One  is  the  very  courteous, 
and  often  highly  appreciative  tone  shown  by  the  press  regarding 
the  matter.  The  other  is  the  fact,  as  indicated  both  by  discussions 
and  by  several  offers  that  have  come  in,  that  the  women  of  the 
community  are  even  more  prepared  to  support  the  proposition 
than  are  the  men. 

When  the  coroner  performs  an  autopsy,  it  is  thought  to  be 
natural  enough.  And  the  idea  that  there  is  anywhere  any  organized 
or  insuperable  objection  is,  so  far  as  can  be  determined,  founded 
on  error. 
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The  first  move,  an  appeal  to  the  public,  has  been  made.  To 
realize  the  fullest  results  it  will  be  well  to  inaugurate  a  plan,  under 
the  authoritative  care  of  the  Association,  whereby  this  privilege 
shall  be  available  not  only  to  physicians  but  to  all  who  desire  it. 

That  the  movement  may  succeed  in  largest  measure  it  should 
be  advocated  on  the  basis  of  public  policy,  family  advantage,  and 
a  dignified  and  proper  interest  in  the  individual.  The  reasons  here- 
for  should  be  fully  developed  and  clearly  stated. 

The  Association  has  taken  an  advanced  stand,  and  should 
continue  to  lead  in  a  movement  of  lasting  importance  not  only 
to  our  Island  but  to  the  whole  country. 


THE  NOVEMBER  CONGRESS  OF  OPERATIVE  SURGERY. 

THE  vogue  of  visiting  is  no  fad.  Clinical  travel  is  as  old  as 
medicine.  Its  newer  form,  as  now  carried  on  by  groups  or 
societies  or  congresses,  regularly  organized  and  of  set  purpose, 
seems  to  have  come  to  stay.  The  rapid  spread  of  the  practice  in 
Europe  and  America  was  outlined  in  a  previous  number  of  the 
Journal,  and  attention  was  drawn  to  its  most  conspicuous  example 
in  this  third  meeting  of  the  Clinical  Congress  of  Surgeons  of  North 
America  which  is  to  be  held  November  n  to  16,  in  the  Greater 
New  York. 

Every  branch  of  surgery  is  included  in  the  long  lists  published 
each  month  in  Surgery,  Gynecology  and  Obstetrics.  There  are, 
among  others,  215  clinics  in  general  surgery.  Of  these  over  80 
are  offered  by  the  Borough  of  Brooklyn.  Gynecology  shows 
nearly  the  same  percentage.  Long  Island  will  thus  make  clear 
that  its  proportion  of  clinical  work  is  not  below  that  of  its  repre- 
sentation in  the  profession  of  the  greater  city.  There  will  be  an 
opportunity  to  prove  the  quality  of  that  work  and  it  is  to  be  hoped 
that  out  of  the  knowledge  of  its  variety  and  magnitude  will  grow 
an  amount  of  informal  post-graduate  teaching  in  medicine  as  well 
as  in  surgery  and  a  habit  of  visiting  clinics,  near  and  distant,  which 
might  well  be  the  main  benefit  of  the  Congress.  Already  part  of 
this  opportunity  is  available.  The  free  bulletining  of  hospital 
hours,  medical,  surgical,  and  special,  and  of  operations  has  been 
commenced  at  the  Kings  County  Society  Building.  For  the  same 
project  the  Academy  of  Medicine,  in  New  York,  has  thought  it 
necessary  to  obtain  pledges  of  financial  support  which  it  is  now 
in  process  of  collecting. 

One  may  reasonably  expect  that  the  efficient  organization  of 
detail  that  prevailed  at  former  Congresses  will  enable  the  Com- 
mittees this  year  to  distribute  and  subdivide  the  thousands  of 
visitors  in  such  a  way  that  small  groups  shall  get  close  to  operation 
fields.  At  the  Waldorf-Astoria,  in  the  large  ball-room,  the  sched- 
ules for  the  succeeding  day  will  be  posted  every  afternoon.  At  five 
o'clock  tickets  will  be  issued  for  the  clinics  of  the  more  popular 
teachers  whose  bench  room  is  scant,  and  printed  lists  of  operations 
and  directions  for  reaching  clinics  will  be  on  hand.  Admission 
to  clinics  is  restricted  to  registered  members.  This  prevents  stu- 
dents and  unregistered  local  men  from  excluding  those  from  a 
distance  or  subscribers.  The  multitude  of  demonstrations,  in  con- 
nection with  proper  distribution,  should  overcome  the  difficulties 
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inherent  in  planning  for  large  numbers  of  spectators.  At  the  very 
least  one  may  here  learn  who  the  keenest  teachers  are,  and  where 
the  gaps  in  one's  own  knowledge  and  practice  may  be  made  whole, 
and  begin  the  habit  of  regular  clinical  vacations. 

Robert  L.  Dickinson. 


THE  MILD  CASE  OF  CONTAGIOUS  DISEASE. 

IT  would  seem  that  every  physician  would  understand  the  causes  and 
the  methods  of  transmission  of  the  oldest  and  most  common  of 
the  contagious  diseases,  and  yet  every  health  officer  finds  a  wide- 
spread misunderstanding  among  doctors,  and  still  more  among  the 
laity.  It  is  a  fact  that  some  doctors  still  tell  their  patients  that  scar- 
latina is  a  mild  form  of  scarlet  fever,  and  that  scarlet  rash  is  neither 
dangerous  nor  contagious.  Probably  half  of  the  laity  of  country  dis- 
tricts believe  in  these  distinctions.  Therefore  it  is  difficult  for  the 
health  officer  to  secure  the  co-operation  of  the  doctors  and  of  the 
afflicted  family  in  mild  cases  of  scarlet  fever.  The  same  is  true  of 
diphtheria,  for  many  doctors  make  a  distinction  between  diphtheria 
and  diphtheritic  sore  throat.  It  is  true  that  doctors  sometimes  excuse 
themselves  for  making  the  distinctions  on  the  ground  of  allaying  the 
fears  of  the  family. 

The  experience  of  every  health  officer  shows  that  he  is  very  rarely 
able  to  trace  the  source  of  infection  in  scarlet  fever  and  diphtheria. 
We  know  that  there  is  such  a  thing  as  disease  carriers.  A  person  may 
harbor  germs  of  a  disease  without  ever  having  had  the  disease. 
Another  may  carry  disease  germs  for  months  after  he  has  recovered 
from  a  disease.  But  these  persons  account  for  less  than  one-tenth 
of  the  cases  of  contagious  diseases.  Nearly  all  the  rest  of  the  cases 
catch  their  diseases  from  mild  and  unrecognized  cases  which  should 
have  been  recognized.  For  instance,  a  girl,  aged  18,  died  with  malig- 
nant scarlet  fever  within  twelve  hours  after  its  onset.  Careful  inspec- 
tion of  her  numerous  brothers  and  sisters  revealed  one  small 
brother  desquamating  profusely.  The  parents  believed  there  was  a 
difference  between  scarlet  rash  and  scarlatina,  and  therefore  did  not 
bother  to  call  a  doctor  when  the  boy  was  sick.  Probably  some  doctors 
would  have  made  the  same  mistake,  and  would  have  allowed  the  child 
to  have  mingled  with  the  rest  of  the  family. 

We  are  coming  to  recognize  the  specific  character  of  all  kinds  of 
colds  and  sore  throats.  "Only  a  cold,"  is  an  expression  of  ignorance. 
Every  cold  is  dangerous,  and  possibly  is  a  mild  case  of  a  deadly  dis- 
ease. This  does  not  mean  that  every  case  of  cold  should  be  quaran- 
tined, for  we  have  gone  mad  on  quarantine.  But  it  does  mean  that 
every  person  who  has  a  cold  should  not  come  in  immediate  contact  with 
other  persons  in  eating  and  sleeping,  and  in  the  use  of  handkerchiefs 
and  towels.  If  such  simple  precautions  as  these  were  taken  in  every 
case  of  cold,  contagious  diseases  could  be  exterminated. 

Frank  Overton. 
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The  Second  Vice-President,  F.  C.  Holden,  M.D.,  in  the  Chair. 
Gonorrhoeal  Salpingitis  and  Peritonitis  Simulating  Appendicitis. 

Dr.  L.  G.  Baldwin  reported  the  following  case: 

Patient  a  woman,  39  years  old,  married  eighteen  years,  the  mother  of  one 
child  17  years  old.    Had  two  miscarriages,  the  last  eleven  years  ago. 

Twelve  days  ago  at  night,  she  was  taken  with  what  she  considered  an 
attack  of  acute  indigestion.  This  passed  off  with  home  treatment  and  the 
next  day,  she  began  to  menstruate  at  the  regular  time,  the  usual  period  being 
five  days;  this  time  only  three  days  with  no  more  pain  but  rather  less  flow 
than  usual.  Coincident  with  the  menstruation  and  following  it,  she  had  more 
or  less  abdominal  distress  but  was  enough  better  so  that  on  the  fourth  day 
she  spent  the  afternoon  shopping.  That  night  she  had  rather  severe  general 
abdominal  pain.  This  she  treated  as  more  indigestion  but  finally  the  next 
night  she  sent  for  a  doctor  who  saw  her  about  six  o'clock.  She  had  a  tem- 
perature of  102  degrees,  pulse  something  over  100,  and  general  abdominal 
tenderness,  complaining  of  more  pain  in  the  left  iliac  region  than  anywhere 
else,  with  moderate  rigidity.  At  midnight,  the  temperature  was  103  degrees, 
not  much  vomiting.  The  next  morning  she  was  treated  with  an  ice-bag  over 
the  abdomen  and  was  given  anodynes  and  castor  oil.  She  had  a  temperature 
of  ggl/2  degrees,  pulse  120,  and  she  looked  sick.  Had  a  moderately  distended 
abdomen  and  a  coated  tongue. 

Dr.  Baldwin  saw  her  later  that  day  for  the  first  time.  Her  temperature 
had  risen  to  101^  degrees,  pulse  was  120.  Tenderness  was  present  all  over 
lower  abdomen.  Pelvic  examination  revealed  a  rather  dirty  and  typical  vaginal 
discharge  as  in  a  woman  who  had  not  had  a  douche  for  two  days  after  men- 
struation. Dr.  Baldwin  made  a  diagnosis  of  probable  pelvic  appendicitis,  or 
peritonitis,  possibly  of  appendicular  origin,  but  it  might  be  tubo-ovarian.  The 
husband  denied  any  infection. 

The  patient  was  too  sick  to  take  any  chances  so  she  was  operated  on  that 
afternoon  at  4  o'clock.  A  general  pelvic  peritonitis  was  found,  an  absolutely 
normal  and  involuted  appendix,  and  both  tubes  in  a  state  of  acute  gonorrheal 
salpingitis.  The  uterus  was  retroverted,  adhesions  very  moderate  and  easily 
broken  up,  and  a  little  free  pus  was  in  the  pelvis.  The  tubes  were  about  the 
size  of  one's  thumb. 

Dr.  Baldwin  said  that,  had  he  known  what  the  condition  was,  of  course 
he  would  have  waited  and  let  the  acute  symptoms  subside.  Bacteriological 
examination  of  the  appendages  showed  absolutely  pure  gonorrheal  infection. 
No  other  bacteria  were  found  in  the  discharge.  The  temperature  rapidly 
subsided  and  the  patient  made  a  more  than  ordinarily  smooth  recovery. 


Dr.  J.  O.  Polak  said  this  reminded  him  of  a  case  which  gave  the  same 
history  of  digestive  pain,  presented  the  same  points  on  examination  and  had 
the  same  menstrual  history,  which  presented  on  operation  a  perfectly  normal 
appendix  and  both  tubes  discharging  pus  which  proved  on  examination  to  be 
absolutely  sterile.  He  believed  the  only  chance  to  diagnose  such  cases  properly, 
lies  in  seeing  the  case  before  the  general  peritonitis  takes  place. 

In  another  case,  the  patient  had  typical  tenderness  over  the  appendix  but 
the  original  attack  of  pain  had  occurred  on  the  left  side.  The  patient  was 
unmarried.  Following  his  habit  in  all  appendix  cases  in  women,  Dr.  Polak 
made  a  right  lateral  incision  instead  of  a  grid-iron  incision  and  when  he  reached 
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into  the  pelvis  which  is  also  his  habit,  he  found  a  hsemato-salpynx  in  a  twisted 
tube.  He  was  able  to'  leave  one  good  tube  and  ovary  and  a  part  of  another 
tube  and  ovary.  It  was  absolutely  black.  This  was  the  first  twisted  tube 
uncomplicated  with  cyst  of  the  ovary  he  has  ever  seen.  This  was  on  the  left 
side  of  the  appendix  which  was  giving  rise  to  all  the  later  symptoms  was  on 
the  right. 

Membranous  Pericolitis. 

Dr.  A.  F.  Griffiths  reported  the  following  case: 

Patient  a  young  woman,  20  years  old  with  negative  family  history.  Had 
moderate  dysmenorrhcea  in  early  menstrual  history. 

Three  years  ago  pain  in  abdomen  appeared  on  right  side  extending  nearly 
to  costal  margin.  These  attacks  of  pain  were  accompanied  with  some  fever, 
tenderness,  a  good  deal  of  gas  and  distressing  vomiting.  The  physician  who 
had  charge  made  a  diagnosis  of  appendicitis.  Had  four  or  five  attacks  in  three 
years.  In  the  last  three  months  had  three  very  severe  attacks  with  fever, 
vomiting,  tenderness,  pain  and  gas.  About  a  month  after  the  last  attack,  Dr. 
Griffiths  found  tenderness  over  the  appendix  on  the  right  side  extending  low 
down  in  the  pelvis.  She  complained  of  a  good  deal  of  backache  and  persistent 
dysmenorrhea.    She  had  a  retroverted  uterus  and  two  rather  large  ovaries. 

On  operation  through  a  rather  large  incision  exposing  the  colon  and 
cecum,  the  uterus  was  suspended  and  both  ovaries  resected,  and,  extending 
from  the  head  of  the  cecum  just  above  the  appendix  up  to  nearly  the  hepatic 
flexure  was  a  broad  band  of  adhesions  which  lifted  the  cecum  up  from  its 
normal  position  and  pulled  it  to  the  right.  The  appendix  was  absolutely 
normal.  Both  tubes  were  normal  and  healthy;  the  wall  of  the  colon  was 
slightly  thickened  and  the  veins  of  the  mesentery  were  large.  The  cecum  was 
brought  down  and  anchored  to  the  normal  position.  Patient  recovered  without 
pain  and  has  been  relieved  of  gas  and  of  the  general  abdominal  symptoms. 

Myxoma  of  the  Placenta. 

Dr.  W.  H.  Gary  reported  the  following  case: 

Patient  a  primipara,  aged  24,  delivered  yesterday  noon.  Nothing  unusual 
in  the  delivery  except  that  it  was  a  left  occiput  which  Dr.  Cary  transformed 
to  an  occiput  anterior.  Labor  occurred  two  weeks  previous  to  the  reckoned 
time. 

On  inspection  of  the  placenta,  it  was  found  to  contain  a  mass  which 
proved  to  be  a  tumor.  The  pathologist  made  a  frozen  section  and  said  it  was 
a  connective  tissue  tumor  myxomatous  in  character  and  resembling  sarcoma 
more  than  anything  else,  but  more  time  was  required  for  a  positive  diagnosis. 

Williams  has  made  quite  a  study  of  tumors  of  the  placenta,  about  forty 
cases  have  been  reported. 

This  patient  is  of  good  family,  has  been  quite  active  owing  to  servant 
trouble  and  the  fact  that  her  mother  has  been  ill. 

The  tumor  would  appear  to  be  encapsulated. 

Specimen  of  Uterine  Fibromata  Complicating  Pregnancy. 

Dr.  George  McNaughton  presented  a  specimen  with  history  of  the  case 
as  follows: 

Patient  a  native  of  Nova  Scotia,  42  years  old,  married  six  months.  First 
menstruation  when  13,  had  some  pain  but  never  much  disability.  Menstrua- 
tion regular,  rather  free  and  lasting  about  five  days,  then  ceasing  promptly. 
Last  menstruation  occurred  February  15th.  She  consulted  her  physician  before 
March.  He  examined  her  and  told  her  of  the  presence  of  fibromata  and 
suggested  that  it  was  next  to  impossible  to  become  pregnant.  She  consulted 
him  again  a  few  days  ago  and  was  told  that  in  his  opinion,  she  was  pregnant 
and  was  advised  to  carry  the  child  to  full  term,  if  possible,  and  then  have  a 
Csecarean  operation  done  and  save  her  baby  and  at  that  time  a  hysterectomy 
could  also  be  done  if  necessary.  She  consulted  several  others  and  Dr.  Mc- 
Naughton's  examination  confirmed  the  diagnosis  and  advice  of  all  the  others 
except  her  family  doctor  who  advised  her  to  try  to  carry  the  child. 

However,  a  hysterectomy  was  performed  on  March  28  at  the  Jewish 
Hospital.  There  were  no  operative  complications,  patient  is  still  in  bed  and 
the  outcome  seems  satisfactory.    Both  ovaries  were  saved  to  the  patient. 

Dr.  McNaughton  asked  if  it  is  wise  to  tell  a  patient  who  possesses  even 
a  small  part  of  the  ovary  and  a  uterus,  that  she  cannot  become  pregnant. 

In  this  instance  was  it  wise  to  operate  so  quickly,  or  would  it  have  been 
better  to  wait  until  the  operation  had  been  imperative?  Would  it  have  been 
better  treatment  to  empty  this  uterus  in  the  ordinary  way  and  watch  the 
progress  of  the  uterus  afterwards? 
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If  this  case  had  gone  on  to  full  term  would  it  have  been  a  good  scheme 
to  have  done  a  Csesarean  and  then  a  hysterectomy? 

Discussion. 

Dr.  F.  J.  Shoop  said  he  thought  it  very  unwise  to  tell  a  patient  she 
could  not  have  a  child  after  both  ovaries  are  taken  out.  He  recalled  to  mind 
a  case  in  which  a  single  woman,  a  patient  of  another  doctor,  was  told  that 
she  could  never  bear  a  child  and  she  presumed  upon  it  before  she  married 
and  became  pregnant.  She  was  quite  astonished  when  she  found  that  she  was 
pregnant.    A  small  portion  of  ovary  had  evidently  been  left  behind. 

Dr.  J.  O.  Polak  said  that  in  view  of  the  fibroids  in  the  specimen  at  the 
lower  segment  of  the  uterus  about  the  cervix,  that  Dr.  McNaughton  did  the 
only  thing  he  could  have  done  unless  he  wanted  to  take  the  chance  of  letting 
the  woman  go  to  term  and  then  doing  a  Csesarean  at  that  time. 

In  regard  to  emptying  a  pregnant  uterus  with  fibroids  in  it,  there  is  no 
case  which  is  more  dangerous  and  gives  greater  trouble  from  hemorrhage 
and  is  more  prolific  of  sepsis  than  such  a  uterus. 

Dr.  W.  P.  Pool  spoke  of  a  case  similar  in  some  respects  to  that  of 
Dr.  McNaughton,  but  in  which  the  pregnancy  was  further  advanced  and  the 
fibroid  was  relatively  considerably  smaller.  Dr.  Pool  said  he  judged  the 
fibroid  in  the  first  place  to  be  much  larger  and  more  diffuse  than  he  found  it 
to  be  at  the  operation  but  he  was  confronted  by  the  same  proposition  as  was 
Dr.  MacNaughton  as  to  whether  it  was  wiser  to  deliver  the  uterus  or  to 
remove  it.  Dr.  Pool's  case  was  further  complicated  with  a  double  heart 
murmur,  a  stenosis  at  the  aortic  valve,  and  on  tha*  account  alone,  it  was 
deemed,  after  consultation  with  two  men,  inadvisable  to  allow  pregnancy  to 
proceed.  The  fibroid  mass  was  at  the  top  of  the  uterus  and  would  not  have 
interfered  probably  with  the  delivery  at  term.  Interference  was  necessary 
because  of  the  heart  lesion. 

It  was  then  necessary  to  decide  how  to  go  about  it.  Emptying  the 
uterus  as  Dr.  Polak  has  suggested  under  these  conditions  presents  danger  of 
hemorrhage  because  the  uterus  does  not  contract  firmly  and  does  not  help 
to  expel  its  contents,  and  with  a  uterus  nearly  five  months  pregnant,  the 
condition  of  the  cervix  and  the  special  difficulty  which  confronts  the  operator 
in  emptying  such  cases,  is  well  known.  It  was  decided  to  do  a  supracervical 
amputation  of  the  uterus,  which  was  done.  The  patient  has  recovered  nicely 
and  her  heart  has  tightened  up.  The  aortic  murmur  which  was  then  loud 
and  the  general  symptoms  of  cardiac  insufficiency  which  she  had  before  the 
operation  have  already  largely  disappeared.  This  may  be  accounted  for 
largely  by  the  rest  of  three  weeks,  but  this  leads  to  another  question,  the  asso- 
ciation of  visceral  degeneration  and  fibroids  of  the  uterus.  Dr.  Pool  expressed 
the  opinion  that  the  patient  will  be  much  better  eventually  because  of  the 
removal  of  the  uterus. 

Dr.  L.  G.  Baldwin  said  that  as  a  matter  of  principle  and  practice  in  the 
presence  of  fibroids,  he  agreed  heartily  with  the  idea  that  some  marvellous 
deliveries  are  accomplished  in  the  presence  of  fibroids.  His  principle  is  to 
wait  until  the  life  of  the  mother  or  baby  is  in  danger  and  then  proceed  as 
events  may  dictate  at  that  time. 

Cases  of  Ectopic  Gestation. 

Dr.  O.  P.  Humpstone  reported  a  number  of  cases. 

Discussion. 

Dr.  J.  O.  Polak  said  that  in  reviewing  his  ectopics,  it  has  been  seen  that 
they  belong  to  two  distinct  classes,  first,  the  woman  who  has  married  and  has 
not  been  pregnant  for  a  long  time,  and  who  has  a  previous  history  of  more 
or  less  menstrual  disturbance  and  who  presents  no  infection.  She  then  be- 
comes pregnant  with  an  ectopic.  It  is  an  almost  invariable  rule,  if  the  other 
tube  is  seen,  that  that  woman  has  an  undeveloped  uterus  and  tube  of  the 
opposite  side.    It  is  in  this  class  of  cases  that  the  repeated  ectopics  occur. 

The  other  type  of  case  is  the  woman  who  has  had  a  number  of  children 
and  then  has  her  ectopic  in  the  interval  between  children.  That  woman  as  a 
rule  does  not  have  repeated  ectopics.  The  third  class  is  the  woman  who  has 
been  the  subject  of  repeated  inflammatory  disease.  She  does  have  repeated 
ectopics. 

Dr.  Polak  said  he  had  operated  on  six  cases  of  his  own  and  two  of 
Dr.  Boldt's,  making  eight,  and  they  all  belong  in  two  of  these  classes. 
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Dr.  L.  G.  Baldwin  said  he  had  several  prtients  who  have  had  normal 
pregnancies  after  ectopics.  He  believes  that  when  the  abdomen  is  opened  for 
a  ruptured  tubal  pregnancy  it  is  not  a  good  time  to  diagnose  disease  or  health 
of  the  other  tube,  because  almost  always  the  inflammatory  hemorrhage  extends 
to  the  other  side  and  it  becomes  involved  in  the  clot  and  it  is  not  a  good  time 
to  determine  whether  the  other  tube  is  healthy  or  diseased.  It  always  looks 
diseased  to  Dr.  Baldwin. 

No  matter  how  many  children  the  woman  wants  or  does  not  want  in 
future,  Dr.  Baldwin  does  not  believe  in  relying  on  the  woman's  wishes.  He 
does  not  think  that  is  judicius.  Supposing  she  may  have  had  several  children, 
yet  her  husband  may  be  killed  and  later  she  may  marry  again  and  be  very 
desirous  of  another  child  by  the  last  husband. 

Complete  Cautery  Hysterectomy. 

Dr.  R.  L.  Dickinson  described  the  following  operation  and  exhibited  the 
specimen. 

The  doctor  started  to  do  what  Byrne  did  so  commonly,  that  is,  take  out 
the  cervix  first  by  cautery  and  the  corpus  afterwords  by  ligature.  However, 
changing  his  mind,  he  took  out  the  whole  thing  together,  performing  a  complete 
cautery  hysterectomy  with  but  a  single  ligature.  The  specimen  was  exhibited. 
The  report  of  the  curettings  was  cancer  of  the  body  of  the  uterus.  On  the 
right  side,  a  ligature  was  put  on  some  veins.  The  entire  operation  was  per 
vaginam. 

The  Doctor  stated  that  this  was  an  exceptional  case  treated  in  an  excep- 
tional way.  He  thinks  the  best  general  method  is  to  do  the  lower  portion 
of  the  operation  with  the  cautery  per  vaginam,  then  to  finish  with  the  abdom- 
inal operation,  as  more  of  the  broad  ligaments  can  be  reached. 

The  doctor  quoted  Dr.  Werder  who  had  nineteen  women  living  after  five 
years  on  whom  he  had  performed  the  Byrne  operation  and  who  had  85  per 
cent,  of  cures  by  the  cautery  operation  below  using  the  Downes  clamp  on  the 
broad  ligaments  above.  Byrne's  claim  was  that  the  effect  went  a  quarter  of 
an  inch  into  the  tissues  by  his  "deep  dry  roast." 

The  Use  and  Abuse  of  Cathartics  in  Gynecological  and  Obstetrical  Practice. 

Dr.  Walter  B.  Chase  read  a  paper  with  the  above  title. 

Discussion. 

Dr.  F.  J.  Shoop  said  the  case  Dr.  Chase  quoted  was  an  interesting  one 
as  the  kidneys  had  been  watched  pretty  steadily  with  frequent  examinations 
of  urine  and  no  sign  of  trouble  discovered  until  the  day  before  the  convulsion 
occurred,  when  a  slight  amount  of  albumin  appeared.  The  condition  was  so 
bad  that  a  neighboring  physician  had  also  been  called  in  and  had  already  given 
an  enema  of  chloral.  She  had  partially  regained  consciousness  but  was  dazed 
for  forty-eight  hours  and  remembers  nothing  of  what  occurred  during  that 
period  of  time.    She  went  from  one  convulsion  to  another  for  twelve  hours. 

As  soon  as  she  could  swallow,  a  dose  of  15  minims  Norwood's  Tr. 
Veratri  Viride  was  given,  followed  by  5  m.  doses  every  two  hours  until  the 
pulse  was  brought  down  from  160  to  80  and  kept  there;  Y\  grain  calomel 
and  1-10  gr.  elaterin  every  hour  for  four  doses,  secured  prompt  evacuation 
of  the  bowels,  aided  by  enema — dry  cups  over  kidneys  started  the  kidneys  into 
action  after  a  suppression  of  urine  which  had  lasted  nearly  twenty-four  hours. 
There  were  no  more  convulsions  after  that. 

She  was  confined  eight  days  after  the  first  convulsion  but  the  child  lived 
only  three  days.    There  is  still  albumin  in  the  urine. 

Her  sister,  whom  Dr.  Shoop  confined  four  or  five  years  ago,  now  living 
in  the  South,  was  in  bed  with  a  condition  of  albuminuria  at  the  time  the 
patient  was  taken  sick. 

Dr.  George  McNaughton  said  he  wished  to  sum  up  this  subject  briefly 
with  the  working  rule  that  if  a  patient  needs  catharsis,  it  should  be  given  to 
her,  and  if  she  does  not  need  it,  there  is  no  need  of  wasting  good  medicine, 
therefore  it  should  not  be  given.  This  covers  the  case  no  matter  whether 
the  case  be  surgical  or  gynecological  or  medical. 

Dr.  L.  G.  Baldwin  said  that  to  him  the  indications  for  and  against 
catharsis  as  outlined  by  Dr.  Chase  are  not  so  simple  as  Dr.  McNaurhton  would 
lead  the  Society  to  believe.  To  Dr.  Baldwin,  it  is  quite  a  hard  proposition 
sometimes  to  decide,  and  from  the  fact  that  operators  have  come  from  the 
rather  free  and  vigorous  pre-operative  catharsis  down  to  no  catharsis  at  all, 
he  is  led  to  believe  he  is  not  alone  in  that  position  of  indecision. 
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Dr.  Baldwin  said  he  believed  the  period  of  one  to  five  hours  to  be  more 
than  the  period  of  normal  digestion.  The  X-ray  men  have  shown  that  all 
food  leaves  the  stomach  in  a  much  shorter  period  than  that. 

In  regard  to  the  accepted  treatment  of  cases  of  convulsions  or  threatened 
convulsions,  Dr.  Baldwin  said  he  did  not  believe  the  accepted  treatment  is 
immediate  delivery.  He  thought  the  operative  treatment  in  many  cases  has 
been  overdone. 


TRANSACTIONS  OF  THE  BROOKLYN  SURGICAL 

SOCIETY. 

Stated  Meeting,  May  2,  1912. 
The  President,  John  A.  Lee.  M.D.,  in  the  Chair. 

Ulcer  of  the  Stomach. 

Dr.  O.  A.  Gordon  reported  the  following  case: 

The  patient  gave  a  history  of  gastric  symptoms  for  about  twelve  vears, 
many  times  necessitating  the  giving  up  of  his  work,  finally  for  as  much'  as  a 
month  at  a  time.    Had  considerable  vomiting. 

Dr.  Gordon  performed  a  laparotomy,  finding  an  old  ulcer  at  the  pyloric 
end  of  the  stomach  on  the  posterior  wall  with  some  narrowing  of  the  pyloric 
outlet.  He  performed  the  regular  posterior  anastomosis  with  the  jejunum  and 
stomach.  The  patient  made  an  uninterrupted  recovery.  He  sat  up  in  bed  as 
soon  as  he  recovered  from  the  anesthesia  and  had  a  small  drink  of  hot  water 
in  six  hours.  The  next  day  he  took  some  clear  broth.  He  did  not  vomit 
from  time  of  the  operation  which  was  in  December  until  he  left  the  hospital. 
No  vomiting  since.  Has  gained  eight  to  ten  pounds  since  December  and 
considers  himself  practically  well. 

Nephrectomy  for  Multiple  Calculi. 

Dr.  O.  A.  Gordon  reported  a  case  as  follows : 

Patient  began  thirteen  years  ago  to  have  attacks  of  renal  colic,  for  the 
past  few  years  has  not  had  typical  renal  colic  but  a  good  deal  of  lumbal 
pain,  being  unable  to  work  a  good  part  of  the  time.  The  X-ray  plate  showed 
very  nicely  the  shape  of  the  stones  in  the  kidney.  Catheterization  of  the 
opposite  ureter  showed  that  the  kidney  was  excreting  normal  urine  and  normal 
in  amount.  The  X-ray  showed  no  shadows  on  that  side.  The  conditions  in 
the  pelvis  shown  in  the  X-rav  plate  of  the  affected  side  made  it  clear  why  the 
patient  did  not  have  typical  renal  colic.  The  small  stones  could  not  pass  the 
larger  one.  Nephrectomy  was  done.  Patient's  recoverv  was  uneventful.  He 
is  now  working  and  apparently  perfectly  well.  Operation  was  just  one  year 
ago  last  month. 

Cases  of  Extensive  Injuries  in  Children. 

Dr.  C.  P.  Gildersleeve  reported  the  following  cases : 

Case  i  :  Child  aged  ten  seen  first  by  E)r.  Gildersleeve  January  13,  191 1. 
Foot  was  caught  in  frog  of  railroad  track,  and  the  patient  was  run  over  by  a 
trolley  car  while  in  that  position,  and  was  taken  to  Kings  County  Hospital ; 
she  had  complete  evulsion  and  disarticulation  of  foot  at  ankle  joint,  extreme 
tearing  of  the  ligaments,  and  soft  tissues  in  front  of  ankle  were  torn  away  to 
the  extent  of  three  inches  in  each  direction.  Tarsal  joints  were  exposed  and 
lower  two  inches  of  anterior  surface  of  tibia  was  exposed  and  denuded  of 
periosteum.  Dr.  Fiske  reduced  the  disarticulation,  sutured  the  ligaments,  put 
in  rubber  drains,  the  entire  foot  being  edematous  and  ecchymotic. 

When  next  seen  by  Dr.  Gildersleeve.  on  May  12th,  about  four  months 
later,  the  wound  was  entirely  healed.  She  walked  with  practically  no  limp 
with  her  shoe  on.  Barefoot  she  had  a  very  slight  limp  and  it  was  apparent 
that  the  scar  contraction  did  not  permit  her  to  quite  touch  the  floor  with  her 
heel.  This  slight  contraction  considerablv  improved  and  this  foot  is  practically 
unimpaired  for  all  ordinary  purposes.  She  will  probably  not  be  able  to  either 
extend  or  flex  ankle  to  an  extreme  degree,  but  there  are  certainly  very  few 
vocations  that  require  either  extreme  flexion  or  extension. 

Case  2 :  A  child  aged  8  years  was  run  over  by  a  car  on  March  5,  1910, 
and  was  seen  by  Dr.  Gildersleeve  March  11.  toio.  She  had  lacerations  of  the 
soft  part?  down  to,  and  involving  the  muscles,  beginning  at  the  middle  of  bcick 
of  both  thighs,  taking  in  one  half  of  their  circumference,  extending  upwards 
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involving  the  entire  buttock  and  extending  up  the  back  to  a  point  about 
opposite  the  crest  qi  the  ileum,  both  groins  being  invaded,  Poupart's  ligament 

exposed  in  each. 

She  was  next  seen  by  Dr.  Gildersleeve  October  10,  191 1.  Her  wounds 
were  entirely  healed,  scar  tissue  was  soft  and  pliable,  practically  no  actual 
physical  disability,  but  the  mere  presence  of  that  amount  of  scar  tissue  on  the 
body  of  a  young  girl  is  a  serious  condition  for  obvious  reasons. 

Puncture  of  the  Spinal  Cord  in  the  Cervical  Enlargement. 

Dr.  Charles  H.  Goodrich  reported  the  following  case: 
The  patient,  V.  S.,  male,  aged  26  years,  was  admitted  to  the  Methodist 
Episcopal  Hospital  on  July  22,  191 1.  Just  previous  to  admission,  he  had 
received  a  stab  wound  in  the  neck  Y\  of  an  inch  long,  situated  two  inches 
below  the  tip  of  the  mastoid  and  just  behind  the  border  of  the  sterno-mastoid 
muscle.  No  significant  bleedinr  was  present.  Further  examination  revealed 
musculo-spiral  paralysis  in  the  left  arm.  The  right  lower  extremity  was 
markedly  spastic,  kneejerk  greatly  exaggerated,  marked  ankle  clonus  existed 
and  Babinski's  sign  was  present. 

The  question  of  a  spinal  cord  injury  arose,  and  was  decided  positively. 
Dr.  Tilney  in  consultation  determined  very  accurately  from  sensory  and 
thermol  tests  that  there  was  a  very  tiny  puncture  of  the  spinal  cord  in  the 
cervical  enlargement  which  had  caused  a  slight  hemorrhage.  He  advised 
letting  the  man  severely  alone.  The  patient  improved  and  in  ten  days  the  leg 
was  only  moderately  spastic  and  four  months  later  the  spasticity  had  all 
cleared  up,  and  the  paralvsis  had  entirely  recovered. 

A  Case  of  Intestinal  Perforation. 

Dr.  Charles  H.  Goodrich  reported  the  following  case: 

Patient  G.  C,  aged  forty-one,  admitted  July  6,  191 1.  He  had  been  struck 
by  a  large  swinging  long  crane  and  was  hurled  fifteen  feet.  The  blow  was 
received  on  the  abdominal  surface.  He  was  in  moderate  shock;  pulse  was 
soft  and  small,  rate  one  hundred ;  face  was  pale  and  anxious  and  he  com- 
plained of  pain  in  the  abdomen.  There  was  some  swelling  in  the  abdominal 
wall  to  the  right  of  and  below  the  umbilicus,  apparently  the  beginning  of  a 
haematoma.  The  right  rectus  was  somewhat  rigid.  There  seemed  to  be 
sufficient  evidence  of  serious  intra-abdominal  contusion  present  to  warrant  the 
opening  of  the  abdomen.  Section  revealed  a  small  rupture  of  the  jejunum 
with  considerable  free  fluid  among  the  intestinal  coils. 

The  wound  was  sutured  with  Lembert  sutures  and  the  peritoneal  cavity 
was  given  a  prolonged  cleansing  with  normal  saline  solution  and  the  abdomen 
was  closed.  The  patient  made  a  notably  uneventful  recovery.  His  tempera- 
ture curve  was  most  favorable,  and  his  pulse  never  went  above  eighty-six. 

This  case  may  be  contrasted  with  the  case  reported  by  me  two  years  ago 
before  this  society,  in  which  the  patient  refused  operation  for  about  twelve 
hours  after  admission.  The  injury  in  that  case  was  received  from  a  block 
of  wood  hurled  by  a  circular  saw.  In  this  case  rupture  was  in  the  lower 
ileum  while  in  the  more  recent  case,  the  injury  was  about  the  middle  of  the 
jejunum.  In  the  former  case,  the  patient  rapidly  succumbed,  whereas  in  the 
recent  case,  where  an  immediate  operation  was  performed,  recovery  was  prompt 
and  satisfactory. 

Malignant  Growths  of  the  Colon  with  Special  Reference  to 
Diagnosis  and  Treatment. 

Dr.  R.  W.  Westbrook  read  a  paper  with  the  above  title. 
Aside  from  this  there  were  cases  reported,  by  Dr.  H.  F.  Graham,  of  Acute 
Necrosis  of  the  under  joint  of  the  Tibia  and  Pyonephrosis  with  Calculi. 

Also  a  report  of  the  Court  Decision  in  regard  to  the  use  of  illustrated 
plates  as  evidence  in  a  case  of  alleged  fractured  leg  was  presented  and  dis- 
cussed by  the  members  of  the  Brooklyn  Surgical  Society. 
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PROFESSIONAL    RESPONSIBILITY    FOR  FAULTY 
HOSPITAL  ORGANIZATION.* 

By  Lewis  Stephen  Pilcher,  M.D.,  LL.D., 

of  Brooklyn,  N.  Y. 

FOR  thirty  years  the  writer  has  been  preaching  on  the  topic  of 
hospitals  in  its  different  phases.  He  would  not,  therefore,  have 
ventured  to  obtrude  another  paper  on  this  threadbare  subject 
to  his  colleagues  at  this  time  except  at  the  express  command  of 
authority.  It  is  true  that  his  utterances  in  the  past  seem  to  have 
had  much  of  the  character  of  "a  voice  crying  in  the  wilderness," 
reaching  nowhere  and  producing  no  practical  result.  For  twenty 
years  he  was  in  a  position  to  try  and  carry  into  effect  some  of  the 
ideas  as  to  hospital  organization  and  management  which  his  previous 
training  and  experience  had  caused  him  to  adopt,  only  to  find,  at  the 
end  of  this  period,  himself  and  his  methods  rejected  and  the  estab- 
lishment in  their  place  of  methods  against  which  he  had  always 
argued  most  strenuously.  It  is  noteworthy  that  this  reversal  of  or- 
ganization in  the  particular  institution  referred  to  was  accomplished 
against  his  own  protest,  but  with  the  assent  and  approval  of  most 
of  his  colleagues,  and  that  these  were  men  of  the  highest  standing 
and  culture,  who  had  been  specially  selected  by  him  for  positions 
this  hospital  because  of  their  presumed  sympathy  with  the  ideals 
whose  realization  he  was  seeking.  It  would  have  been  excusable, 
therefore,  if  the  preacher  had  given  up  his  mission  and  had  con- 
cluded that  he  had  mistaken  his  vocation.  It  is  very  discouraging 
to  feel  that  one  stands  alone  in  the  advocacy  of  any  policy.  Such 
was  certainly  my  feeling  when  I  found  myself  outside  the  hospital 
breastworks  in  the  particular  affair  to  which  I  refer,  instead  of  a 
"captain  of  industry"  behind  them. 

In  a  recent  article  in  the  Boston  Medical  and  Surgical  Journal, 
the  author,  Dr.  Farrar  Cobb,  is  analyzing  the  results  obtained  during 
a  series  of  years  at  the  Massachusetts  General  Hospital  in  cases  of 
cancer  of  the  uterus.  In  the  course  of  this  paper  occurs  the  follow- 
ing remark :  "Allow  me  to  emphasize  again  that  the  work  of  a  large 
number  of  men  operating  intermittently  with  relatively  small  material 
and  experience  cannot  be  compared  fairly  with  the  work  of  one  highly- 
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trained  man  working  continuously  with  abundant  material."  That  is 
to  say,  a  properly  qualified  man  working  continuously  with  adequate 
material  will  accomplish  results  so  superior  to  those  which  will  follow 
the  efforts  of  other  men,  whatever  their  ability,  operating  intermit- 
tently with  relatively  small  material  and  experience,  that  there  is  no 
comparison  between  them.  I  believe  this  to  be  true,  and  you  to  whom 
I  now  speak  know  it  to  be  true,  as  does  also  every  intelligent  physi- 
cian. The  supreme  importance  of  this  statement  engages  attention 
when  one  thinks  what  is  involved  in  the  " results"  mentioned.  It  is 
not  money,  or  property,  or  influence,  or  personal  pleasure,  or  social 
prestige,  or  political  preference.  These  results  mean  lives  lost,  chil- 
dren orphaned,  homes  destroyed;  in  less  degree  they  mean  pain,  in- 
validism,  prolonged  care  and  expense.  From  another  point  of  view 
they  mean  defective  diagnoses,  imperfect  therapeusis,  loss  of  con- 
fidence in  the  resources  of  medicine,  loss  of  prestige  and  influence 
in  the  community  for  the  medical  profession.  They  lead  to  the  pub- 
lication of  such  books  as  "Medical  Chaos  and  Crime,"  and  to  such 
utterances  in  the  public  press  as  that  in  a  recent  issue  (October  6th) 
of  the  Brooklyn  Daily  Eagle,  in  which  the  editorial  writer  urges  the 
leaders  of  the  profession  "to  quit  splitting  fees  with  specialists,  de- 
vote a  few  hours  every  week  to  something  else  than  hospital  experi- 
mentation, a  la  San  Grado,  and  think  of  something  besides  getting 
rich." 

If  this  is  the  case  it  is  a  proper  question  to  ask,  who  is  responsible 
for  the  greater  loss  of  life,  the  more  imperfect  recoveries,  the  more 
prolonged  invalidism,  which  result  from  the  assignment  of  the  care 
of  suffering  men  and  women  to  an  unnecessarily  "large  number  of 
men  who  with  relatively  small  material  and  experience  operate  inter- 
mittently"? This  is  a  practical  question;  it  is  an  important  question, 
for  it  has  to  do  with  life  and  death.  The  primary  object  of  a  hospital 
is,  of  course,  the  cure  of  the  sick;  of  public  hospitals,  the  cure  of  the 
sick  poor.  The  more  ignorant  and  helpless  the  patient  the  greater 
the  responsibility  of  those  who  offer  themselves  as  the  almoners  of 
relief.  Dr.  Cobb  has  very  aptly,  almost  epigrammatically,  charac- 
terized the  method  of  surgical  organization  which  prevails  in  many 
hospitals,  viz. :  "A  large  number  of  men  operating  intermittently  with 
relatively  small  material  and  experience."  What  is  the  condition  in 
Brooklyn? 

There  are  in  the  Borough  of  Brooklyn  at  the  present  time,  in 
addition  to  the  1,100  beds  of  the  County  Hospital,  fourteen  public 
hospitals  containing  fifty  or  more  beds  each,  aggregating  2,158  beds, 
and  seven  hospitals  containing  between  25  and  50  beds  each,  aggre- 
gating 256  beds,  or  3,514  hospital  beds  in  all.  The  exact  number  of 
these  beds  which  are  devoted  to  surgical  patients  I  have  not  been  able 
to  ascertain.  If,  however,  for  the  purpose  of  this  discussion  the 
number  be  assumed  to  be  one-half,  there  would  be  1,757  teds  f°r 
surgical  patients.  This  includes  all  the  general  surgical  beds,  the 
genito-urinary  divisions,  the  gynecological,  the  orthopedic,  rhinolog- 
ical,  otological  and  opthalmological  services,  but  the  number  to  be 
allotted  to  each  special  service  I  am  unable  to  state  exactly.  The 
point  I  wish  to  make  is,  that  for  the  care  of  these  1,757  surgical  beds 
95  general  surgical  appointments  and  89  special  surgical  appoint- 
ments have  been  created,  each  appointee  getting  an  average  of  gl/2 
beds.  This  certainly  justifies  the  characterization  of  "small  material." 
But  it  should  be  observed  that  the  general  custom  is  that  surgeons  shall 
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alternate  with  each  other  in  their  hospital  work,  their  terms  of  service 
being  reduced  by  half,  while  the  number  of  patients  assigned  to 
each  is  doubled  while  they  are  on  duty.  The  average  surgical 
service  is  thus  increased  to  19  beds,  in  all  conscience  small  enough 
without  introducing  the  drawback  of  intermittency  of  attendance. 

Apropos  to  this  exhibit  are  the  criticisms  of  a  visiting  Vienna 
otologist  made  to  a  newspaper  reporter  on  his  departure  for  his  own 
land  a  month  ago  (N.  Y.  Times,  August  26,  1912),  criticisms  which 
made  the  more  stir  both  because  they  were  merited  and  because  they 
jarred  considerably  our  serene  self-satisfaction.  Here  are  some  of  his 
criticisms  as  to  conditions  prevailing  in  American  hospitals: 

"There  are  too  many  heads  to  every  department." 

'There  is  no  regular  system  of  post  mortems." 

"Under  conditions  which  prevail  in  general  hospital  practice  here, 
hundreds  of  Americans  are  forced  to  seek  special  knowledge  in  for- 
eign countries.  Take  the  New  York  Eye  and  Ear  Hospital,  a  splendid 
modern  institution,  and  yet  four  or  five  physicians  there  divide  the 
cases  among  themselves.  One  will  have  a  case  to-day,  another  will 
have  it  next  day,  and  so  on  until  the  original  treatment  is  lost  sight 
of.  One  doctor  reverses  the  treatment  of  another,  which  is  bad  for  the 
patient  and  worse  for  the  physician." 

"As  the  head  of  Gremial  Hospital,  a  state  institution,  I  receive 
$1,600  a  year  salary.  Every  patient  in  my  department  has  my  personal 
attention.  My  assistants  have  to  work.  If  they  do  not  study  and 
work,  they  must  leave." 

"Superintendents  of  hospitals  here  have  too  much  power.  They 
should  not  have  anything  to  do  with  a  hospital  aside  from  its  admin- 
istrative features.  One  man  only  should  be  supreme  in  a  hospital  de- 
partment, the  specialist,  capable  of  teaching  and  taking  care  per- 
sonally of  all  cases  brought  in." 

Thus  far  we  have  quoted  from  Dr.  Neuman,  of  Vienna.  Unfor- 
tunately there  is  not  one  of  his  criticisms  which  we  can  reject  as 
unfounded  and  unmerited.  Whose  fault  is  it  and  what  can  we  do 
about  it? 

In  answer  to  the  first  question  I  am  inclined  to  submit  the  reply 
that  the  present  unsatisfactory  state  of  hospital  organization  is  largely 
due  to  the  attitude  of  the  medical  profession  itself  to  hospital  work. 
It  is  this  proposition  which  I  wish  to  discuss  and  which  I  wish  to 
submit  for  consideration.  First,  I  would  note  the  conviction  that 
in  the  future  there  will  be  more  hospitals  than  there  have  been  in  the 
past.  This  must  result  not  only  from  the  growing  tendency  to  the 
concentration  of  greater  masses  of  people  in  our  cities,  but  also,  in 
greater  proportion,  to  the  increasing  complexity  of  the  methods  of 
diagnosis  and  treatment  which  modern  science  is  introducing,  and  to 
the  demands  which  the  modern  consciousness  is  making  for  accuracy 
and  positiveness  in  medical  and  surgical  work,  conditions  for  which 
can  only  be  supplied  by  the  organization  and  resources  of  a  well- 
equipped  institution.  In  the  organization  of  most  of  the  hospitals  at 
present  existing  we  are  the  inheritors  of  a  simpler,  less  responsible, 
less  exact,  less  scientific  period.  We  have  brought  over  into  the  20th 
century  late  18th  and  early  19th  century  methods.  These  methods 
were  created  by  the  physicians  of  that  day;  they  were  sufficient  for 
the  time ;  they  were  adequate  to  provide  for  the  hospital  inmates  of 
that  day  the  medical  and  surgical  resources  of  the  period;  they  still 
remain  to  handicap  the  physicians  and  surgeons  of  the  present  day, 
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and  to  diminish  .the  value  and  perfectness  of  the  relief  which  the 
occupants  of  hospital  beds  can  receive.  To  have  a  hospital  appoint- 
ment is  the  natural  and  praiseworthy  ambition  of  every  progressive 
physician.  For  this  ambition  there  are  certainly  two  proper  reasons 
at  least ;  one,  to  increase  his  opportunities  for  clinical  observation ; 
the  other,  to  increase  his  professional  prestige  in  the  community. 

According  to  the  "American  Method/'  hospital  work  has  been  an 
incidental  adjunct  to  the  real  career  of  a  physician.  His  private 
practice  has  been  always  the  chief  thing,  with,  if  possible,  some 
hospital  work  "on  the  side".  From  this  point  of  view  the  less  the 
labor  connected  with  a  hospital  appointment  and  the  more  frequent 
the  intermission  of  calls  upon  him  for  his  attendance  the  better. 
From  the  standpoint  of  the  managers  of  a  present-day  American 
hospital — to  those  maintained  by  the  private  gifts  of  the  charitable 
I  refer,  and  not  to  those  supported  by  the  public  purse — the  larger 
the  number  of  physicians  that  can  be  crowded  upon  the  staff  of  the 
institution  the  better,  for  each  additional  one  means  an  additional 
coterie  of  possible  supporters  of  the  enterprise.  Hence,  the  necessity 
of  alternation  in  attendance,  and  of  multiplicity  of  the  services  in 
the  hospital.  The  full  fruitage  of  the  system  is  well  exhibited  in 
some  of  our  Brooklyn  hospitals,  e.g.,  40  beds  with  9  surgeons;  35 
beds  with  7  surgeons;  75  beds  with  11  surgeons;  no  beds  with  n 
surgeons ;  etc.,  etc. 

The  multiplication  of  staff  appointments  is  influenced  by  yet  an- 
other consideration,  viz.:  the  clamor  for  appointments  by  physicians 
themselves  who  enjoy  the  friendship  of  some  of  the  managers  of  the 
institution  or  of  influential  contributors  to  its  funds.  In  this  strife 
for  place  we  find  not  only  men  who  are  as  yet  without  appointment, 
but  also  those  who  already  have  positions  in  other  hospitals.  Such 
efforts  succeed  according  to  the  influence  which  the  particular  man 
may  be  able  to  bring  to  bear. 

To  multiplicity,  intermittency  and  leanness  of  service  is  now 
added  plurality  of  appointment  to  complete  the  vicious  circle  !  Thus 
of  the  surgical  appointments  in  the  hospitals  of  Brooklyn  in  many 
instances  one  man  holds  two  of  them;  in  quite  a  number  one  man 
holds  three,  and  in  several  instances  four  places  even  are  held  by  one 
man ! 

The  insistency  of  medical  men  for  appointment  to  hospital  posi- 
tions sometimes  reaches  almost  the  level  of  scandal.  It  has  naturally 
resulted  in  greatly  diminishing  the  respect  with  which  the  lay  man- 
agers of  hospitals  regard  their  medical  staff  and  has  correspondingly 
lessened  the  influence  in  the  affairs  of  such  institutions  exercised  by 
its  physicians.  It  is  a  regulation  in  some  hospitals  that  no  member 
of  the  visiting  staff  shall  be  a  member  of  its  Board  of  Managers. 
Said  a  clerical  member  of  such  a  board  once  in  my  presence  during 
a  discussion  as  to  some  matters  in  the  policy  of  the  institution  under 
its  care:  "We  can  get  a  new  surgeon  at  any  time;  it  is  not  so  easy 
to  get  a  new  superintendent." 

This  feeling  of  thinly  veiled  contempt  for  the  medical  staff  is 
still  more  accentuated  by  the  readiness  with  which  any  vacancy  is 
filled,  whatever  the  cause  of  the  creation  of  the  vacancy.  Those  of 
us  who  are  older  remember  what  happened  years  ago  in  one  of  the 
prominent  hospitals  of  Manhattan  when  the  differences  'between  the 
matron  of  the  hospital  and  the  attending  staff  became  so  acute  and 
so  great  that  the  whole  staff  resigned.    Although  these  physicians 
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were  in  the  right  and  their  action  was  imperative  from  the  stand- 
point of  professional  self-respect,  their  places  were  filled  at  once  by 
men  of  recognized  standing  in  the  profession.  Here  in  Brooklyn  a 
number  of  years  back,  the  attending  staff  of  one  of  our  hospitals  de- 
sired the  privilege  of  giving  clinics  in  the  hospital  which  they  were 
serving.  When  they  were  denied  this  privilege  they  resigned  their 
positions,  only  to  find  the  next  day  that  their  places  had  already 
been  filled  by  willing  competitors. 

The  treatment  of  Marion  Sims  at  the  Woman's  Hospital  of  New 
York  is  one  of  the  traditions  of  the  profession.  The  hospital  was 
the  creation  of  Sims'  brain,  the  result  of  his  intense  energy;  it  was 
a  monument  to  his  genius.  And  yet  over  so  trivial  a  matter  as  the 
limitation  of  the  number  of  physicians  whom  he  should  allow  to  wit- 
ness his  operative  work  at  any  one  time,  a  number  which  the  ladies  of 
the  Board  of  Managers  fixed  at  fifteen  (!),  a  regulation  with  which 
he  refused  to  comply,  he  was  forced  to  resign  from  his  position  on 
the  hospital's  staff — a  resignation  which  was  at  once  accepted  by  the 
Board  of  Managers. 

The  presumption  of  such  a  lay  board  to  dictate  in  a  matter  so 
eminently  within  the  judgment  and  domain  of  the  surgeon  was  not 
strange  in  view  of  the  ordinary  estimation  by  boards  of  managers 
of  the  position  of  the  medical  staff  in  the  hospital  economy,  and  but 
illustrates  the  foregoing  statements.  What  is  of  greater  importance 
for  us  now  to  recall  is  the  stand  which  other  members  of  the  attend- 
ing staff  took  in  this  memorable  contest.  Here  was  a  point  involving 
the  honor  and  proper  recognition  of  professional  prerogative  of  every 
member  of  the  staff,  one,  indeed,  which  might  properly  have  been 
taken  up  by  the  profession  at  large.  What  was  the  action  of  Sims' 
colleagues  in  the  matter?  None  whatever!  They  continued  quietly 
along  in  their  own  dishonored  path  and  left  Sims  to  fight  the  battle 
alone,  and  ultimately  to  erase  his  illustrious  name  from  their  number, 
and  to  turn  his  back  forever  on  the  child  of  his  begetting!  I  do  not 
intend  to  further  multiply  illustrations  along  this  line ;  they  will  recur 
to  everyone.  The  point  that  I  wish  to  make  and  to  enforce  is  that 
for  whatever  of  imperfection  there  may  be  in  present  hospital  methods, 
whether  relating  to  the  position  of  the  attending  staff  to  its  work,  the 
service  rendered  to  the  patients  in  the  beds  of  the  hospital,  or  to  the 
profession  at  large,  the  medical  profession  is  primarily  responsible. 

I  have  observed  that  most  hospital  attendings,  when  discussing 
this  question,  are  ready  to  admit  the  truth  of  the  statements  made, 
and  to  bewail  the  prevalence  of  such  conditions.  They  feel  themselves 
powerless,  however,  to  do  anything  to  remedy  it!  Why?  Because 
they  know  that  any  adequate  assertion  of  the  power,  influence  and 
control  in  hospital  conditions  which  was  due  them  in  any  of  the 
institutions  with  which  they  were  connected  would  but  result  in  the 
loss  of  their  coveted  place  and  the  appointment  of  a  successor.  Every 
hospital  manager  will  unite  in  the  statement  that  in  the  case  of  any 
vacancy,  whatever  its  cause,  their  trouble  is  not  in  finding  someone 
to  fill  the  vacancy,  but  rather  to  unite  upon  a  selection  of  one  from 
among  those  who  are  importuning  for  appointment.  There  is  yet  to 
be  created  such  an  esprit  de  corps  among  physicians  as  to  cause  them 
as  a  body  in  any  community  to  so  far  support  any  one  of  their  number 
who  becomes  engaged  in  a  contest  involving  professional  responsibil- 
ity, dignity  and  influence,  as  to  refuse  to  accept  a  position  vacated  by 
him  in  the  course  of  such  a  contest.    Can  it  be  created?    I  do  not 
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know — certainly  not,  if  we  keep  silence.  Possibly  in  time,  in  some 
way,  if  we  lose  no  opportunity  to  set  forth  its  desirability  and  im- 
portance. 

An  adequate  understanding  of  the  part  in  a  community's  work 
which  its  hospitals  ought  to  do  requires  a  breadth  of  view  and  a 
special  knowledge  which  only  the  training  of  a  physician  can  give; 
the  peculiar  interrelation  of  all  the  parts  of  a  hospital's  complicated 
organization  is  appreciated  only  by  the  physicians  who  are  doing  the 
work;  the  responsibility  for  the  results  obtained  are  borne  by  the 
physician  alone.  The  one  person,  therefore,  who  should  be  supreme 
in  the  control  of  all  the  special  conditions  under  which  the  profes- 
sional work  of  such  an  institution  is  to  be  carried  on  is  the  physician 
who  bears  the  responsibility. 

(For  discussion,  see  page  489.) 

A  PLAN  FOR  THE  BETTERMENT  OF  THE  ECONOMIC 
CONDITION  OF  MEDICINE  * 

By  E.  Eliot  Harris,  M.D., 

of  New  York  City. 

THE  disharmony  between  the  work  of  the  medical  profession 
for  the  public,  and  the  work  of  the  public  for  the  medical  pro- 
fession, is  abnormal.  There  has  been  no  organized  direction 
of  the  economics  of  medicine  on  the  part  of  the  profession ;  it  has 
been  permitted  to  drift  without  a  proper  guiding  hand.  The  pen- 
dulum has  been  seized  by  the  sociologists  who  are  aggressive  on 
medicine,  and  they  hold  it  fast  on  the  public  side.  The  mass  of  the 
profession  is  restless  under  the  condition  which  spells  injustice  and 
poverty. 

Shall  we  do  nothing  but  wait  for  the  aggressive  encroachments 
of  those  who  would  socialize  medicine  as  is  foreshadowed  in  Eng- 
land, or  shall  we  be  factors  in  shaping  the  course  in  advance,  in 
preventing  offensive  legislative  enactments  and  in  modifying  the 
crushing  effects  of  our  economic  folly?  We  believe  that  the  pro- 
fession is  very  ready  for  the  movement  which  plans  the  release 
of  the  pendulum  which  seems  to  have  become  stuck  on  its  altruistic 
side,  in  order  that  it  may  swing  freely  toward  an  adjustment  more 
normal  than  has  hitherto  obtained.  It  is  a  well  recognized  prin- 
cipal in  philosophy  that  an  irrational  altruism  results  in  an  un- 
scrupulous egoism.  The  shadow  of  this  truth  in  medicine  we 
believe  can  be  seen  by  those  who  look  and  understand.  We  see 
it  appear  as  an  able  practitioner  who  does  not  earn  an  income 
consistent  with  the  professional  standard  of  living,  resorting  to 
fee  splitting;  it  is  shown  in  questionable  lodge  and  contract  prac- 
tice and  other  forms  of  commercialism. 

The  following  editorials  from  the  N.  Y.  Times  of  recent  date, 
may  illustrate  my  meaning  of  this  phase  of  the  economics  of 
medicine.    The  first  is  headed: 

"Black  Sheep  in  the  Medical  Fold :  Whether  or  not  all  of  the  so-called 
lodge  doctors  are  as  ignorant,  and  therefore  as  incompetent  as  they  were  said 
to  be  in  the  letter  from  Dr.  Chas.  Reynolds,  printed  yesterday  is,  of  course,  a 
question  not  to  be  answered  by  laymen,  perhaps  not  with  absolute  certainty  by 
the  best  informed  of  professionals.    Settlement  workers,  who  have  opportunity 

*  Read  before  the  Medical  Society  of  the  County  of  Kings,  Brooklyn, 
N.  Y.,  October  15,  1912. 
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for  studying  conditions  are  agreed  that,  of  the  troubles  of  the  poor  many  of 
the  most  serious  are  due  to  the  failure  to  receive  from  lodge  doctors  whom  they 
so  often  patronize  the  advice  and  treatment  needed  by  their  maladies.  Deaths 
and  chronic  invalidism  are  the  frequent  results,  and  these  aggravate  the  conse- 
quences of  the  poverty  that  led  to  the  establishment  of  the  system  under  which 
the  lodge  doctor  works.  Often  his  ministrations  are  worse  than  none.  For  this 
evil  state  of  affairs,  however,  the  medical  profession  as  a  whole  is  not  without 
some  responsibility.  The  lodge  doctor  is  a  regular  graduated  and  licensed 
physician,  and  if  he  is  not  worthy  of  his  title  in  attainments  or  character  or 
both,  the  fact  must  be  ascribed  in  part  at  least  to  the  failure  of  his  better  mor- 
aled  colleagues  to  make  effective  protest  against  the  undue  extension  of  the  right 
to  practice.  They  could  do  more  than  anybody  else  if  they  tried,  toward  clear- 
ing their  profession  of  its  scandals  and  its  black  sheep." 

The  second  editorial  is  entitled: 

"Doctors  Will  Be  Dissatisfied—  Evidently  impressed  by  the  vehemence  and 
unanimity  with  which  the  English  doctors  have  protested  against  the  inade- 
quacy of  the  remuneration  offered  them  under  the  new  insurance  law,  the  Brit- 
ish government  has  increased  its  appropriation  for  medical  service  for  the  poor 
by  $5,000,000  per  year.  This  will  enable  it  to  pay  the  selected  physicians  $1.80 
annually  for  each  insured  person  intrusted  to  their  care — a  considerable  advance 
from  the  $1.44  originally  offered,  but  still  below  the  $2.04  which  is  the  least  for 
which  the  doctors  have  been  saying  they  could,  would,  or  should  do  this  work. 
Even  the  largest  of  the  amounts  seems  absurdly  small,  bvt,  if  received  from 
each  of  a  large  number  of  persons,  many  of  whom  would  go  through  the  year 
without  requiring  any  treatment  at  all,  it  might  be  something  like  a  living  wage. 
Our  own  lodge  doctors  are  content  with  analagous  sums,  but  they  are  con- 
sidered disgraces  to  their  profession  and  they  usually  are  in  more  important  re- 
spects, too,  than  in  the  acceptance  of  small  fees.  The  only  reasonable  plan  for 
the  British  government  to  adopt  in  carrying  out  its  insurance  ideas  would  be 
to  employ  the  doctors  on  fair  annual  salaries  making  them  public  officials,  giving 
all  of  their  time  to  public  service.  This  is  what  is  done  by  all  countries  with 
respect  to  army  and  navy  surgeons,  and  such  salaries  are  accepted  by  thoroughly 
efficient  men  with  no  loss  of  professional  or  personal  dignity." 

These  words  are  of  value  in  pointing  to  the  necessity  of  inves- 
tigating and  studying  the  question  in  common  with  other  medico- 
economic  questions,  in  the  hope  of  finding  remedies  to  better  the 
condition  from  the  united  viewpoint  of  the  public  and  the  profes- 
sion. We  can  rest  assured  that  both  are  equally  interested  in  a 
safe  and  sane  solution  of  the  pressing  economic  problems  of  medi- 
cine. 

The  rights  of  the  public  and  the  interest  of  the  profession 
should  be  considered  in  the  readjustment  of  all  medico-economic 
questions,  therein  the  medical  profession  differs  from  industrial 
unions,  or  organized  trusts.  Notwithstanding  the  setbacks  in  the 
past,  the  profession  is  still  loyal  to  its  duty  to  the  public  and  it 
should  be  watchful  of  the  duty  of  the  public  to  the  profession. 
The  medical  profession  in  common  with  other  learned  professions, 
has  met  the  tendency  of  modern  times  to  raise  the  standard  of 
the  educational  qualification  of  professional  men,  by  the  adoption, 
from  time  to  time,  of  a  higher  and  higher  standard  of  qualifica- 
tion, common  to  all  candidates  to  be  examined  for  a  licence  to 
practice  medicine  in  this  state.  It  was  natural  to  believe  that  it 
was  serving  the  public  by  protecting  the  people  of  the  state  from 
Charlatans,  quacks  and  pretenders  of  all  sorts.  As  a  duty  of  the 
public  to  the  profession,  it  expected  that  the  legislature  would 
deny  the  endorsement  of  the  State,  would  refuse  to  license  any 
person  as  being  capable  of  treating  any  of  the  diseases,  or  abnor- 
malities of  the  human  body,  unless  such  person  was  able  to  make 
a  reasonable  diagnosis  of  the  human  body  to  do  which  requires  a 
full  knowledge  of  the  science  of  medicine  as  taught  in  the  incor- 
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porated  medical  colleges  of  the  state,  which  includes  the  use  of 
drugs,  the  products  of  biological  laboratory  and  other  valuable 
therapeutic  agents. 

The  profession  received  scant  consideration  from  the  people's 
representatives  in  Albany,  though  every  reasonable  argument  was 
made  to  show  the  difference  between  those  prsons  who  act  within 
their  legal  rights  when  they  accept  the  ignorant  advice  so  freely 
given  on  the  highways  and  byways,  in  the  meeting  places  and  in 
the  drug  and  instrument  shops  concerning  matters  medical.  In 
the  other  class  are  those  persons  who  are  lured  and  deceived  by 
the  State's  endorsement  to  consult  uneducated  pseudo-specialists 
in  eye  abnormalities,  or  those  who  diagnose  and  treat  contagious 
and  other  diseases  by  manipulation.  The  license  issued,  prohibits 
them  from  using  such  valuable  therapeutic  agents  as  drugs,  or  to 
perform  surgery  with  instruments.  This  is  certainly  a  travesty 
on  the  higher  education  in  medicine.  The  duties  of  the  profession 
to  the  public  are  fixed,  have  become  traditional.  The  benefits  which  the 
self-sacrificing,  yea,  suicidal  profession,  has  conferred  upon  the  public, 
need  not  be  mentioned  to  an  audience  like  this.  They  are  too  well 
known;  but  they  serve  to  point  out  to  the  profession  the  neglect 
of  its  duty  and  responsibility  in  guiding  and  directing  public 
opinion  on  the  economics  of  medicine.  The  duty  of  the  profession 
to  the  practising  physician  is  strong  on  its  negative  side,  its  neglect. 
It  has  done  nothing  to  stop  the  growth  of  that  cancer  in  the  vitals 
of  the  practising  physician  known  as  the  abuse  of  medical  charity 
in  the  hospitals  and  dispensaries.  The  profession  can  stop  it.  It 
can  make  the  managers  of  hospitals  and  dispensaries  stop  it;  but 
it  must  be  done  through  co-operation  and  loyalty  between  the 
profession  and  the  practising  physician  which  the  present  medical 
organization  fails,  utterly  fails  to  accomplish.  There  are  those 
in  the  profession  who  would  like  to  see  the  practising  physician 
return  to  the  honorarium  for  his  services,  properly  called  in  modern 
times,  a  tip.  The  physician  should  be  grateful  that  he  is  no  longer 
a  medical  missionary.  Loyalty  of  the  practitioner  will  be 
secured  if  the  work  of  the  profession  is  directed  to  improving  the 
economic  condition  of  the  practicing  physician,  helping  him  to 
fittingly  establish  himself  through  post-graduate  instruction,  teach- 
ing him  the  principles  and  practice  of  honorable  business,  and 
lessening  his  unjust  and  dishonorable  competition.  The  relation 
of  the  practising  physician  to  the  profession  is  too  often  character- 
ized by  indifference  and  disloyalty,  as  is  shown  by  the  medical 
staff  or  board  of  an  institution  which  has  resigned  as  a  protest 
against  some  stinging  insult  on  the  part  of  the  management.  The 
insolent  manner  of  the  trustees  is  often  due  to  the  knowledge  that 
the  places  can  be  filled  with  good  physicians,  subject  only  to  the 
delay  caused  by  the  great  number  of  applicants  for  the  vacant 
places.  The  men  who  resign  the  places  often  bewail  the  disloyalty 
of  physicians  to  the  profession.  They  make  no  mention  of  the 
little  effort  that  is  made  by  the  profession  to  entitle  it  to  the  loyalty 
of  the  practitioner. 

Some  of  the  more  pressing  economic  problems  that  need  con- 
sideration and  action,  on  the  part  of  the  united  medical  profession, 
organized  to  effect  the  reforms  it  advocates,  may  be  stated  as  the 
extension  of  Board  of  Health  work  so  as  to  include  the  practice 
of  medicine,  to  the  neglect  of  general  sanitation,  the  inspection 
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of  foods,  and  drugs,  below  standard  or  adulterated.  The  over- 
trained nurse  taking  positions  of  medical  men  in  defiiance  of  the 
medical  law;  fee  splitting,  and  contract  practice  in  so  far  as  it 
brings  discredit  on  the  profession,  and  practices  deceit  upon  the 
public.  Pseudo  specialists  already  licensed  should  be  held  up  to 
a  proper  standard  of  professional  conduct  or  that  law  should  be 
repealed  on  account  of  fraudulent  advertising.  The  abuse  of  med- 
ical charity  in  the  hospitals  and  dispensaries,  which  pauperizes 
and  demoralizes,  and  is  a  destructive  and  unjust  competition  with 
the  legitimate  practice  of  medicine;  and  many  other  pressing 
economic  questions  too  numerous  to  mention  at  this  time  demand 
a  medical  society  where  they  can  be  properly  considered  and  where 
effective  action  can  be  taken. 

Such  a  society  does  not  exist  in  this  state  today.  The  present 
organization  of  the  medical  profession  is  practically  perfect  and 
can  fulfill  the  purpose  of  its  objects,  namely:  the  advancement  of 
the  science  of  medicine,  the  promotion  of  public  health  and  other 
altruistic  activities  and  the  establishment  of  good  fellowship 
among  its  selected  members.  A  scientific  society  is  no  place  to 
consider  the  economic  condition  of  the  medical  profession  that 
needs  to  be  remedied.  Its  conclusions  are  too  often  immature  on 
account  of  the  short  time  allowed  by  the  by-laws  for  such  matters 
and  furthermore  the  society  is  not  organized  to  effect  or  bring 
about  the  reforms  it  advocates.  The  time  devoted  to  the  discus- 
sion of  such  questions  is  considered  by  many  of  its  members  as 
wasted,  and  rightly  so  if  judged  by  results.  It  seems  that  no 
progress  or  reform  can  be  made  in  the  economic  condition  of  medi- 
cine unless  the  economics  and  the  science  of  medicine  are  con- 
sidered in  societies  differently  organized  to  meet  those  separate 
and  distinct  needs. 

The  profession,  through  the  scientific  societies  of  the  recog- 
nized schools,  works  for  the  medical  interests  of  the  public  altru- 
istically without  fear  of  being  misunderstood.  But  how  different 
it  is  when  attention  is  given  to  directing  the  public  to  work  cor- 
respondingly for  the  profession ;  then  we  see  the  advertising  quacks 
and  remedy  vendors,  the  food  and  drug  adulterators,  and  others 
who  should  be  driven  out  of  their  illigitimate  business  by  legisla- 
tion enacted  in  the  interest  of  the  general  public  and  profession, 
at  work  playing  the  schools  against  each  other  and  in  every  other 
way  paralyzing  the  economic  activities  of  the  scientific  societies. 
Such  difficulties  will  be  largely  avoided  in  the  organization  of  the 
new  medical  society  of  applied  economics,  to  be  started  near  the 
people  in  all  the  assembly  districts  of  the  state.  The  membership 
of  the  scientific  society  is  carefully  selected  in  agreement  with 
the  principles  of  ethics  as  applied  by  the  society.  The  membership 
in  the  new  economic  society  shall  consist  of  all  licensed  physicians 
and  will  represent  the  whole  profession.  All  questions  of  ethics  or 
professional  misconduct  should  be  transferred  by  the  new  society 
to  the  Medical  Examining  Board  and  Board  of  Regents  in  the 
interest  of  the  public  and  the  profession. 

The  equality  of  members  in  an  economic  society  as  compared 
with  a  scientific  society  will  contribute  to  the  loyalty  of  physicians 
to  the  profession  an  essential  feature  in  a  society  engaged  in  the 
enlightenment  and  direction  of  the  work  of  the  public  for  the  pro- 
fession.   To  that  end  it  is  proposed  to  establish  the  Society  of 
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Medical  Economics  of  the  State  of  New  York  to  consist  of  all  the 
registered  physicians  of  the  state  without  regard  to  their  school  of 
practice.  The  three  state  medical  societies  of  each  school  of  medi- 
cine recognized  by  the  Board  of  Regents  shall  be  entitled  to  send 
three  of  their  members,  who  shall  also  be  members  of  this  society, 
as  delegates  to  the  General  Assembly  of  the  Society  of  Medical 
Economics  of  the  State  of  New  York.  The  objects  of  this  society 
shall  be 

I.  To  survey  and  study  all  matters  of  economics  that  can 
be  practically  applied  for  the  benefit  of  the  public  health,  the 
betterment  of  the  economic  condition  of  the  practicing  physician 
and  of  the  profession  of  medicine. 

II.  To  advocate  and  maintain  a  high  standard  of  medical 
education  and  of  professional  conduct  common  to  all  physicians. 

III.  To  consider  and  perform  the  duty  of  the  profession  to 
the  public  in  making  use  of  all  proper  means  to  expose,  suppress 
and  remedy  all  forms  of  quackery  or  dishonorable  practice  of 
medicine. 

IV.  To  aid  the  constituted  authorities  in  the  enforcement  of 
all  medical  laws  and  the  laws  relating  to  the  sale  of  pure  and  stand- 
ard food  and  drugs  and  the  accurate  compounding  and  dispensing 
of  medicines. 

V.  To  advocate  and  secure  legislation  for  the  suspension  or 
revocation  of  the  license  to  practice  medicine  for  causes  such  as 
insanity  or  professional  misconduct,  the  decision  to  be  rendered  by 
the  Board  of  Medical  Examiners  and  the  Board  of  Regents. 

VI.  To  aid  in  the  enactment  of  legislation  which  shall  pro- 
vide for  the  revocation  of  any  license  to  practice  medicine  or  any 
license  issued  by  the  Board  of  Regents  (containing  the  provision, 
"not  to  use  Drugs"  or  "The  employment  of  any  means  other  than 
drugs  in  the  practice")  for  causes  such  as  fraudulent  advertising 
or  for  advertising  in  a  way  that  is  intended  to  impose  upon  or 
deceive  ignorant  or  unsuspecting  persons. 

VII.  To  investigate  and  take  appropriate  action  in  regard  to 
the  practice  of  all  licensed  physicians  whether  they  be  members 
of  this  society  or  not  in  so  far  as  the  same  reflects  unfavorably  on 
the  profession  or  the  public. 

VIII.  To  co-operate  with  other  societies  with  the  object  of 
establishing  certified  pharmacies  where  prescriptions  may  be  filled 
with  pure  and  standard  drugs  as  ordered.  Illegal  counter  pre- 
scribing to  be  cared  for  in  the  certificate. 

IX.  To  oppose  all  acts  tending  to  encroach  upon  the  prac- 
tice of  medicine,  such  as  legislative  enactments  establishing  pseudo- 
specialists  in  medicine  and  the  extension  of  the  work  of  the  Board 
of  Health  along  the  line  of  clinics  and  curative  medicine  instead 
of  extension  along  the  line  of  preventive  medicine  known  as  general 
sanitation,  inspection  and  supervision  of  food  and  drugs  especially 
such  as  are  adulterated,  contaminated  or  below  standard,  and  quaran- 
tine. 

X.  To  organize  and  carry  on  a  campaign  against  the  abuse 
of  medical  charity  and  to  co-operate  as  far  as  practical  with  the 
trustees  of  the  hospitals  and  dispensaries  and  with  the  State  Board 
of  Charities. 
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XI.  To  aid  all  licensed  physicians  requiring  post-graduate 
instruction  to  obtain  it  in  the  charity  hospitals  and  dispensaries 
of  the  State. 

XII.  To  lessen  all  unjust,  illegal  and  dishonorable  practice  of 
medicine. 

The  message  presented  tonight  for  your  discussion  is  the 
plan  of  organization  of  the  Society  of  Medical  Economics  of  the 
State  of  New  York  and  not  the  economic  questions — these  latter 
must  be  studied,  considered  and  practically  applied  by  the  new 
society. 

The  following  is  the  plan :  There  shall  be  established  by 
the  legally  registered  physicians  of  each  assembly  district  of  the 
state  without  regard  to  their  school  of  practice  a  district  medical 
society  of  applied  economics  which  shall  elect  one  delegate  to  the 
General  Assembly  of  the  State  Society  for  one  year  and 
fifteen    members    to    act    as    the    Executive    Committee   of  the 

Assembly  District  Society,  which  Committee 
shall  keep  itself  informed  directly  or  through  the  election  district 
committees  on  all  matters  which  concern  the  welfare  of  the  prac- 
ticing physician,  the  interests  and  honor  of  the  medical  profession, 
and  the  public  health.  The  conduct  and  practice  of  all  physicians 
as  far  as  it  unfavorably  affects  the  profession,  or  the  public,  shall 
be  the  concern  of  this  society,  whether  he  is  a  member  or  not. 
The  Senatorial  District  Medical  Society  shall  consist  of  the  Execu- 
tive Committees  of  the  three  constituent  assembly  district  societies 
and  it  shall  elect  its  Executive  Committee  and  one  delegate  to 
the  General  Assembly  of  the  State  Society  for  two  years. 
The  General  Assembly  of  the  Society  of  Medical  Economics 
of  the  State  of  New  York  shall  include  fifty-one  mem- 
bers elected  as  delegates  from  the  fifty-one  senatorial  district 
Medical  Societies  for  a  term  of  two  years  and  one  hundred  and 
fifty  members  elected  as  delegates  from  the  one  hundred  and  fifty 
assembly  district  medical  societies  for  the  term  of  one  year.  Nine 
members  may  be  elected  as  delegates  from  the  three  state  medical 
societies  as  follows :  Each  of  the  state  medical  societies  may  elect 
three  of  their  members  who  shall  also  be  members  of  this  society 
as  delegates  to  the  General  Assembly  of  the  State  Society.  Only 
one  society  of  each  school  recognized  by  the  Board  of  Regents  shall 
be  entitled  to  send  delegates  to  the  Gene:  al  Assembly  of  this  society. 

It  is  proposed  that  the  Society  of  Medical  Economics 
shall  study  all  matters  of  economics  that  can  be  practically  applied 
for  the  benefit  of  the  public  health  and  the  betterment  of  the 
economic  condition  of  the  practising  physician  and  the  profession 
of  medicine.  It  may  be  necessary  for  this  society  to  teach  the  pro- 
fession and  the  public  that  there  is  a  just  and  honorable  compen- 
sation for  medical  services,  based  upon  the  responsibility,  and  espe- 
cially upon  the  time  given  to  acquire  the  necessary  skill  to  be 
applied  to  the  more  or  less  difficult  questions  or  problems  involved 
in  the  diagnosis,  and  treatment  of  the  patients  modified  only  by 
consideration  of  humanity  or  charity.  This  new  society  will  be 
interested  in  the  economic  condition  of  the  practicing  physician 
who  should  be  helped  to  maintain  a  professional  standard  of  living 
consistent  with  his  responsibility  to  his  patients  and  his  guardian- 
ship of  the  honor  of  the  profession. 

{For  discussion,  see  page  492-) 


WHAT  IS  ANAPHYLAXIS?* 


By  Frederick  Tilney,  M.D., 


of  Brooklyn,  N.  Y. 


'HE  series  of  clinical  manifestations  which  we  classify  to-day 


under  the  general  term  of  anaphylaxis  has  long  been  known  to 


the  medical  profession.  As  far  back  as  1830,  Thompson  recog- 
nized and  mentioned  it  in  connection  with  one  of  the  then  epidemics 
of  smallpox  that  was  scourging  England.  He  observed  in  this  epi- 
demic that  individuals  vaccinated  in  childhood  presented  a  disease 
which  was  characterized  by  symptoms  which  led  him  to  believe  that 
it  was  not  true  variola,  for  the  cutaneous  eruption,  the  fever  and  the 
malaise  were  of  remarkably  short  duration;  this  condition  he  termed 
varioloid. 

In  1839,  Magendie,  upon  injecting  guinea  pigs  with  the  white  of 
egg,  and  after  a  period  of  some  days  again  giving  a  second  injection 
of  the  same  substance,  discovered  that  the  guinea  pigs  died  almost 
instantly. 

Many  other  references  to  this  phenomenon  are  found  in  the  liter- 
ature, but  it  was  not  until  1902  that  particular  attention  was  directed 
to  it.  This  was  as  a  result  of  a  conversation  between  Theobald  Smith 
and  Ehrlich.  On  that  occasion  Smith  mentioned  the  fact  that  in 
standardizing  diphtheria  antitoxin  on  guinea  pigs  many  of  the  animals 
died  on  the  second  injection  of  the  serum.  In  consequence  Ehrlich 
called  this  the  Theobald  Smith  phenomenon. 

Closely  allied  to  this  condition  was  a  disease  that  came  to  be 
known  as  "serum  disease"  in  man,  due  to  the  injection  of  antitoxic 
sera  of  various  types,  in  many  cases  leading  rapidly  to  death  and  in 
others  presenting  a  series  of  alarming  and  dangerous  symptoms. 

The  term  anaphylaxis  as  now  applied  to  these  conditions  implies 
by  its  derivation  that  the  body  is  possessed  of  a  natural  defense  against 
certain  substances  and  this  defense  may,  under  appropriate  circum- 
stances, be  entirely  overcome.  Strictly  speaking,  however,  this  termi- 
nology is  more  romantic  than  descriptive,  for  when  we  come  to  inquire 
what  anaphylaxis  realy  is,  we  find  it  to  be  an  acquired  hypersensitive- 
ness  on  the  part  of  the  cells  of  the  body  to  protein,  brought  about 
by  the  previous  introduction  into  the  system  of  the  same  or  closely 
allied  protein.  A  relatively  few  proteins,  when  introduced  into  the 
system  for  the  first  time,  will  produce  immediate  effects.  Among 
these  are  the  phytotoxins,  abrin  and  ricin  (vegetable  proteins),  as  well 
as  snake-venom  and  eel  serum.  When  these  are  introducd  into  the 
system  they  will  produce  immediate  symptoms. 

The  majority  of  proteins,  however,  will  not,  at  the  first  injection, 
produce  demonstrable  symptoms.  They  all,  however,  have  the  power 
of  sensitizing  the  cells  so  that  a  subsequent  injection  of  the  same,  or 
closely  allied,  protein  will  produce  very  marked  symptoms. 

For  example,  a  guinea  pig  receiving  an  injection  of  one-millionth 
of  a  milligram  of  egg  albumin,  and  then  allowed  to  remain  for  a  period 
of  from  eight  to  twenty-four  days,  and  again  injected  with  about  a 
milligram  of  the  same  protein,  will,  in  a  very  short  time,  show  alarming 
symptoms  and  die;  and  this  in  spite  of  the  fact  that  a  milligram  of 

*  A  paper,  with  Lantern  slide  demonstration,  read  before  the  Brooklyn 
Society  of  Internal  Medicine,  October  25,  1912. 
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the  egg  albumen  if  injected  without  any  previous  sensitization  will 
produce  no  poisonous  effect  whatever. 

The  theory  on  which  this  phenomenon  is  based  holds  that  the 
introduction  into  the  system  of  proteins  of  various  kinds  produces 
antibodies,  which  antibodies  are  zymotic  or  proteolytic  and  break  down 
the  introduced  protein  to  simpler  forms,  in  which  forms  it  unites 
with  the  somatic  cells  and  sensitizes  them.  On  the  second  injection 
of  this,  or  a  closely  allied,  protein,  after  a  proper  period  of  incuba- 
tion, the  antibodies  are  still  there,  the  protein  is  rapidly  broken  down 
into  its  simpler  forms  and  the  combination  between  these  proteins 
and  the  somatic  cells  quickly  forms  and  poisonous  effects  ensue.  This 
question  of  producing  a  sensitization  is  an  important  one  in  so  far 
that  the  sensitization  once  produced  may  persist  throughout  life  and 
may  even  be  transmitted  to  the  offspring  of  the  sensitized  individual. 

The  symptoms  which  this  condition  of  anaphylaxis  presents  vary 
widely  from  those  which  lead  rapidly  to  death  to  those  which  con- 
fine themselves  to  a  slight  cutaneous  reaction.  One  marked  sympto- 
matic feature  in  the  lethal  cases  is  rapid  supervention  of  grave  symp- 
toms. In  man,  as  well  as  in  the  experiment  animal,  the  symptoms 
follow  in  a  very  definite  course  and  quickly  lead  to  a  fatal  outcome. 
An  example  of  this  is  seen  best  in  experiments  with  animals.  The 
guinea  pig,  which  has  been  previously  sensitized  to  protein, 
receives  its  second  dose  after  an  incubation  period  of  from  eight  to 
twenty-four  days  and  passes  through  a  series  of  symptoms  so  abso- 
lutely characteristic  as  to  leave  no  doubt  concerning  their  type.  The 
animal  at  first  will  show  irritation  of  the  nasal  mucosa,  scratching 
the  nose,  sneezing  and  coughing.  This  occurs  within  two  or  three 
minutes  after  receiving  the  toxic  dose.  The  animal  then  passes 
through  a  series  of  what  have  been  termed  the  "bucks,"  in  which  the 
muscles  in  the  hind  legs  contract  in  a  tono-clonic  manner,  throwing 
the  animal  off  of  the  table  much  as  if  it  were  attempting  to  jump. 
This  condition  continues  for  a  minute  or  two  and  then  a  state  of  in- 
tense and  profound  collapse  supervenes.  At  this  period  the  animal 
begins  to  show  the  prominent  symptoms  of  the  trouble — a  failure  of 
the  respiratory  activity.  The  muscles  of  the  thorax  and  diaphragm 
now  act  in  such  a  way  as  to  clearly  demonstrate  that  expiration  is 
being  impeded  and  the  animal  is  suffering  practically  from  an  aggra- 
vated asthma.  This  continues  for  a  moment  or  two  and  then  respira- 
tory movement  in  the  thorax  and  abdomen  ceases,  and  for  a  few  sec- 
onds, perhaps  for  a  moment,  spasm  in  the  muscles  of  the  lower  jaw 
causes  a  depressor  effect,  accompanied  by  dilatation  of  the  alse  nasi, 
after  which  the  animal  entirely  ceases  to  breathe.  Following  this,  the 
heart  continues  to  beat  and  shows  marked  evidences  of  heart  block 
and  fall  of  blood  pressure.  The  average  time  which  elapses  between 
the  injection  of  the  toxic  dose  and  death  is  five  minutes. 

Man  has  not  been  so  closely  studied  in  this  condition,  but  shows 
about  the  same  clinical  manifestations  as  witnessed  in  the  guinea 
pig.  The  respiratory  element  is  always  prominent  and  there  is  a 
tendency  of  the  expiratory  movement  to  be  impaired.  Although  there 
is  still  much  work  to  be  done  in  bringing  the  factors  of  the  experi- 
mental anaphylaxis  and  anaphylaxis  in  man  closer  together,  there  is 
evidence  enough  to  show  that  they  are  closely  allied. 

In  the  sublethal  cases  the  symptoms  may  vary  from  a  slight  cu- 
taneous reaction  to  much  more  severe  systemic  manifestations.  Prom- 
inent among  these  latter  are  edema,  vomiting  and  nausea,  pain  in  the 
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joints,  urticaria  and  erythema.  Probably  the  most  frequently  observed 
symptom  is  the  asthmatic  affection. 

Proteins  may  gain  entrance  into  the  body  in  two  general  ways, 
namely,  enterically,  through  the  gastro-intestinal  and  respiratory 
canals,  and  parenterically,  by  avenues  other  than  these  canals.  En- 
terically, proteins  may  pass  through  an  impaired  mucosa  of  the  oesoph- 
agus, stomach  or  intestines;  they  may  be  inhaled  in  volatile  or  sus- 
pended form  and  thus  pass  through  the  mucous  membrane  of  the 
bronchial  tree.  This  is  especially  well  seen  in  individuals  who  have 
acquired  sensitization  to  horse,  rabbit  and  guinea  pig  asthma.  The 
moment  such  persons  come  near  animals  suffering  with  these  affec- 
tions, they  begin  to  sneeze,  cough  and  have  other  symptoms  of  acute 
asthmatic  disturbance.  Parenterically,  proteins  may  find  cutaneous, 
subcutaneous,  intravenous,  intraperitoneal  and  intrapleural  entrance 
into  the  system.  An  interesting  example  of  the  cutaneous  mode  of 
entrance  is  afforded  by  the  cases  of  some  carpenters  who  were  work- 
ing upon  satin  wood,  which  contains  a  specific  protein.  At  the  end 
of  eight  days,  one  of  the  men  noticed  a  marked  eruption  along  the 
extensor  surfaces  of  his  arms.  In  twenty-four  hours  he  passed  into 
a  state  of  severe  asthma  with  collapse  and  diarrhea.  Several  other 
carpenters  working  on  this  same  wood  at  the  same  time  had  the  same 
experience. 

The  introduction  of  protein  into  the  body  by  the  respiratory  canal 
is  well  known.  A  very  interesting  case  of  this  type  was  observed 
some  time  ago  in  a  woman  who  gave  symptoms  of  asthma  and  con- 
tinued in  this  condition  as  long  as  she  was  on  a  protein  diet,  but  when 
this  was  withdrawn  the  symptoms  disappeared.  The  injection  of  one- 
half  a  milligram  of  protein  subcutaneously  produced  the  asthmatic 
symptoms.  Upon  investigating  her  history  it  appeared  that  she  had 
contracted  her  hypersensitiveness  from  being  about  stables  in  which 
asthmatic  horses  were  kept. 

It  is  well  known  that  the  gastro-intestinal  canal  may  also  be  an 
avenue  of  entrance.  This  was  seen  in  one  case  reported  by  Landmann 
in  which  the  patient  was  known  to  have  a  hypersensitiveness  to  egg 
albumen.  In  this  particular  experiment  even  the  placing  of  a  small 
particle  of  egg  albumen  on  the  tongue  would,  in  fifteen  seconds,  cause 
the  tongue  to  swell,  the  face  would  become  edematous  and  a  rash 
would  cover  the  entire  body.  In  his  subsequent  history,  this  patient 
passed  through  a  profound  collapse,  followed  by  a  long  vomiting  and 
diarrhea. 

The  subcutaneous  method  of  acquiring  anaphylaxis  is  well  known. 
It  is  seen  in  the  tuberculin  reaction,  the  reaction  for  glanders  (bacillus 
malleus),  in  the  leprolin  reaction  (the  specific  organism  of  leprosy), 
and  following  the  use  of  luetin. 

The  pathology  of  anaphylaxis  has  been  worked  out  upon  the 
guinea  pig  quite  extensively.  At  present  we  are  doing  some  research 
under  the  direction  of  Dr.  White,  particularly  in  connection  with  the 
changes  in  the  central  nervous  system.  One  of  the  marked  charac- 
teristics in  the  pathology  of  this  disease  is  the  affection  of  the  smooth 
musculature  of  the  body,  particularly  of  the  pulmonary  artery,  and 
also  of  the  entire  bronchial  tree.  The  slides  which  we  present  show 
that  the  bronchioles  are  contracted  down  almost  to  such  condition  as 
to  occlude  them,  and  at  the  same  time  the  muscle  of  the  pulmonary 
artery  is  strongly  contracted  and  the  lungs  are  emphysematous. 


PERSONAL  EXPERIENCES  WITH  POISONING  BY  EGGS.* 
By  Richard  A.  Henderson,  M.D., 

of  Brooklyn,  N.  Y. 

THE  following  case  report  is  that  of  the  writer  detailing  his  per- 
sonal experiences  in  what  may  be  considered  a  case  of  anaphy- 
laxis due  to  the  consumption  of  eggs.  His  family  history 
may  be  briefly  narrated  as  follows :  His  father  is  living  and  has 
always  enjoyed  good  health,  with  the  exception  of  occasional 
attacks  of  trifacial  neuralgia.  His  mother  was  afflicted  with 
rheumatism  from  girlhood,  frequently  suffered  from  attacks  of 
"sick  headache,"  and  died  from  cardio-vascular  disease  at  the  age 
of  forty-seven.  Several  members  of  his  mother's  family  have 
suffered  from  neuralgia. 

The  subject  of  this  case  had  measles  and  pneumonia  at  four- 
teen, acute  articular  rheumatism  at  nineteen,  scarlatina  at  twenty- 
three;  otherwise,  his  general  health  has  been  excellent. 

One  day,  when  a  boy  about  fourteen  years  of  age,  he  became 
suddenly  blind  in  the  left  eye.  There  was  no  pain  or  discomfort. 
This  condition  persisted  for  a  period  of  fifteen  minutes  to  one  half 
hour,  when  the  vision  gradually  returned.  This  state  was  at  once 
superseded  by  a  severe  pain  in  the  right  temporal  region.  This 
latter  symptom  was  accompanied  by  nausea,  vomiting,  and  finally  by 
diarrhea,  after  which  a  return  to  a  normal  healthy  condition  was 
rapid.  Such  attacks  began  to  recur  at  frequent  intervals,  but  never 
since  has  blindness  been  a  symptom.  For  some  years  there  was  no 
prodromal  symptom,  excepting  some  disturbances  of  vision  which 
were  rapidly  followed  by  hemicrania. 

At  the  age  of  about  twenty-three  or  twenty-four  these  attacks 
assumed  a  definite  symptomatology  about  as  follows :  When  in  ap- 
parently the  best  of  health  and  usually  in  the  morning  while  driving, 
objects  would  suddenly  appear  brighter  than  usual.  Presently  an  in- 
ability to  read,  e.g.,  street  signs,  would  manifest  itself.  This  state 
was  followed  by  aphasia,  vertigo,  and  by  an  annoying  anesthesia  of 
various  parts  of  the  body,  which  always  began  in  the  exxremities  and 
rapidly  changed  its  location  and  never  appeared  in  more  than  one 
place  at  any  one  time.  At  times  it  has  seemed  that  some  motor  paraly- 
sis may  have  been  present.  After  variable  periods  of  an  hour  or 
more  the  whole  aspect  would  change.  There  would  be  comparative 
comfort  for  a  few  moments,  when  a  violent  temporal  headache  would 
appear,  accompanied  by  nausea  and  sometimes  vomiting.  This  state 
would  last  for  hours,  being  terminated  by  sleep. 

No  treatment  seemed  to  avail  and  in  majority  of  instances  at- 
tacks were  repeated  at  about  twenty-four  hour  intervals  for  three 
or  four  days.  Recurrences  were  to  be  expected  at  any  time.  From 
June,  1910,  to  January,  1912,  there  were  no  attacks.  Since  the  latter 
date  there  have  been'  several  mild  recurrences,  always  preceded  for 
days  by  an  intense  itching  of  skin  over  the  lower  extremities. 

Correction  of  eye-strain  did  not  improve  conditions.  Prior  to 
June,  1910,  the  blood  pressure  was  high  (160),  but  there  was  no  sud- 
den rise  at  the  time  of  the  attack.  With  a  pressure  ranging  from  120 
to  130  he  recently  had  daily  attacks  for  a  period  of  eight  days.  There 

*  Read  before  the  Brooklyn  Society  for  Internal  Medicine,  Oct.  25,  1912. 
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are  no  urinary  symptoms  unless  it  be  an  excess  of  indican.  There 
is  no  gastric  trouble. 

This  is  about  a  typical  history  of  migraine.  After  eliminating 
nephritis  as  a  possible  cause,  the  writer  accepted  it  as  migraine,  tried 
various  remedies  and  met  with  disappointment.  A  medical  friend 
suggested  the  cause  and,  after  observation,  the  writer  found  that 
over-indulgence  in  animal  protein  was  the  source  of  his  difficulty.  In 
recalling  his  experiences,  he  could  definitely  attribute  most  of  his 
"storms"  to  eggs.  Meats  may  have  caused  them;  two  glasses  of  beer 
with  a  caviar  sandwich  once  gave  him  a  very  uncomfortable  day; 
peas  on  one  occasion  seemed  to  be  the  excitant;  but  the  one  unfailing 
cause  has  been  an  egg.  One  egg  in  the  morning,  provided  it  was 
soft  cooked,  insured  an  attack  in  the  afternoon,  not  of  one  day  alone 
but  for  several  days.  His  last  experience  began  on  Monday  morn- 
ing and  lasted  until  Friday  evening,  there  being  daily  attacks  in  the 
meantime.  The  writer  might  mention  in  this  connection  that  whatever 
may  be  the  poison  in  the  egg  it  is  destroyed  by  heat.  Hard  cooked 
eggs,  that  is,  eggs  cooked  for  twenty  minutes  or  more,  he  can  eat 
with  impunity. 

The  evidence  that  this  state  is  wholly  dietetic  in  origin  lies  in 
the  fact  that  it  was  completely  corrected  by  a  revised  regimen.  This 
accounts  for  the  period  from  June,  1910,  to  January,  1912.  Since  the 
latter  date,  he  has  taken  some  liberties  and  has  had  some  mild  re- 
currences, each  one  of  which  can  be  definitely  accounted  for. 

This  may  be  a  case  of  simple  migraine  due  to  absorption  of 
products  of  intestinal  putrefaction.  It  may  be,  particularly  in  case  of 
an  egg,  an  anaphylaxis  due  to  the  blood's  taking  up  a  large  supply 
of  protein.  The  certainty  of  action  as  well  as  time  of  appearance 
of  symptoms  point  to  such  a  conclusion,  but  opposed  to  this  theory 
is  the  fact  that  the  toxins  of  protein  are  not  destroyed  by  heat. 
Lastly,  the  whole  process  may  be  one  of  anaphylaxis  due  to  a  con- 
tinuous auto-vaccination  from  absorption  of  intestinal  bacteria. 


PERSONAL   EXPERIENCES   WITH   DIPHTHERIA  AND 
TETANUS  ANTITOXINS  * 

By  H.  F.  McChesney,  M.D., 

of  Brooklyn,  N.  Y. 

MY  first  experience  with  antitoxin  was  in  its  use  in  an  immuniz- 
ing dose  after  exposure  to  a  very  malignant  case  of  diphtheria. 
In  this  instance  the  old  line  serum  antitoxin  was  used  and 
but  1,500  units  taken.    There  was  marked  local  reaction  with  moder- 
ate systemic  reaction  and  feeling  of  malaise. 

About  two  and  a  half  years  ago  I  was  attacked  with  a  severe 
sore  throat  and  cared  for  it  on  that  basis  for  a  couple  of  days,  when 
it  was  realized  that  it  was  a  mixed  infection  and  that  diphtheria  was 
present.  I  was  feeling  very  sick  and  the  general  toxemia  was  high 
with  a  temperature  of  104  degrees.  Twelve  thousand  units  of  refined 
antitoxine  were  given;  there  was  a  marked  local  reaction  and  a  rise 
in  temperature  above  105  degrees ;  my  mental  condition  became  rather 
unstable  and  I  had  the  very  uncomfortable  feeling  that  at  times  I 
lost  my  mental  grip.  This  unstable  condition  had  completely  subsided 
within  forty-eight  hours  and  at  about  that  time  a  marked  urticara 
made  its  appearance.  The  discomfort  was  very  marked  and  at  times 
almost  unbearable.  It  was  quite  general,  but  most  marked  over  the 
abdomen  and  sides  of  chest,  back  and  face;  at  times  the  eyes  would 
close  so  it  was  an  effort  to  get  the  lids  open  enough  to  see.  On  the 
sides,  abdomen  and  back  there  would  come  out  great  irregular  masses 
of  wheals  that  together  would  measure  5  to  7  inches  across.  The 
only  thing  that  relieved  the  intense  discomfort  was  towels  wrung  out 
of  hot  soda  solution;  these  could  be  put  on  hotter  than  hands  could 
manage  them  by  wringing  in  a  second  towel.  I  did  not  at  any  time  feel 
them  unduly  warm.  With  the  skin  in  normal  condition  I  know  I 
could  not  have  tolerated  them. 

My  last  experience  was  during  the  care  of  a  case  of  tetanus.  I 
was  dressing  the  wound  and  the  boy  swung  his  foot,  scraping  the  skin 
off  my  finger  and  soiling  the  wound  with  pus  from  his  local  lesion.  I 
at  once  washed  my  abrasion  and  used  tincture  of  iodine.  Later  I  was 
advised  by  one  of  my  colleagues,  after  explaining  to  him  what  had 
happened,  to  take  an  immunizing  dose  of  tetanus  antitoxin.  This 
was  taken  in  the  abdomen.  There  was  quite  a  local  reaction,  but  not 
as  much  as  with  the  other  antitoxins,  as  this  had  been  put  in  quite 
deep.  The  muscles  became  intensely  sore  and  more  or  less  rigid,  the 
temperature  rose  to  101.5  degrees  and  I  felt  sick  out  of  proportion  to 
my  temperature  rise.  I  suffered  a  great  deal  of  abdominal  pain,  ap- 
parently in  the  viscera,  and  it  felt  very  much  as  if  the  antitoxin  was 
in  the  peritoneal  cavity  instead  of  being  in  the  muscle  where  it  was 
carefully  placed.  The  abdominal  pain  was  such  that  I  was  unable  to 
assume  my  regular  duties  and  I  staid  in  bed  most  of  the  time  for  four 
or  five  days  with  the  exception  of  being  taken  to  and  from  the  patient's 
home  to  whom  I  still  persisted  in  giving  the  antitoxin,  as  I  now  felt 
protected.  Within  forty-eight  hours  after  the  injection  I  began  my 
old  urticara  reaction,  but  in  more  severe  form  than  ever.  The  wheals 
were  not  only  over  larger  areas  but  very  thick  and  hard  this  time ;  I 
had  some  swelling  in  the  mouth,  but  it  did  not  affect  my  throat.  My 

*Read  before  the  Brooklyn  Society  for  Internal  Medicine,  October  25, 
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sides,  abdomen,  and  especially  over  the  chest,  had  areas  of  ecchymosis 
following  the  subsidence  of  the  urticaril  reaction.  The  urticaria  was 
very  persistent  and  about  two  weeks  elapsed  before  it  ceased  to  ap- 
pear. I  felt  very  weak  during  this  reaction  period  and  walked  with 
difficulty  because  of  the  severe  abdominal  pains. 


PERSONAL    EXPERIENCES    WITH  DIPHTHERIA 
ANTITOXIN.* 

By  E.  B.  Carter,  M.D., 

of  Brooklyn,  N.  Y. 

THE  following  is  a  report  of  some  of  the  subjective  symptoms, 
with  a  few  of  the  objective  symptoms,  experienced  by  the  writer 
after  an  injection  of  5,000  units  of  diphtheria  antitoxin. 
The  antitoxin  was  injected  in  the  usual  manner  into  the  dorsal 
muscles  of  the  back.  About  five  minutes  after  it  was  injected  a 
"pins  and  needles"  sensation  was  felt  over  the  entire  body.  This 
was  accompanied  by  extreme  restlessness  and  anxiety.  This  stage 
lasted  about  fifteen  or  twenty  minutes  and  passed  into  what  might 
be  called  the  second  stage  of  subjective  symptoms.  This  stage  was 
characterized  by  extreme  dyspnoea  and  a  pronounced  sense  of  im- 
pending death.  During  the  so-called  second  stage  there  were  marked 
irregularity  in  the  heart  action  (the  pulse  rate  at  times  being  as  high 
as  140),  cyanosis,  involuntary  defecation  and  urination,  and  constant 
nausea  accompanied  by  vomiting,  which,  with  the  dyspnoea,  made 
breathing  extremely  difficult.  The  respirations  were  about  four  to 
the  minute.  This  stage  lasted  about  two  hours.  During  the  last  part 
of  this  stage  the  dyspnoea  decreased,  and  the  second  stage  passed  into 
what  might  be  called  the  third  stage  of  the  subjective  symptoms. 

During  the  first  two  stages  consciousness  was  perfect,  but  during 
the  third  stage,  which  lasted  six  or  eight  hours,  the  mental  faculties 
were  quite  dull,  and  the  walls  of  the  room  and  the  nurse  who  was 
sitting  at  the  head  of  the  bed  seemed  a  long  distance  away.  During 
this  stage  there  was  also  much  thirst. 

At  no  time  during  the  attack  or  afterward  were  there  any  sensa- 
tions reflected  to  the  area  where  the  antitoxin  has  been  injected. 


Read  before  the  Brooklyn  Society  of  Internal  Medicine,  Oct.  25,  1912. 


DIAGNOSIS  OF  EXTRA-UTERINE  PREGNANCY. 
By  Ph.  Manecke,  M.D., 

of  Brooklyn,  N.  Y. 

UNDER  extra-uterine  pregnancy  we  comprise  all  the  different 
conditions  of  imbedment  of  the  fecundated  ovum  outside  of 
the  uterine  cavity.  The  implantation  can  take  place  in  the 
whole  length  of  the  Fallopian  tube  from  the  ostium  to  the  infundibu- 
lum.  or  to  the  fimbriated  end ;  furthermore,  in  the  ovary,  in  the  nor- 
mal as  _  well  as  in  the  one  directly  connecting  with  a  dilated  tube. 
The  primary  implantation  of  the  ovum  on  the  peritonaeum  has  not 
been  proven  with  certainty,  and  if  it  exists,  is  of  extremely  rare 
occurrence.    According  to  the  place  of  implantation,  we  differentiate : 

(1)  Tubo-uterine  or  intestitial  pregnancy  (located  at  cornual 
end  of  the  uterus). 

(2)  Tubal  pregnancy  (isthmic.  ampullar  or  fimbrial). 

(3)  Tubo-ovarian  pregnancy. 

(4)  Ovarian  pregnancy. 

(5)  Abdominal  pregnancy,  which  again  is  divided  into  a  pri- 
mary, if  the  ovum  is  primarily  imbedded  on  the  pertonaeum,  and  into 
secondary,  if  the  ovum  which  was  primarily  imbedded  in  the  tube 
leaves  this  organ  and  continues  to  grow  on  the  peritonaeum. 

From  a  clinical  standpoint,  we  must  count  the  pregnancy  in  the 
rudimentary  horn  of  the  uterus  with  the  extra-uterine  pregnancy, 
because  it  shows  the  same  symptoms,  and  cannot,  in  the  great  major- 
ity of  cases,  be  diagnostical'ly  differentiated  from  it. 

This  differentiation  of  extra-uterine  pregnancy,  of  course,  is 
based  on  anatomical  examinations,  and  is  clinically  hardly  ever  to 
be  carried  out. 

I  therefore  comprise  all  the  different  varieties  from  a  diagnos- 
tic standpoint.  By  far  the  most  frequent  is  the  tubal  form,  and  we 
will  have  to  put  it  down  as  the  standard  which  we  will  meet  in  over 
ninety  per  cent,  of  all  the  cases. 

All  cases  of  extra-uterine  pregnancy  can  be  grouped  into  two 
great  classes :    first,  the  unruptured ;  and  second,  the  ruptured  cases. 

The  unruptured  cases  I  would  again  divide  into  such  where 
no  disturbances  have  occurred,  and  such  which  have  been  compli- 
cated by  peritoneal  irritations  of  various  kinds. 

Naturally,  the  diagnosis  of  an  undisturbed  extra-uterine  preg- 
nancy is  only  possible  in  the  first  few  months,  because  disturbances 
of  different  kinds  usually  make  themselves  manifest  very  early,  and 
in  those  early  cases  where  I  was  able  to  make  a  diagnosis,  and  ver- 
ified it  by  subsequent  laparotomy,  I  always  thought  I  had  a  right  to 
be  proud  of  the  achievement.  It  is  not  always  easy  to  feel  a  tube 
in  ever}*  woman,  and  if  adhesions  and  agglutinations  have  occurred, 
it  may  not  at  all  be  possible,  and  as  cases  of  extra-uterine  pregnancy 
like  to  follow  women  with  pelvic  disease,  the  difficulty  may  become 
very  great. 

If  a  woman  comes  to  me  who  has  always  been  regular  with  her 
menstruation  and  states  that  she  has  missed  a  period  or  two,  and 
subsequently  has  an  irregular  recurrence  of  her  menses  a  few  days 
or  two  weeks  apart,  more  or  less  in  quantity,  that  she  has  pains  in 
her  breasts  and  some  discharge  from  the  nipples,  off  and  on  griping 
pelvic  pains,  which  come  and  go  at  irregular  intervals,  but  are  in- 
tensified by  active  exercise,  and  that  she  has  found  pieces  of  what 
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she  terms  "skin"  on  her  napkins,  I  generally  become  suspicious  of 
an  extra-uterine  pregnancy,  and  make  a  careful  examination,  and  if 
this  examination  reveals  a  round  or  spindle-shaped  distention  in  the 
tube,  often  sharply  offset  from  the  healthy  and  not  changed  part  of 
the  tube,  not  particularly  tender  on  pressure,  soft  and  doughy,  not 
showing  exactly  any  tension  or  fluctuation,  but  giving  on  manipula- 
tion the  impression  of  becoming  slightly  harder,  then  we  are  justi- 
fied in  proposing  an  operation. 

I  want  to  take  exception  here  to  the  statement  of  some  text-books 
that  bluish  discoloration  of  the  vagina  and  cervix  are  among  the 
signs  which  are  always  present;  upon  good  and  substantial  experi- 
ence I  can  state  that  in  many  cases  these  symptoms  are  entirely  ab- 
sent; so  is  the  casting  off  of  a  decidua.  This  would  be  about  the 
ordinary  early  case,  not  advanced  farther  than  say  two  to  three,  at  the 
most,  months.  If  rupture  has  not  occurred  so  far,  the  tumor  keep? 
on  growing;  it  will  separate  the  two  leaves  of  the  broad  ligament 
and  become  intraligamentous,  or  simply  distend  the  tube  more  and 
more  until  the  walls  become  so  thin  that  amniotic  fluid,  which  in  these 
cases  is  not  entirely  sterile,  will  be  forced  "per  diapedesin"  through 
its  walls,  setting  up  peritoneal  irritations,  throwing  out  of  lymph 
deposits,  and  agglutination  of  the  surrounding  organs  will  occur,  or 
the  tumor  will  grow  pedunculated,  and  preserves  a  certain  degree  of 
mobility.  Granted  then  we  have  a  distinct  mass  or  tumor,  as  you 
like,  to  deal  with,  the  symptoms  as  outlined  before  for  the  early  case 
still  continue,  with  irregular  haemorrhage,  colicky  pains,  discoloration 
of  vagina,  colostrum  in  breasts ;  however,  the  relation  of  the  tumor 
to  the  uterus  becomes  more  and  more  changed.  That  the  pregnancy 
here  in  question  is  not  an  ordinary  one,  but  extra-uterine,  will  be 
evident  from  the  fact  that  although  the  uterus  is  soft,  and  shows  the 
characteristic  symptoms  of  gravidity,  it  falls  behind  in  size,  and  the 
more  the  case  advances,  the  more  will  this  disproportion  in  the  size 
of  the  uterus  to  the  size  it  would  otherwise  obtain,  were  the  preg- 
nancy an  ordinary  one,  become  apparent. 

In  extra-uterine  pregnancy  the  uterus  grows  particularly  in 
length;  remains  comparatively  narrow,  and  feels  anteriorly  to  pos- 
teriorly flattened.  I  put  a  great  deal  of  importance  to  this  flattened 
form  of  the  uterus,  in  contrast  to  the  round  shape  in  uterine  preg- 
nancy, and  it  has  often  been  the  only  point  that  supported  my  diag- 
nosis of  an  empty  uterus. 

The  position  of  the  uterus  in  extra-uterine  pregnancy  is  largely 
dependent  on  the  amount  of  dislocation  it  receives  from  the  sac  which 
lies  at  its  side,  and  changes  a  little  according  to  the  variety  of  extra- 
uterine pregnancy  we  have  to  deal  with,  but  is  always  distinctly  to 
the  side.  Of  course,  to  prove  these  things  a  bi-manual  examination 
becomes  necessary,  and  should  be  carried  out  with  considerable  care, 
on  account  of  the  danger  of  bursting  the  sac. 

I  have  already  touched  upon  the  question  of  the  throwing  off  of  a 
decidua;  this  generally  takes  place  within  the  first  four  months,  and 
if  it  occurs  at  all,  of  course  makes  the  diagnosis  a  thing  of  absolute 
certainty.  The  decidua  of  extra-uterine  pregnancy  is  distinguished 
from  the  decidua  of  dysmenorrhcea  by  its  size,  thickness  and  the 
characteristic  decidua  cells. 

There  is  one  point  that  I  would  like  to  call  special  attention  to, 
and  that  is,  to  avoid  all  force,  and  not  to  use  any  traction  instruments 
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to  pull  the  uterus  forward  in  examinations,  as  the  following  case 
will  illustrate : 

Mrs.  St.,  thirty-eight  years  old,  mother  of  four  children,  always  regular 
with  her  menstruations,  has  aborted  twice;  came  to  my  office  in  October,  1899, 
stating  that  she  had  missed  two  periods;  that,  however,  there  were  occasional 
bleedings  and  little  pains,  as  she  expressed  it,  for  the  past  two  months,  which 
she  has  attributed  to  "change  of  life,"  but  felt  uneasy  about  it,  as  her  breasts 
began  to  become  larger,  and  she  felt  some  drawing  pains  in  them.  On  ex- 
amination, I  found  the  vagina  somewhat  discolored,  and  the  cervix  unusually 
far  back.  As  I  was  unable  to  get  my  finger  behind  the  uterus,  in  order  to  bi- 
manually  palpate  its  size,  I  hooked  a  pair  of  ordinary  bullet  forceps  in  the  lower 
lip  of  the  cervix,  in  order  to  bring  it  forward.  I  felt  a  mass  in  the  left  pelvis, 
and  as  I  still  had  some  difficulty  in  mapping  out  the  uterus,  exerted  a  little  more 
traction  on  the  cervix.  Suddenly  the  mass  disappeared,  the  woman  fainted,  be- 
came pulseless,  and  presented  all  symptoms  of  severe  internal  hemorrhage,  and 
was  lying  on  my  examination  table  in  the  office,  which  luckily  could  be  tilted 
into  the  Trendelenburg  position.  She  was  taken  in  an  ambulance  to  the  hos- 
pital, and  on  opening  the  abdomen,  a  ruptured  left  tubalpregnancy  was  found, 
with  a  free  haemorrhage  into  the  abdominal  cavity  amounting  to  about  a  quart. 
I  was  tempted,  for  other  reasons,  to  do  a  complete  hysterotomy  at  the  time,  but 
owing  to  her  weakened  condition,  only  removed  the  left  tube.  She  recovered, 
but  died  eight  years  later  of  cancer  of  the  uterus. 

This  experience  still  stands  clear  in  my  mind,  and  I  have  become 
very  careful  since  in  palpating  soft  masses  in  the  pelvis,  when  there 
enters  into  the  question  the  slightest  doubt  of  tubal  gestation.  In  rare 
cases  the  extra-uterine  pregnancy  will  go  to  full  term;  the  fetus,  if 
living,  can  then  be  proven  by  the  heart  sounds — a  condition  which  I 
have  never  had  the  good  luck  to  see. 

The  only  question  to  decide  yet  is  whether  the  sac  is  intralig- 
amentous or  pedunculated.  If  intraligamentous:  (1)  the  tumor  lies 
inside  of  the  pelvis,  often  reaching  down  to  the  vaginal  vault,  or  to 
the  middle  of  the  lateral  vaginal  wall,  so  that  the  lower  plane  of  the 
sac  is  on  a  level  with  the  portio,  or  even  deeper.  (2)  The  mobility 
of  the  sac  is  almost  entirely  gone.  (3)  The  uterus  lies  to  the  side  and 
in  front  of  the  sac,  closely  connected  with  it,  and  very  high.  (4)  The 
ovary  is  rarely  normal,  mostly  flattened  out. 

If  pedunculated:  (1)  The  sac  generally  lies  above  the  pelvis. 
(2)  Possesses  great  mobility,  with  the  exception  of  those  that  are 
more  or  less  fixed  by  adhesions.  (3)  The  uterus  is  often  retroverted, 
with  the  fundus  pointing  to  the  opposite  side  or  median;  mostly  lo- 
cated deeply,  and  not  rarely  pressed  down  to  the  pelvic  outlet  by  the 
overlying  sac.  (4)  The  ovary  not  much  changed,  neither  in  its  loca- 
tion nor  in  its  form. 

I  shall  now  speak  a  few  words  about  the  ruptured  cases:  Here 
the  diagnostic  difficulties  are  not  near  so  great ;  in  a  large  number 
of  cases  it  is  not  at  all  the  question  what  is  the  matter  with  the 
woman  if  she  suddenly  collapses  and  presents  such  a  dangerous  pic- 
ture of  severe  internal  hemorrhage  that  we  cannot  get  her  to  the 
hospital  quick  enough,  open  her,  stop  the  bleeding,  and  do  the  think- 
ing later.  You  all  have  had  this  stormy  experience.  And  still  we 
sometimes  meet  with  an  extra  dangerous  looking  case,  which  for  the 
moment  has  all  the  symptoms  of  hemorrhage  and  collapse,  and  turns 
out  to  be  an  acute  appendicitis,  or  a  ruptured  hydrops  of  the  gall 
bladder,  or,  as  in  a  case  I  had  two  years  ago,  a  perforation  of  the 
gall  bladder  by  one  of  many  stones.  All  these  cases  were  for  the 
moment  not  to  be  differentiated  from  a  ruptured  ectopic,  and  only 
the  operation  revealed  their  true  nature.  It  is  only  those  cases  which 
require  some  study  where  the  rupture  of  the  sac  is  accompanied  by 
a  slow  hemorrhage,  or  where  the  amount  of  blood  has  not  been  very 
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great,  and  which  give  rise  to  the  formation  of  hematoceles.  The 
bleeding  may  take  place  in  the  sac,  into  the  vicinity  of  the  tube  or  its 
fimbriated  end,  or  into  Douglas'  space.  Through  the  clotting  of  the 
blood  tumors  are  formed,  the  exact  palpation  of  which  is  very  im- 
portant in  their  diagnosis.  The  picture  will  be  a  different  one,  ac- 
cording to  where  the  blood  has  collected.  If  the  bleeding  has  only 
occurred  in  the  tube,  then  the  diagnosis  is  comparatively  easy,  as  the 
distended  and  tortuous  tube  may  easily  be  felt ;  the  tube  is  very  hard, 
and  there  is  almost  no  pain  on  pressure.  Adhesions  are  rare,  so  that 
hematoceles  of  the  tube  show  a  certain  mobility.  But  mostly  these 
tubal  hemorrhages  are  accompanied  by  bleedings  into  the  abdominal 
cavity,  and  lead  to  a  combination  of  intra  and  extra-tubal  blood 
tumors.  If  the  blood  collects  in  the  space  of  Douglas,  we  will  have 
the  retro-uterine  hematocele.  This  generally  forms  a  tumor  which 
fills  out  the  whole  of  the  Douglas,  pushing  the  posterior  vaginal  vault 
downwards.  The  uterus  will  be  in  anteposition,  but  only  very  large 
hematoceles  will  elevate  it.  The  size  of  the  tumor  is  determined  by 
the  amount  of  hemorrhage,  and  is  in  turn  responsible  for  the  amount 
of  dislocation  of  the  surrounding  organs. 

The  roof  of  the  hematocele  is  formed  by  coils  of  intestine,  which 
are  glued  together.  Characteristic  for,  and  important  in  the  diagnosis 
of  these  hematoceles  is  the  quick  change  f  rom  the  cystic  to  the  solid 
consistency.  In  the  differential  diagnosis  of  retro-uterine  hematoceles 
we  will,  of  course,  take  into  consideration  all  those  tumors  which  may 
be  located  back  of  the  uterus,  and  on  account  of  their  pronounced 
cystic  consistency,  above  all,  those  which  contain  also  liquids;  there 
are  tumors  of  the  ovary,  of  the  tube,  and  serous  and  purulent  peri- 
toneal exudates,  the  separate  differential  diagnosis  of  which  would 
lead  too  far.  Only  one  condition  is  there  which  deserves  a  very 
special  mentioning,  and  that  is,  the  retroflected  gravid  uterus,  not 
alone  on  account  of  the  similar  objective  symptoms,  but  on  account 
of  the  equal  etiology  (amenorrhea,  hemorrhage,  and  labor-like  pains). 
Gentlemen,  the  differential  diagnosis  of  these  two  conditions  has 
reached  a  sad  fame  in  gynecology  because,  in  many  instances,  it  has 
become  the  cause  of  deadly  catastrophes.  If,  as  it  has  frequently 
happened,  the  retro-uterine  hematocele  is  taken  or  mistaken  for  a 
retroflected  gravid  uterus,  and  attempts  are  made  to  elevate  what 
seems  to  be  a  uterus,  the  walls  of  the  hematocele  are  burst,  and  sepsis 
and  secondary  hemorrhage  have  done  the  rest.  Theoretically,  the 
difference  between  these  two  conditions  seems  very  clear;  it  is  based 
upon  the  fact  that  in  retro-uterine  hematocele  one  must  always  feel 
the  whole  uterus  in  front  of  the  tumor,  while  in  a  retro flexio  uteri 
gravidi  one  must  feel  the  cervix,  and  this  connecting  directly  with 
the  uterus  and  running  into  it.  But  when  we  are  confronted  with 
these  conditions,  we  will  find  considerable  difficulty.  Often  the  uterus 
lies  so  closely  upon  the  soft  hematocele,  almost  imbedded  in  it,  that 
it  is  impossible  to  feel  it.  But  when  one  remembers  that  in  a  retro- 
flected uterus,  the  direction  of  the  cervix  is  more  from  below  and  in 
front  to  behind  and  above,  while  in  a  uterus  anteposed  by  a  hematocele 
the  direction  of  the  cervix  is  generally  pointing  straight  down,  and 
when  one  takes  into  consideration  that  a  gravid  uterus  does  not  un- 
dergo such  quick  changes  as  a  hematocele,  that  it  is  more  round  and 
movable,  we  will  finally  have  no  trouble  to  come  to  the  right  con- 
clusion. As  a  rule,  in  the  absence  of  any  disturbance,  and  if  the  gen- 
eral feeling  of  the  patient  is  normal,  a  retro-uterine  hematocele  is  not 
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very  probable ;  while,  on  the  other  hand,  long  continued  uterine  hem- 
orrhages, especially  if  they  occur  after  a  stort  amenorrhea  and  are 
accompanied  by  repeated  attacks  of  severe  abdominal  cramps,  speak 
strongly  for  that  condition. 

Very  frequently  the  hemorrhage  from  the  tube  takes  place  into 
the  immediate  neighborhood  of  the  tube,  especially  around  the  fim- 
briated end,  and  forms  the  peritubal  hematocele,  the  shape  of  which 
is  in  the  beginning  very  indistinct,  entirely  irregular,  with  branches  in 
different  directions.  After  longer  existence,  however,  and  when  or- 
ganization of  the  peripheral  layer  has  taken  place,  the  tumor  becomes 
rounder,  and  may  then  be  confounded  with  ovarian  tumors.  An  exact 
diagnosis  of  these  conditions  is  often  next  to  impossible,  and  only 
laparotomy  will  clear  the  field. 

To  recapitulate,  according  to  my  observations,  subjective  symp- 
toms of  uterine  pregnancy  are  much  rarer  in  ectopic  gestation,  and  are 
of  no  great  importance  in  the  diagnosis.  Of  much  greater  value  is  the 
casting  off  of  a  decidua,  which  takes  place  in  about  two-thirds  of  all 
cases,  generally  accompanied  with  labor-like  pains,  and  most  often 
thrown  off  in  the  shape  of  two  membranes  corresponding  to  the  two 
walls  of  the  uterus,  more  rarely  in  one  piece;  however,  we  don't 
often  get  these  membranes  in  hand,  and  have  to  rely  on  the  patient's 
statement.  To  recognize  this  membrane  as  a  decidua  is  not  difficult, 
only  the  question  whether  this  decidua  is  due  to  extra-uterine  preg- 
nancy, to  abortion,  or  to  menstruation,  is  not  always  easy  to  answer. 
An  abortion  can  be  excluded  if  the  two  halves  of  the  membrane  do> 
not  contain  an  ovum,  or  show  an  open  space  where  it  was  imbedded. 
The  menstrual  decidua  is  thinner,  and  cast  off  in  pieces.  The  decidua 
in  ectopic  is  the  thickest.  In  many  cases,  however,  the  microscope 
alone  will  decide.  The  casting  off  of  a  decidua  speaks  positively  for 
extra-uterine  pregnancy  if  abortion  and  membranous  dysmenorrhea 
can  be  excluded. 

Hemorrhages  with  pains  are  very  suggestive,  and  moderate  hem- 
orrhages of  long  duration  are  very  significant. 

In  conclusion  I  shall  mention  three  cases  out  of  my  practice 
supporting  the  above  statements: 

Case  I.  Mrs.  S.,  forty-one  years  old,  married  since  the  twenty-first  year, 
seven  confinements,  no  abortion,  last  parturition  seven  years  ago,  always  healthy 
regarding  pelvic  disease ;  last  menstruation  December  24,  1903.  On  January  27, 
1904,  after  dancing,  violent  pains  in  abdomen,  pulling  pains  in  rectum,  dizziness 
and  nausea,  no  syncope ;  pains  last  quarter  to  half  an  hour,  and  do  not  repeat. 
With  the  abdominal  cramps  hemorrhage  from  the  uterus  appears,  lasts  already 
seven  weeks.  No  decidua  noticed.  Laparotomy  shows  peritubal  hematocele, 
with  hemorrhage  into  the  tube. 

Case  II.  Miss  V.,  nineteen  years  old,  first  menstruation  at  fourteen,  al- 
ways regular  monthly,  but  much  pain  when  menstruating.  Last  menstruation 
August  1.  On  September  1,  a  light  show  of  blood;  on  September  10  stronger 
hemorrhage,  which  lasts  five  days,  then  stops,  but  recurs  after  a  bath,  and  is 
keeping  up  now  for  six  weeks.  After  that  bath,  there  occur  with  the  bleeding 
suddenly  cramps  in  the  abdomen,  syncope,  dizziness  and  nausea.  After  two 
weeks,  a  second  attack  exactly  in  the  same  manner.  No  decidua  noticed;  lap- 
arotomy shows  retro-uterine  hematocele,  with  hemorrhage  into  the  tube. 

Case  III.  Mrs.  W.,  aged  twentv-four,  married  for  four  years,  once  con- 
fined three  years  ago,  since  then  ailing;  last  menstruation  December  4.  Middle 
of  January  severe  pains  in  abdomen,  last  fifteen  minutes,  without  hemorrhage. 
Beginning  of  February  again  severe  cramps,  lasting  fifteen  minutes,  repeating 
again  that  same  day.  With  the  second  attack  hemorrhage  which  has  lasted 
now  seven  weeks.  Eight  days  after  the  first  show  of  blood,  decidua  cast  off 
without  pain.  Laparotomy  shows  retro-uterine  hematocele,  with  hemorrhage 
into  the  tube.  * 
{For  discussion  on  this  paper  see  page  505.) 
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HOW  THEY  HAVE  DEALT  WITH  THE  ILLEGAL  PRAC- 
TICE OF  MEDICINE  IN  LOS  ANGELES. 

HT.  MORROW,  Esq.,  of  the  Los  Angeles  Bar,  recently  deliv- 
ered before  the  Los  Angeles  County  Medical  Association  an 
•  address  on  the  "Illegal  Practice  of  Medicine  in  Los  Angeles," 
in  which  he  recounted  his  year's  experience  in  fighting  the  quacks,  med- 
ical adventurers  and  illegal  practitioners  in  the  county  named.  "After  a 
great  deal  of  persistent  work,"  he  tells  us,  "we  have  gotten  convictions 
in  about  90  per  cent,  of  the  cases" — a  record  which  invites  study,  as 
there  is  an  attempt  made  to  do  similar  work  by  our  own  county 
society.  He  names  as  the  first  requisite,  liberal  funds  wit'h  which  to 
employ  lawyers  to  convict  the  rascals  and  detectives  to  catch  them. 
The  financial  part,  he  further  tells  us,  is  the  most  insignificant,  for 
the  injury  done  to  the  profession  and  to  sick  persons  by  these  crooks 
cannot  be  measured. 

The  work  must  be  persistent,  not  done  by  spasms  and  jerks,  but 
like  a  steam  roller.  First-class  attorneys  must  be  employed  and  they 
must  be  kept  busy.  Sometimes  it  is  necessary  to  arrest  one  defend- 
ant four  or  five  times,  and  yet  they  persist  in  trying  to  do  business, 
waiting  for  a  time  when  they  expect  the  work  may  cease,  as  in  the 
past.  Heavy  jail  sentence,  or  suspension  of  sentence  provided  the 
defendants  quit  practicing,  finally  accomplishes  results.  These  peo- 
ple, he  remarks,  have  neither  character  nor  reputation  to  lose,  nor 
anything  else  that  people  ordinarily  value,  and  it  is  only  by  jail  sen- 
tence or  extremely  heavy  fines  that  they  can  be  conquered. 

In  the  beginning  it  seemed  that  the  courts  were  not  in  sympathy 
with  the  prosecutions  and  there  seemed  to  be  a  feeling  among  the 
police  judges  and  the  court  attaches  that  the  Medical  Board  was  the 
representative  of  some  tremendous  trust;  that  its  only  object  was  to 
put  out  of  business  those  who  were  not  connected  with  it.  It  has  re- 
quired many  months  to  correct  this  wrong  impression,  but  the  respect 
of  all  the  judges  was  finally  gained. 

Great  difficulty  was  at  first  experienced  with  the  newspapers  as 
to  the  abortion  and  other  disgraceful  advertisements;  when  first  ap- 
proached, they  only  smiled.  In  one  instance  it  was  necessary  to 
threaten  an  appeal  to  the  United  States  postal  authorities,  but  when 
they  ultimately  saw  the  righteousness  of  the  cause  they  joined  in  the 
crusade  and  eliminated  the  objectionable  matter  from  their  columns. 

Mr.  Morrow  chides  the  profession  with  their  neglect  in  allow- 
ing such  conditions  to  exist  and  calls  upon  them  to  show  their  indi- 
vidual interest  by  sending  in  information  and  supporting  the  cause. 
He  warns  the  profession  that  if  they  do  not  put  their  shoulders  to 
the  wheel  to  correct  some  of  these  conditions  they  will  have  a  day 
of  reckoning  themselves,  and  that  desperate,  foul,  fighting  murderers, 
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some  of  whom  will  stop  at  nothing,  are  allowed  to  continue  their 
unlawful  business  by  our  neglect. 

This  is  a  terrible  arraignment,  based  on  facts  gathered  from 
practical  experience,  and  it  behooves  us  to  take  due  notice  of  it.  We 
should  act,  and  that  immediately,  for  the  conditions  are  much  the 
same  here  as  in  the  far  west. 


"Early  in  your  practice  get  in  the  habit  of  regarding  your 
every  sentence  like  a  grocer  does  his  sugar  or  tea,  or  an  artisan 
does  his  time  *  *  *"_T.  F.  ReillY  in  N.  Y.  M.  J.,  October  26, 
1912;  p.  844. 

And  then  on  this : 

"Our  forefathers  in  the  healing  art  *  *  *  were 
afflicted  with  a  false  modesty  which  made  them  ashamed  to 
take  money.  *  *  *  The  healthy  way  to  look  upon  one's 
business  position  is  this :  /  am  not  half  paid  for  all  the  good 
I  do.  *  *  *  A  doctor  must  be  either  a  business  man  or 
a  beggar."— W.  Brady,  in  N.  Y.  State  J.  of  Med.,  June, 
1912;  pp.  277-8. 
And  now  on  this : 

"There  is  not,  there  never  has  been,  a  profession  equal 
to  ours,  when  practiced,  as  it  ever  should  be,  with  a  soul  above 
lucre.  Let's  say  and  believe  truly:  we  entered  our  profes- 
sion, *  *  *  not  for  the  "loaves  and  fishes/'  but  to  serve 
God  and  man  in  the  best,  highest  way.  *  *  *  To  every 
physician  who  has  the  nobility  of  his  profession  at  heart,  the 
sending  of  a  bill  for  his  services  to  a  patient  is  always  some- 
what of  a  regret." — Beverley  Robinson,  in  N.  Y.  State  J. 
of  Med.,  August,  1912;  p.  477. 

Problem :    Find  the  most  lovable  man  and  the  best  doctor. 

A.  C.  Jacobson. 


A   SUGGESTION   CONCERNING   AMERICAN  MEDICAL 

METHODS. 

DR.  Heinrich  Neumann,  of  Vienna,  recently  took  occasion  to  state 
his  views  concerning  American  medical  methods.  The  Boston 
Medical  and  Surgical  Journal,  in  an  interesting  editorial,  has 
reviewed  critically  the  question  to  which  the  views  of  this  noted  in- 
ternist have  given  rise.  Dr.  Neumann  praises  the  equipment  of  the 
American  hospitals,  but  does  not  believe  that  they  produce  the  best 
scientific  work.  He  emphasized  especially  the  lack  of  post-mortem 
examinations  which  are  so  frequent  in  Austria,  where  everyone  who 
receives  treatment  in  the  general  hospital  must  agree  to  an  autopsy  if 
death  should  supervene. 

The  enactment  of  a  law  in  this  country  permitting  autopsies  upon 
the  patients  who  die  in  our  charitable  hospitals  would  not  only  do  much 
to  clarify  the  hospital  situation,  but  would  also  help  to  advance  very 
materially  our  scientific  work.  In  the  first  place,  it  would  cause  a 
reclassification  of  the  hospitals  in  the  city  so  that  it  would  be  distinctly 
understood  by  the  laity  which  were  the  charitable  hospitals  established 
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especially  for  the  care  of  the  needy  and  which  were  the  strictly  private 
hospitals  for  the  care  of  those  who  are  able  to  pay.  This  has  been 
the  result  in  Austria,  as  well  as  in  many  of  the  other  countries  where 
two  distinct  types  of  hospitals  have  sprung  up.  First,  the  general 
hospital  where  the  worthy  poor  and  some  of  the  middle  class  are 
treated  free  by  physicians  and  surgeons  who  are  paid  by  the  State. 
The  patients,  for  their  part,  offer  themselves  as  subjects  for  scientific 
research  and  during  life,  when  ill,  are  used  for  teaching  purposes. 
After  death,  autopsies  are  performed  and  the  tissues  are  used  also  for 
teaching  purposes.  The  second  class  of  hospitals  consists  of  the  pri- 
vate establishments,  either  cures,  sanatoria,  or  surgical  hospitals,  for 
which  many  places  are  justly  famous  and  in  which  all  those  who 
are  able  to  pay  are  cared  for. 

P.  M.  P. 


Corregpon&ence 

AN  EXPERIENCE  WITH  THE  ABUSE  OF  QUARANTINE. 

Philadelphia,  October  25,  1912. 
To  the  Editor  of  the  Long  Island  Medical  Journal: 

I  am  so  much  interested  in  the  editorial  by  Dr.  William  J. 
Cruikshank  on  "An  Abuse  of  Quarantine"  in  your  October  issue 
that  I  am  sending  you  on  an  experience  of  mine  last  year  with 
Dr.  Joseph  S.  NefT,  the  present  Director  of  Public  Health  of  Phila- 
delphia. Experiences  such  as  these  show  what  must  be  done  to 
preserve  that  Anglo-Saxon  liberty  so  dear  to  us  all,  but  which, 
as  Chesteron  says,  is  being  insidiously  done  away  with  under  the 
guise  of  the  regulations  of  the  board  of  health  through  a  tyrannical 
use  of  the  police  powers  alleged  to  belong  only  to  the  powers 
that  be. 

Without  going  into  the  political  side  of  the  case  as  to  whether 
or  not  a  certain  important  witness  in  the  trial  of  three  division 
workers  accused  of  false  registration  in  a  number  of  different  divi- 
sions in  Philadelphia  was  held  in  quarantine  for  practically  three 
months  so  that  he  could  not  go  on  the  witness  stand,  let  me  cite 
the  petition  presented  by  D.  Clarence  Gibboney,  of  the  Philadelphia 
bar,  to  Judge  Kinsey,  by  means  of  which  the  Court  having 
appointed  two  of  us  to  make  an  investigation  of  the  case,  the  man 
was  quickly  liberated.  The  petition  is  given  in  full  as  it  may  be 
used  as  a  model  for  future  cases. 

"That  on  or  about  the  18th  day  of  March,  191 1,  the  Department  of  Public 
Health  and  Charities  caused  the  dwelling  house  of  Frank  Garland  at  4622  Fair- 
mount  Avenue  to  be  quarantined  by  reason  of  one  of  the  occupants  thereof, 
Thomas  McLaughlin,  an  infant  child,  being  stricken  with  diphtheria;  that  said 
infant  child  has  long  since  been  restored  to  good  health  and  is  entirely  free 
from  said  disease,  and  has  needed  no  medical  treatment  for  a  period  of  about 
two  months  last  past,  and  that  there  is  no  other  contagious  or  infectious  disease 
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at  this  time  prevalent  in  the  home  and  dwelling  house  of  the  said  Frank  Garland 
despite  which  fact  the  said  Department  of  Public  Health  and  Charities  has  re- 
fused to  remove  such  quarantine,  and  unjustly  detains  the  said  Frank  Garland 
and  deprives  him  of  his  liberty;  that  by  reason  of  such  unlawful  restraint  and 
detention,  the  said  Frank  Garland  has  lost  his  position,  and  has  been  reduced 
to  necessitous  circumstance,  and  is  prevented  from  providing  for  the  support  of 
himself  and  wife;  that  the  physician  who  has  been  in  attendance  upon  the  child 
during  its  illness  with  diphtheria  is  Dr.  C.  R.  Bridgett,  who,  from  the  com- 
mencement of  his  attendance,  has  taken  cultures  from  the  throat  of  the  child 
and  has  deposited  them  with  the  Department  of  Public  Health  and  Charities 
which  Department  claims  that  said  cultures  still  show  an  infectious  condition 
in  the  child,  for  which  reason  they  refuse  to  remove  the  quarantine  from  the 
home  of  Frank  Garland." 

"Wherefore  your  petitioner  prays  your  Honor  to  make  a  decree,  ordering 
and  directing  the  said  Department  of  Public  Health  and  Charities  to  permit 
Henry  W.  Cattell,  M.  D.,  and  C.  William  Sommerville,  M.D.,  the  medical  ex- 
perts of  the  said  Frank  Garland,  to  have  access  to,  and  examine  the  said  cultures 
and  the  slides  made  therefrom  so  that  they  may  make  a  report  to  your  Honor 
in  the  premises." 

The  petition  having  been  granted,  and  a  copy  sent  to  Dr.  Neff, 
the  Director,  an  appointee  of  the  Mayor  and  not  an  elected  officer, 
he  replied  to  the  petitioner  as  follows: 

"I  am  in  receipt  of  your  prayer  to  John  L.  Kinsey,  Judge  of  the  Court 
of  Quarter  Sessions,  asking  for  a  decree  that  Henry  W.  Cattell,  M.  D.,  and  C. 
William  Sommerville,  M.  D.,  shall  be  given  access  to,  and  have  the  right  to 
examine  the  cultures  taken  from  the  throat  of  one  Thomas  McLoughlin,  an  in- 
fant child,  who  has  been  suffering  from  diphtheria.  I  would  state  that  it  has 
been  the  policy  of  this  department  to  have  the  bacteriological  laboratory  co- 
operate with  the  medical  profession,  and  we  have  at  all  times  had  the  same 
open  to  medical  men  interested  in  cases  coming  into  the  Bureau  of  Health.  In- 
structions have  been  given  that  slides  and  cultures  of  every  character  be  kept 
intact  for  a  period  of  weeks,  in  order  that  the  family  physician  could  fully  ex- 
amine them  at  his  pleasure.  Dr.  Cattell  or  Dr.  Somerville  could  have  had  free 
access  to  the  laboratory  or  the  slides  any  time  during  the  last  two  months,  had 
they  so  desired,  and  therefore  no  petition  to  the  court  was  necessary." 

Notwithstanding  the  fact  that  I  was  armed  with  the  order  of 
the  Court,  the  physician  in  charge  of  the  laboratory  refused  to 
permit  me  to  make  such  examination  of  the  slides  and  cultures  as 
I  thought  were  required,  and  Director  Neff  refused  to  see  me  or 
to  grant  that  I  make  cultures  from  their  cultures  and  take  them 
away  with  me  to  my  own  laboratory  for  proper  study,  assigning 
as  a  reason  that  no  property  of  the  City  of  Philadelphia  could  leave 
his  possession !  Before  gaining  permission  to  take  away  my  own 
cultures  from  the  City  Hall  I  had  to  use  forcible  language  to 
Director  Neff  and  to  threaten  to  bring  him  immediately  before 
Judge  Kinsey,  if  this  very  reasonable  request  of  mine  was  not 
granted. 

To  make  the  subsequent  story  very  short,  I  found  no  organ- 
isms of  even  a  diphtheroid  nature  in  the  cultures  made  by  myself 
from  the  throat  of  Thomas  McLaughlin,  and  the  bacteriological 
department  admitted,  after  the  making  of  the  guinea-pig  test 
demanded  by  me  had  been  performed,  that  their  last  cultures  were 
of  the  pseudo-diphtheria  type.  But  procedures  such  as  these  take 
time  and  energy,  bring  you  into  undesired  newspaper  notoriety, 
and  make  enemies  of  those  who  can  much  annoy  you  in  the  future 
practice  of  your  profession  and  that,  too,  in  ways  only  known  to 
the  professional  politician  and  to  the  would-be  reformer  of  present 
day  methods. 

Henry  W.  Cattell. 

3709  Spruce  Street. 
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WILLIAM  BUTLER  PIERSON,  M.D. 


Dr.  Pierson  was  born  in  Jefferson  County,  New  York,  in  1826, 
and  died  at  Huntington,  L.  L,  on  May  10,  1912.  His  medical 
education  was  received  at  the  College  of  Physicians  and  Surgeons, 
New  York,  graduating  in  the  class  of  1852.  He  began  the  practice 
of  medicine  in  Orange  County,  New  York,  and  in  1872  came  to 
Brooklyn.  He  adopted  the  Homoeopathic  system  of  medicine. 
He  retired  from  the  active  practice  of  medicine  in  1900.  The 
funeral  services  were  held  in  Brooklyn,  May  13,  1912. 


Dr.  Burdick  was  born  in  Washington,  D.  C,  in  1832,  and  died 
in  Brooklyn,  N.  Y.,  on  May  19,  1912.  After  receiving  his  pre- 
liminary education  he  entered  Worcester  Medical  College,  gradu- 
ating with  the  degree  of  M.D.  in  the  class  of  1853.  During  the 
Civil  War  he  held  the  position  of  Surgeon  in  the  147th  N.  Y. 
Volunteer  Regiment.  At  the  close  of  the  war  he  began  the  prac- 
tice of  medicine  in  Brooklyn  where  he  remained  during  his  pro- 
fessional life.  During  the  years  1890-1891  he  was  connected  with 
the  Medical  Society  of  the  County  of  Kings.  He  was  a  member 
of  Euclid  Lodge  No.  656,  F.A.M.,  of  which  he  was  a  past  Master; 
of  Brooklyn  Masonic  Veterans ;  of  Burnside  Council  No.  625,  R.  A. ; 
and  of  Winchester  Post,  G.  A.  R.  He  left  a  widow,  Ellinda 
Tiffany ;  two  sons,  Harry  C.  and  Irving  Burdick ;  and  a  daughter, 
Mrs.  A.  B.  Croft.  The  iuneral  services  were  held  at  the  McDon- 
ough  Street  Baptist  Church,  Brooklyn. 


Dr.  Rogers  was  a  native  of  Mechanicsville,  N.  Y.,  where  he 
was  born,  in  1855.  He  died  in  Brooklyn,  April  29,  1912.  His  early 
education  was  received  at  Adelphi  College,  and  his  medical  educa- 
tion at  Bellevue  Hospital  Medical  College  where  he  received  the 
degree  of  M.D.  in  the  class  of  1878.  The  same  year  he  began  the 
practice  of  medicine  in  Brooklyn.  He  was  the  son  of  the  late  Rev. 
Robert  Cooper  Rogers,  and  his  mother  was  Anna  Pratt,  of  Hart- 
ford, Conn.  His  widow,  Adelaide  Palmer,  and  a  son,  Robert  M. 
Rogers,  of  Brooklyn,  survive  him.  Mrs.  A.  P.  Rogers  died  August 
17,  1912. 

In  1878  he  joined  the  Medical  Society  of  the  County  of  Kings, 
and  in  1900  became  a  member  of  the  Associated  Physicians  of 
Long  Island.   He  was  surgeon  to  the  Long  Island  College  Hospital 
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and  to  the  Bushwick  Hospital.  He  was  also  a  member  of  Mistle- 
toe Lodge  No.  647,  F.  A.  M.  The  funeral  services  were  conducted 
by  the  Rev.  J.  G.  Backus,  of  the  Church  of  the  Incarnation. 

W.  S.,  Sr. 


JOHN  WRIGHT  OSTRANDER,  M.D. 

Dr.  Ostrander  was  born  in  Brooklyn  in  1844  and  died  in  the 
same  city  on  May  22,  1912.  He  was  the  son  of  Ferdinand  W. 
Ostrander,  M.D.,  and  Sarah  Wright.  His  grandfather  was  Ezekiel 
Ostrander,  M.D. 

He  was  educated  in  the  schools  of  Brooklyn  and  received  the 
degree  of  M.D.  from  the  College  of  Physicians  and  Surgeons  of 
New  York,  in  1866. 

W.  S.,  Sr. 


ISAAC  HULL  PLATT,  LL.B.,  M.D. 

Dr.  Platt  was  born  in  Brooklyn,  N.  Y.,  May  18,  1853,  and 
died  at  Wallingford,  Penn.,  August  14,  1912.  He  was  the  son 
of  Frederick  A.  Platt  and  Augusta  M.  Hull.  His  early  education 
was  received  at  the  Brooklyn  Polytechnic  Institute,  after  which  he 
entered  Columbia  Law  School,  receiving  the  degree  of  LL.B.  in 
the  class  of  1878.  He  conducted  his  medical  education  at  the 
College  of  Physicians  and  Surgeons,  New  York,  and  was  gradu- 
ated from  the  Long  Island  College  Hospital  in  1882  with  the 
degree  of  M.D.  Following  this  he  took  a  post-graduate  course 
of  study  at  the  New  York  Polyclinic  during  the  years  1882-1883, 
and  then  served  a  term  as  interne  at  St.  Mary's  Hospital,  Brooklyn. 

Dr.  Platt  practiced  medicine  in  Brooklyn  from  1882  to  1887, 
and  at  Lakewood,  N.  J.,  from  1887  to  1902  when  he  retired.  While 
in  Brooklyn  he  was  physician  to  St.  Mary's  and  to  the  Long  Island 
College  Hospitals.  He  was  a  member  of  the  following  societies : 
Medical  Society  of  the  County  of  Kings  (1882-1887),  American 
Climatological  Association,  New  York  Academy  of  Medicine,  Soci- 
ety of  Medical  Jurisprudence,  Ocean  County  (N.  J.)  Medical 
Society,  Sons  of  the  American  Revolution,  and  the  New  York 
Genealogical  and  Biographical  Society. 

He  was  married,  in  1886,  to  Miss  Emma  Haviland,  of  Brooklyn, 
and  two  children  are  now  living  as  a  result  of  this  union — Haviland 
Hull  and  Philip  Galpin. 

Dr.  Platt  devoted  the  last  year  of  his  life  to  literature  and  is 
the  author  of  "The  Life  of  Walt  Whitman"  (1904,  16  mo.,  147  pp.), 
and  "Bacon  Cryptograms  in  Shakespeare,  and  Other  Studies" 
(1905,  12  mo.,  123  pp.).  He  was  a  grandnephew  of  Commodore 
Isaac  Hull  who  commanded  the  frigate  "Constitution." 

W.  S.,  Sr. 


THOMAS  WILSON  TOPHAM,  M.D. 

Dr.  Topham  was  born  at  Webster,  Mass.,  on  April  9,  1844, 
and  died  in  Brooklyn  on  June  15,  1912.  His  father  was  Phineas 
T.  Topham,  and  his  mother,  Anna  Wilson,  both  of  England.  His 
early  education  was  received  in  the  public  schools  and  his  medical 
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education  first  in  the  Eclectic  School  of  Medicine  of  Indiana, 
receiving  the  degree  of  M.D.  in  1880,  and  from  the  College  of 
Physicians  and  Surgeons  of  Indiana  in  1883.  He  was  a  member 
of  the  Medical  Society  of  the  County  of  Kings  from  1885  to  1905. 
He  is  survived  by  his  widow  and  four  children — Minnie,  Charles, 
Frederick,  and  Grace. 

His  funeral  services  were  conducted  by  the  members  of  Brook- 
lyn Lodge,  No.  22,  B.  P.  O.  of  Elks,  and  U.  S.  Grant  Post,  No. 
327,  G.  A.  R.,  of  which  latter  he  was  past  Commander  and 
Adjutant.    The  interment  was  in  Greenwood  Cemetery. 

W.  S.,  Sr. 


TRANSACTIONS  OF  THE  MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  KINGS. 

Stated  Meeting,  October  15,  1912. 

The  President,  E.  H.  Bartley,  M.D.,  in  the  Chair. 

Some  Things  which  Hospitals  Owe  to  the  Medical  Practitioners  of  the 
Vicinage  and  to  the  General  Public. 

Dr.  Lewis  Stephen  Pilcher  delivered  an  address,  which,  under  the  title 
"Professional  Responsibility  for  Faulty  Hospital  Organization,"  is  published  in 
full  on  page  459. 

Following  this,  Dr.  E.  Eliot  Harris,  of  New  York  City,  read  a  paper,  pub- 
lished in  full  on  page  464,  entitled : 

A  Plan  for  the  Betterment  of  the  Economic  Condition  of  Medicine. 

Discussion. 

Dr.  Algernon  T.  Bristow  opened  the  discussion  on  Dr.  Pilcher's  paper  and 

said : 

No  sincere  man  who  is  interested  in  the  medical  profession  can  view  the 
outlook  to-day  without  the  liveliest  apprehension  for  its  future.  Dr.  Pilcher 
has  held  up  before  us  a  mirror,  which  reflects  but  the  foreground  of  the  pic- 
ture. Its  deepest  shades  lie  in  the  gloomy  background  whose  shadows  envelope 
the  rank  and  file  of  medical  men  who  are  to-day  engaged  in  a  fierce  struggle 
for  existence,  not  a  few  of  whom  are  no  strangers  to  want,  very  few  of  whom 
have  made  any  provision  for  the  future.  I  venture  to  say  that  of  the  men 
now  before  me  not  25  per  cent,  could  stand  an  illness  of  three  months  without 
actual  financial  distress.  I  venture  to  say  that  of  the  men  before  me  not  20  per 
cent,  own  their  own  houses,  and  of  those  who  do  own  their  homes,  I  do  not  be- 
lieve that  10  per  cent,  are  paid  for.  As  to  their  families,  it  is  a  sad  fact  that 
very  few  medical  men  on  their  death  leave  a  competence  to  their  widows.  Yet 
the  profession  of  medicine  is  to-day  the  most  difficult  of  all  professions  into  which 
to  gain  an  entrance.  Furthermore,  the  State,  aided  by  the  medical  profession, 
is  about  to  increase  its  requirements  for  a  license  to  practice  medicine  by  adding 
a  hospital  year  to  the  four  years  at  medical  school.  Thus  the  actual  capital  in 
time  which  it  will  take  to  secure  a  license  to  practice  medicine,  if  we  include 
three  years  of  high  school,  will  be  not  less  than  eight  years,  and  the  amount  of 
financial  capital  involved  will  be  not  far  from  ten  thousand  dollars. 

An  investment  of  $10,000  in  money  and  eight  years  of  study  ought  to  re- 
turn at  least  an  income  of  $2,500  per  annum,  yet  the  average  income  of  the 
medical  man  is  nothing  like  that.  A  year  ago  the  New  York  Herald  estimated 
it  to  be  about  $1,000— and  it  has  been  put  as  low  as  $750.  It  is  quite  certain 
that  whatever  the  real  amount  is,  it  is  quite  inadequate  to  our  needs,  otherwise 
we  should  not  have  men  in  our  midst  issuing  credit  cards  at  twelve  office  visits 
for  one  dollar,  and  punching  the  record  of  each  visit  on  the  card  after  the 
fashion  of  the  conductor  and  the  commuter.  Lodge  practice,  fee  splitting,  con- 
tract practice,  punch-the-card  practice,  hospital  abuses,  all  flow  from  a  common 
source— necessity.  As  Dr.  Pilcher  has  well  said,  we  are  the  victims  of  an  out- 
worn system,  but  the  men  do  not  do  these  things  because  they  are  bad,  but  be- 
cause they  are  necessitous.  There  is  not  a  man  before  me  who  does  not  know 
that  everything  which  Dr.  Pilcher  has  said  is  true.  The  tyranny  of  hospital 
management  in  this  country  is  degrading  and  extreme.  The  hospital  system  with 
its  numerous  attendings  and  the  resultant  short  term  service  is  a  blight  which 
cankers  the  efficiencv  of  surgeon  and  physician  and  works  evil  for  the  unfor- 
tunate patients.  In  the  end,  indeed,  all  these  things  react  upon  the  public.  The 
man  who  patronizes  the  lodge  doctor,  the  punch-the-card  doctor,  the  contract 
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doctor,  gets  what  he  pays  for  and  no  more.  A  dollar's  worth  of  medicine  can- 
not be  bought  for  ten  cents  any  more  than  a  dollar  from  the  mint.  Counterfeits 
— yes;  lead  dollars — yes,  but  not  the  real  metal.  We  acknowledge  the  evils 
which  surround  us !  We  even  murmur — perhaps  under  our  breath — "confiteor, 
peccavi,"  but  few  of  us  follow  confession  by  repentance. 

Yet  we  are  forever  doing  unwilling  penance  for  our  economic  sins,  and 
alas  we  are  not  doing  penance  alone,  since  our  families  suffer  with  us.  What  is 
the  remedy  for  these  evils?  I  believe  it  can  be  stated  in  one  word — loyalty.  Why 
have  the  disgraceful  crimes  against  the  medical  profession  which  Dr.  Pilcher 
has  but  touched  on  been  possible?  You  can  all  answer  that  question.  Dr.  Sims 
was  turned  out  of  the  hospital  which  his  genius  created  because  his  colleagues 
would  not  back  him  up.  His  colleagues  refused  to  back  him  up,  because  they 
knew  the  hospital  could  fill  their  places  in  five  minutes.  In  other  words,  the 
medical  profession  of  this  country  is  as  unstable  as  water  and  will  flow  into  any 
vacuum  it  can  find  as  relentlessly  and  unerringly  as  a  stream  of  water  fills  up  a 
hole. 

Is  this  a  necessary  concomitant  of  our  life  as  medical  men?  Is  it  im- 
possible for  doctors  to  be  loyal  to  each  other  in  resisting  injustice?  Let  us  re- 
flect on  the  attitude  of  the  British  Medical  Association  toward  Lloyd  George's 
Insurance  Bill  in  England.  We  shall  find  food  for  reflection  therein,  I  assure 
you.  On  February  22d,  this  year,  there  was  a  meeting  of  the  British  Medical 
Association  held  at  Guildhall,  and  it  was  agreed  by  the  members  that  they 
would  not  act  under  the  provisions  of  the  National  Insurance  Bill  until  the 
minimum  demands  of  its  members  were  granted  and  put  into  the  law  by 
Parliament. 

Recently  the  government  was  compelled  to  compromise  the  matter  with 
the  doctors,  who,  while  not  getting  all  that  they  asked,  nevertheless  by  their 
united  and  firm  stand  secured  terms  which  were  more  nearly  equitable  than 
those  originally  proposed.  This  shows  what  can  be  accomplished  by  loyalty  and 
organization.  Have  we  anything  of  that  sort  in  these  United  States  ?  No  county 
society,  no  state  society  pays  the  slightest  attention  to  the  economic  welfare 
of  its  members.  This  County  Society  does  not  care  a  rap  whether  its  members 
get  a  square  deal  from  the  hospitals  or  not,  neither  does  the  State 
Society,  neither  does  the  American  Medical  Association.  The  State 
Society  numbers  only  half  the  eligible  members  of  Itfie.  profes- 
sion. The  American  Medical  Association  only  numbers  one-third  of 
the  eligible  medical  men  in  this  country.  Why?  I  will  tell  you  why.  It  is 
because  neither  the  County  Society  nor  the  State  Society  nor  the  American 
Medical  Association  do  one  solitary  simple  thing  for  the  economic  welfare  of 
its  members.  They  may  all  die  of  starvation  for  all  these  learned  bodies 
care,  and  it  is  time  this  was  changed.  It  is  time  for  the  County  Society,  the 
State  Society,  and  the  American  Medical  Association  to  wake  up  to  the  realiza- 
tion that  they  owe  an  obligation  of  protection  to  their  members  as  well  as  an 
obligation  of  education,  and  when  these  societies  take  some  interest  in  the  doctor 
himself  then  we  shall  not  have  the  president  of  the  American  Medical  Associa- 
tion bewailing  the  fact  that  only  one  third  of  the  medical  men  of  the  country 
are  enrolled  members. 

When  the  medical  men  of  this  community  and  of  other  communities  wake 
up  to  the  fact  that  the  injury  of  one  is  the  concern  of  all  and  that  in  the  struggle 
for  existence  nothing  will  count  in  the  future  so  much  as  loyalty  and  organiza- 
tion, then  a  brighter  day  will  dawn  for  us  and  the  evils  which  are  crushing  the 
doctor  against  a  wall  of  adamant  will  find  some  measure  of  alleviation.  All 
these  years,  we  have  been  giving  our  charity  to  the  public,  whether  deserved  or 
undeserved.  What  we  want  is  justice!  What  we  have  not,  cannot  have,  will 
not  have  without  loyalty  and  organization  is  justice.  Without  justice  we  shall 
perish  as  a  profession  and  degenerate  into  a  horde  of  scrambling,  struggling, 
writhing  semi-savages,  devouring  and  devoured.  Is  this  to  be  our  destiny— 
your  destiny,  mine?  The  answer  lies  with  you.  The  future  is  in  your  hands, 
and  the  remedy. 

Dr.  H.  Beeckman  Delatour,  continuing  the  discussion  of  Dr.  Pilcher  s 

paper,  said  : 

The  paper  and  discussion  has  been  on  different  lines  from  what  I  expected 
from  the  title  published,  and  my  thoughts  were  directed  in  different  lines  en- 
tirely from  those  so  far  expressed. 

We  all  feel  that  our  hospitals  are  mismanaged  in  certain  ways  and  that 
our  hospital  appointments  are  frequently  improperly  made  and  the  make-up  of 
the  staff  in  many  of  the  institutions  is  unsatisfactory. 

What  Dr.  Pilcher  has  said  relative  to  the  ease  with  which  hospital  vacancies 
are  filled  is  only  too  well  known  to  all  of  us.    The  number  of  hospital  ap- 
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pointments  possible  is  few  compared  to  the  number  of  men  desiring  them.  This 
of  necessity  creates  a  demand  in  the  institutions  for  places.  Dr.  Pilcher  charges 
the  managers  of  institutions  of  bringing  forward  their  favorites  for  these  posi- 
tions and  I  think  if  we  had  the  managers  of  some  of  our  institutions  present, 
we  would  have  put  upon  the  profession  and  members  of  the  staff  a  similar  charge 
of  trying  to  bring  in  their  own  professional  brethren  whom  they  favor.  This  is 
true  unquestionably  and  I  think  is  partly  the  reason  why  we  have  difficulties 
between  the  boards  of  managers  and  the  medical  staff  in  the  selection  of  ap- 
pointments. 

A  public  hospital  should  present  to  the  public  the  very  best  men  available 
— those  best  fitted  to  fill  the  chairs  that  are  vacant.  If  vacancies  are  filled  by 
the  medical  staff  with  men  who  are  friendly  with  the  members  of  that  medical 
staff  without  regard  to  their  professional  attainments,  this  end  is  not  gained; 
likewise  if  men  are  appointed  by  the  boards  of  managers,  because  of  their  per- 
sonal relationship  with  them,  the  best  men  are  not  selected  for  these  ap- 
pointments. 

I  recall  very  distinctly  a  nomination  which  was  put  up  to  the  medical 
staff  of  one  of  the  institutions  and  the  name  of  a  man  was  presented  who  was 
considered  by  the  majority  of  the  staff  as  not  fit  for  the  position  to  which  he 
was  aspiring,  and  notwithstanding  that  his  name  was  forwarded  to  the  board 
of  managers  by  that  medical  board.  I  said  to  one  of  the  members  of  the 
staff,  "Do  you  feel  satisfied  that  that  appointment  is  going  to  stand?"  "Why,"  he 
said,  "no,  it  won't  take  six  months  before  that  man  will  be  put  off  the  staff. 
The  board  of  managers  will  see  he  is  not  competent."  Now,  if  our  medical 
boards  take  such  a  stand  and  will  present  to  the  board  of  managers  the  name 
of  a  man  they  feel  to  be  absolutely  incompetent  then  we  cannot  expect  the 
board  of  managers  to  select  all  appointments  without  question. 

Another  difficulty  is  that  our  present  generation  of  young  men  are  anxious 
to  become  attending  surgeons  or  attending  physicians  immediately  they  finish 
their  hospital  course.  In  this  country  the  position  of  assistant  or  second  as- 
sistant is  not  satisfactory  to  the  average  man.  They  all  want  to  be  attendants 
and  for  that  reason  multiplicity  has  gone  on  and  it  is  for  that  reason  that  the 
boards  of  managers  have  failed  to  see  the  necessity  of  a  single  head.  I  feel  very 
much  as  Dr.  Pilcher  expressed  himself  in  his  paper,  that  a  single  head  with  a 
continuous  service  and  plenty  of  material  can  undoubtedly  do  better  work  for 
the  institution  and  for  the  public  than  a  staff  composed  of  a  number  of  men 
of  equal  standing.  The  great  drawback  in  our  present  hospital  system  is  the  di- 
vided service  of  short  periods.  A  man  hardly  gets  into  his  service,  hardly  be- 
gins to  get  in  touch  with  his  cases  when  his  short  time  of  service  ends  and  he 
has  to  pass  them  over  to  some  one  else. 

There  is  a  fear  on  the  part  of  many  of  the  boards  of  managers,  particu- 
larly the  superintendents,  that  some  one  man  is  going  to  be  known  as  the  head 
of  the  institution  and  that  he  is  going  to  receive  from  the  community  the  bene- 
fits and  the  glory  of  the  work  in  the  institution.  The  tendency  of  the  superin- 
tendents generally,  I  think,  is  to  place  the  institution  foremost  and  to  try  and 
make  it  appear  to  the  public  that  the  institution  is  "the  thing."  The  institution 
never  can  be  "the  thing"  without  the  medical  man  and  until  the  boards  of 
managers  and  the  superintendents  realize  that  a  medical  man  of  distinction  and 
reputation  at  the  head  of  the  institution  derives  less  from  the  institution  than  the 
institution  derives  from  him,  we  will  continue  to  have  the  same  trouble  that  we 
have  had  in  the  past. 

Dr.  Robert  L.  Dickinson,  continuing  the  discussion,  said: 

There  is  a  country  that,  perhaps,  has  better  organized  itself  in  educational 
and  scientific  matters  than  any  other.  Two  groups,  of  twenty-five  each,  of 
American  surgeons  visited  that  country  during  the  month  of  June.  The  main 
impression  brought  back  by  them  was  of  the  wonderful  effectiveness  of  its  hos- 
pital faculties  under  the  three  or  four  principles  enunciated  here  to-night.  Ger- 
many has  laid  down  the  principle  almost  universally  in  its  institutions  of  the  sin- 
gle-headed service.  We  applv  it  in  all  of  our  business  systems  in  our  wonder- 
fully efficient  organizations  such  as  the  Standard  Oil  and  Tammany  and  city 
departments  and  federal  departments.  A  department  with  a  unified  organiza- 
tion is  the  best  in  hospital  as  elsewhere.  The  continuous  service  is  a  principle 
on  which  Germanv  lays  great  stress.  The  second  principle  is  appointment  for 
fitness  and  promotion  for  merit,  and  transfer  from  one  institution  to  another 
when  this  would  be  promotion.  The  third  principle— and  on  this  little  stress  has 
been  laid— seems  to  me  of  the  greatest  importance.  This  is  the  salaried  service. 
We  cannot  expect,  we  cannot  get  average  steady  service  from  a  man  who 
cannot  be  contracted  to  do  a  definite  amount  of  work  in  return  for  a  definite 
amount  of  salarv.    We  found  that  out  first  in  our  teaching  institutions  where 
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there  were  chairs  of  anatomy,  chemistry,  and  physiology.  We  found  that  they 
had  to  be  on  the  basis  of  continuous  salary  and  service.  Then  we  found  that 
the  pathologist  had  to  be  salaried,  and  ultimately  all  the  services  will  have 
to  be  salaried  ;  and  it  is  a  safe  prediction  that  until  that  third  element  is  added  to 
the  organization  of  all  hospital  work — a  financial  return  for  fixed  duties — we  will 
not  get  the  best  results. 

Dr.  James  P.  Warbasse,  in  discussing  Dr.  Pilcher's  paper,  said: 

I  think  the  important  note  which  has  been  sounded  by  these  two  splendid 
papers,  to  which  we  have  listened,  has  been  to  call  our  attention  to  commercial- 
ism and  the  competition  for  livelihood,  which  exists  in  the  practice  of  medicine. 

So  far  as  loyalty  goes  in  the  medical  profession,  I  think  that  doctors  are 
quite  as  loyal  to  one  another  as  any  other  class  of  men.  Indeed,  I  am  sufficiently 
prejudiced  in  favor  of  my  own  profession  to  think  that  we  are  somewhat  more 
loyal  than  members  of  other  professions  and  businesses.  But,  as  has  been  stated, 
if  ninety  per  cent,  of  us  have  no  home  of  our  own;  if  most  of  our  houses  are 
mortgaged;  if  ninety  per  cent,  of  us  are  living  in  the  fear  of  poverty;  we  are 
confronted  with  the  necessity  of  taking  advantage  of  every  opportunity  to  con- 
tribute to  our  economic  interest. 

Why  have  these  hospitals  so  many  attendings?  I  can  read  commercial- 
ism into  that  very  easily — commercialism  not  only  on  the  part  of  physicians,  but 
commercialism  on  the  part  of  the  institutions.  _  We  have  had  in  the  last  few 
years  in  this  city  the  awful  example  of  a  hospital  regulating  the  status  of  its 
surgical  staff  according  to  the  number  of  pay  patients  the  surgeon  brought  to  the 
hospital.  We  are  becoming  so  used  to  that  sort  of  thing  that  it  seems  rather 
commonplace  as  I  speak  of  it  here,  but  I  can  conceive  of  a  civilization,  which  we 
may  be  approaching,  which  would  regard  such  a  thing  as  inhuman ;  and  I  can 
imagine  that  medical  historians  will  look  back  upon  us  and  write  down  such  a 
thing  as  an  indication  of  savagery. 

Medical  men  are  loyal  to  one  another — as  loyal  as  they  can  afford  to  be. 
They  have  their  homes  to  think  of,  and  their  wives  and  children. 

There  are  duties  that  we  owe  to  one  another;  there  are  duties  that  we  owe 
to  the  hospital  staff;  and  duties  that  the  hospital  staff  owes  to  us;  but  the  first 
duty  of  a  doctor  is  to  his  patient ;  and  there  is  no  other  class  of  men  or  women 
engaged  as  a  body  in  work  which  deprives  the  individual  members  of  financial 
advantage  to  such  a  degree  as  the  medical  profession. 

We  cannot  discuss  the  problem  completely,  when  we  confine  ourselves  to 
the  medical  profession,  for  the  situation  is  not  one  peculiar  to  us.  We  are  not 
the  only  class  of  people  who  are  suffering  from  economic  pressure.  The  evils 
of  the  capitalistic  system  are  widespread,  and  permeate  every  class  of  society.  If 
we  think  we  can  solve  the  problem  by  developing  loyalty  in  one  another  we 
shall  fail.  We  shall  fail  if  we  think  we  can  solve  the  problem  by  securing  better 
co-operation  in  the  medical  profession.  The  problem  is  not  solved  until  social 
and  economic  justice  is  secured  for  all  people  who  work  for  a  living.  It  is  a 
larger  problem  than  the  problem  of  the  medical  profession.  A  bigger  human 
loyalty  is  the  only  solution. 

Dr.  Lewis  S.  Pilcher,  in  closing  the  discussion  on  his  paper,  said : 

I  would  like  to  have  remained  to  hear  the  other  papers  of  the  evening. 

I  have  appreciated  very  much  the  interest  which  has  been  shown  in  the 
theme  which  has  occupied  our  attention  during  the  early  part  of  the^  evening.  It 
is  my  earnest  desire  to  say  something  which  might  cause  us  to  think,  that  we 
might  discuss,  that  we  might  look  forward  and  in  some  faint  degree  at  least 
contribute  towards  the  creation  of  such  conditions  as  we  all  realize  are  essential 
if  we  are  to  make  any  advance  in  the  future. 

I  quite  agree  with  the  general  tenor  of  the  remarks  of  my  colleague,  Dr. 
Warbasse,  with  this  one  exception,  which  seems  to  me,  however,  to  be  quite  a 
vital  exception,  namely,  that  while  the  progress  of  our  profession  must  go  hand 
in  hand  with  the  progress  of  humanity  in  general,  nevertheless  at  no  time  and 
among  no  people  does  an  entire  social  revolution  take  place  at  one  time.  It 
must  be  done  in  detail  and  unless  we  have  detail  and  it  is  attended  to  one  after 
another,  the  sum  will  never  be  accomplished.  It  is  for  medical  men  to  attend  to 
those  details  which  especially  affect  them,  and  in  the  matters  now  under  dis- 
cussion, there  is  a  detail  eminently  proper  for  present  attention. 

Dr.  William  J.  Cruikshank,  in  opening  the  discussion  on  Dr.  Harris' 
paper,  said  : 

A  century  and  a  quarter  ago.  there  met  in  Philadelphia  a  body  of  men 
whose  purpose  and  work  were  without  precedent  in  history.  This  was  the 
Constitutional  Convention,  called  together  to  frame  for  the  United  States  a 
government  that  should  advance  the  public  welfare,  safeguard  liberty,  and  com- 
mand the  respect  of  the  world.    The  need  was  great.    Four  years  had  passed 
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since  the  removal  of  the  common  cause  and  common  danger  which  had  made 
the  thirteen  states  one  nation,  and  now  the  country  was  "drifting  toward 
anarchy."  Jealousy  between  states  was  ruining  trade  at  home;  inability  to  re- 
taliate against  trade  discrimination  on  the  part  of  England  made  us  the  mark 
of  scorn  abroad;  the  country  was  plunged  in  financial  difficulties,  so  great  that 
in  Massachusetts  the  distress  had  caused  a  rebellion  of  seven  months'  duration; 
the  national  government  could  not  levy  taxes  and  our  credit  was  gone;  we 
faced  what  seemed  inevitable  ruin. 

For  four  months,  from  May  to  September,  1787,  fifty  representatives  of 
thirteen  sovereign  states  debated  plans  for  the  establishment  of  a  government 
that  would  change  this  chaotic  condition  and  become  a  power  on  the  earth.  Its 
sessions  were  secret,  its  members  bound  by  a  gentlemen's  agreement  not  to 
divulge  the  proceedings,  an  agreement  so  perfectly  kept  that  not  until  fifty 
years  after  were  they  made  public.  The  names  of  the  men  who  sat  in  that  con- 
vention stir  our  noblest  thoughts,  the  work  they  accomplished  can  only  be 
measured  by  the  achievements  of  the  United  States  in  the  past  and  by  the  future 
that  awaits  us. 

With  all  reverence  I  point  out  the  analogy.  The  medical  profession,  the 
highest  in  human  service,  is  itself  in  a  critical  period  of  its  history.  There  is 
no  need  to  point  this  out.  Every  man  here  is  conscious  of  it,  and  Dr.  Harris 
has  expressed  it  most  ably.  Our  business  methods  are  so  inadequate  that  our 
finances  are  impaired  and  our  high  standing  is  threatened  by  the  makeshifts  of 
young  practitioners  to  get  a  bare  living  and  by  unprofessional  competition 
everywhere. 

The  nation's  need  of  1787  is  the  need  of  the  medical  profession  to-day — 
organization  along  economic  lines.  Our  present  associations  are  engaged  in 
the  solution  of  scientific  problems  and  they  must  continue  their  great  work 
without  interference  or  interruption;  therefore  the  management  of  the  eco- 
nomics of  medicine  could  be  well  delegated  to  a  body  whose  purpose  would  be 
to  promote  the  welfare  of  the  profession  itself — a  purpose  by  no  means  nar- 
rowly selfish,  since  whatever  enhances  the  value  of  a  profession  increases  its 
efficiency.  And  just  as  the  Federal  Government  conserved  the  governments  of 
the  states,  taking  to  itself  only  such  functions  as  could  best  be  exercised  by  a 
central  body,  so  a  society  for  the  management  and  control  of  medical  economics 
would  not  weaken  nor  destroy  our  existing  associations,  but  would  operate  to 
further  the  good  of  all.  I  believe  that  such  a  plan  as  Dr.  Harris  has  outlined 
would  have  great  results — he  calls  for  a  constitutional  convention.  Let  us  re- 
spond by  electing  our  delegates ;  let  us  see  that  those  delegates  are  our  greatest, 
our  best  radii,  our  Hamiltons  and  our  Randolphs ;  and  when  they  frame  for 
us  the  policy  which  is  deemed  best,  let  us  be  quick  to  ratify  it  that  we  may 
realize  the  full  measure  of  our  strength.  Just  as  the  elements  which  made  our 
great  nation  were  present  in  the  chaos  that  preceded  the  adoption  of  the  Con- 
stitution, so,  to-day,  the  elements  are  present  which  can  make  the  medical  pro- 
fession the  greatest  force  for  progress,  for  humanitarianism,  for  happiness,  that 
the  world  has  known.  With  those  elements  properly  assembled,  we  shall  be- 
come conscious  of  our  own  power  and  dignity.  There  is  nothing  in  the  realm 
of  our  activities  that  is  impossible  to  us  if  we  but  "assert  ourselves— rise  up  to 
our  full  height." 

Dr.  William  Francis  Campbell,  continuing  the  discussion  of  Dr.  Hams' 
paper,  said : 

It  is  greatly  to  the  credit  of  Dr.  Bartley's  administration  that  we  have 
been  able  to  listen  to  such  able  discussions  on*  medico-economic  questions_  as 
presented  here  to-night,  as  well  as  on  previous  occasions.  I  have  had  the  privi- 
lege during  the  past  year  of  being  personally  associated  with  Dr.  Harris  in  his 
splendid  efforts  for  the  betterment  of  the  medical  profession  and  I  know  how 
earnestly  and  enthusiastically  he  has  devoted  himself  to  this  proposition. 

Whether  we  shall  reach  our  ultimate  desire  through  the  means  which  Dr. 
Harris  has  suggested  or  not  it  doesn't  make  any  difference.  I  believe  that  ulti- 
mately out  of  this  discussion  will  be  evolved  a  more  self-respecting  and  more 
solvent  medical  profession. 

To  any  one  who  has  studied  this  question  at  all  it  must  be  evident  that 
it  resolves  itself  into  three  propositions:  . 

First,  the  disease;  second,  the  remedy,  and  third,  the  application  of  the 

remC  Now,  I'm  not  going  to  accentuate  the  obvious.  Dr.  Harris  has  told  you 
what  the  disease  is.  It  is  hardly  necessary  for  me  to  reiterate  "the  hospital 
abuse,"  "the  dispensary  abuse,"  "lodge  practice,"  "contract  practice,  and 
"the  division  of  fees."  All  these  are  abuses  which  we  concede  and  which  we 
would  like  to  remedy.    They  are  barriers  which  militate  against  the  profession 
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of  medicine  as  a  means  of  gaining  an  honest  livelihood,  and  that,  after  all,  is 
the  important  question.  For  we  are  in  the  profession  of  medicine  for  the  pur- 
pose primarily  of  earning  an  honest  livelihood. 

Now,  I  do  not  mean  to  disparage  in  any  way  the  splendid  altruistic 
spirit  which  has  been  the  glory  of  the  medical  profession  in  the  past  and  which 
will  continue  to  inspire  it  in  the  future.  But  misdirected  altruism  is  not  true 
philanthropy.  Misdirected  altruism  has  raised  a  thankless  brood,  while  its  own 
children  have  gone  hungry,  and  it  seems  to  me  that  it  is  time  for  us  to  con- 
sider whether  there  isn't  a  little  altruism  to  be  exercised  for  our  own  profession 
and  for  its  benefit. 

Now,  about  the  remedy:  Dr.  Harris  has  told  us  organization,  but  we 
have  got  organization.  Why  cannot  we  accomplish  something  with  the  organiza- 
tion we  have?  Simply  because  it  is  not  effective  organization.  It  is  quite  ob- 
vious that  no  dispensary  abuse  will  long  exist  if  physicians  refuse  to  attend  a 
dispensary  where  abuses  do  exist.  That's  simple  enough ;  all  that  you  have 
got  to  do  is  not  to  attend  those  dispensaries  where  the  abuses  exist.  Yes,  but 
there  is  another  point  that  comes  in  here.  If  any  one  of  you  gentlemen  resign 
from  your  dispensary  appointment,  there  will  be  a  line  of  your  professional 
brethren  as  long  as  from  here  to  Fulton  Street,  ready  to  take  your  place,  to 
perpetuate  the  abuses  which  you  abhor.  Yet  Dr.  Warbasse  says  we  have  as  much 
loyalty  in  the  medical  profession  as  anywhere  else.  Now,  I  know  very  well 
that  if  on  account  of  some  abuses  in  the  hospital  I  should  resign  my  position  as 
attending  surgeon,  there  would  be  a  line  of  surgeons  (members  of  the  Kings 
County  Medical  Society,  men  who  subscribe  to  the  code  of  medical  ethics),  as 
long  as  from  here  to  Eastern  Parkway,  to  fill  the  position  and  to  perpetuate  the 
abuses  which  I  personally  abhor  and  which  they  inveigh  against  in  public 
meetings.  This  is  proof  that  we  have  not  efficient  organization  and  means  sim- 
ply this :  we  have  not  an  organization  with  just  the  simple  amount  of  loyalty 
that  you  find  in  an  ordinary  labor  organization;  that's  all  there  is  to  it. 

All  that  you  need  to  do  about  these  abuses  is  to  say,  "Now,  if  these 
abuses  are  not  corrected,  we  are  not  going  to  attend  your  dispensary  or  hospital," 
and  that's  all  there  is  to  it. 

About  the  means  of  applying  the  remedy  :  Dr.  Harris  says  that  we  shall 
form  a  new  society,  "The  United  Medical  Society  of  the  State  of  New  York." 
If  this  is  the  best  means  of  accomplishing  good,  I  am  very  glad  to  join  this 
new  medical  society  and  shall  support  it  in  every  way.  The  question  has  oc- 
curred to  me,  and  it  seems  to  be  a  debatable  one,  whether  in  a  superb  organiza- 
tion of  men  like  the  American  Medical  Association  with  its  branches — state, 
district  and  county,  whether  we  have  not  in  these  organizations  the  means  of 
accomplishing  this  and  whether  at  present  we  are  not  getting  simply  a  ten-horse 
power  efficiency  out  of  a  sixty-horse  power  machine,  and  whether,  if  we  de- 
mand it,  we  could  not  have  this  medical  question  taken  up  by  our  national, 
state  and  county  associations,  just  the  same  as  they  have  it  taken  up  in  England 
by  the  British  Medical  Association. 

I  do  not  believe  in  multiplying  associations  if  we  have  already  a  tool  which 
we  can  use.  If  our  present  society  cannot  be  used  for  that  purpose,  very  well, 
then  let  us  have  a  new  society,  and  I  shall  be  heartily  in  sympathy  with  it.  This 
is  a  thought  which  I  think  we  can  all  ponder. 

Our  Society  provides  us  with  an  admirable  and  splendid  scientific  pro- 
gram; we  get  a  "Green  Book"  and  we  get  a  malpractice  defence,  but  with  all 
this  is  our  Society  meeting  the  deepest  needs  of  the  profession?  That  is  the 
point.  And  if  we  demand  that  this  economic  question  shall  be  taken  up  by  our 
national  and  state  societies,  it  seems  to  me  that  it  is  a  very  easy  way  of  solving 
this  question. 

We  pay  $6,000  yearly  to  an  official  organizer  of  the  American  Medical  As- 
sociation. Now,  if  we  paid  $6,000  for  a  certain  amount  of  brains  to  advance 
the  economic  position  of  the  medical  men  of  America,  organization  would  take 
care  of  itself. 

We  pay  $6,000  yearly  in  our  state  society  for  a  "Green  Book."  Now,  if  we 
paid  that  $6,000  for  brains  to  look  after  the  medico-economic  condition  of  our 
members,  would  we  not  be  conserving  the  interests  of  the  many  instead  of  the 
convenience  of  the  few?  and  isn't  that  a  better  way  to  spend  the  money? 

These  are  just  merely  suggestions  I  am  offering  in  reference  to  the  means 
through  which  we  shall  apply  the  solution  of  this  problem.  I  am  sure  that  any 
one  who  has  thought  for  a  moment  must  realize  that  the  key-note  of  the  Twen- 
tieth Century  is  going  to  be  "social  service,"  and  this  idea  of  "social  service"  is 
going  to  bring  about  new  ethical  standards;  and  it  seems  to  me  that  the  medical 
profession  ought  to  get  in  line  and  see  that  a  little  of  this  "social  service"  is  done 
for  the  members  of  its  own  household  as  well  as  for  the  public  at  large. 
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Stated  Meeting,  October  25,  1912. 
The  President,  Edward  E.  Cornwall,  M.D.,  in  the  Chair. 
Personal  Experiences  with  Poisoning  by  Eggs. 

Dr.  R.  A.  Henderson  read  a  paper  with  the  foregoing  title  which  is  pub- 
lished in  full  on  page  473. 

Personal  Experiences  with  Diphtheria  Antitoxin. 

Dr.  E.  B.  Carter  read  a  paper  with  the  foregoing  title  which  is  published 
in  full  on  page  476. 

Personal  Experiences  with  Diphtheria  and  Tetanus  Antitoxins. 

Dr.  H.  F.  McChesney  read  a  paper  with  the  foregoing  title  which  is  pub- 
lished in  full  on  page  475. 

What  is  Anaphylaxis? 

Dr.  Frederick  Tilney  read  a  paper,  illustrated  by  lantern  slides,  with  the 
foregoing  title  which  is  published  in  full  on  page  470. 

General  Discussion. 

Dr.  Benjamin  White  opened  the  general  discussion  which  followed  on 
the  subject  of  anaphylaxis  and  said: 

In  discussing  the  matter  with  Dr.  Tilney,  it  seemed  advisable  to  discuss  the 
relation  of  anaphylaxis  to  immunity  and  the  chemistry  of  anaphylaxis,  rather 
than  to  give  a  demonstration  with  guinea  pigs.  One  of  the  most  perplexing 
questions  in  anaphylaxis  is  the  relation  between  hypersensitiveness  and  immu- 
nity and  it  might  be  well,  therefore,  to  discuss  this  question  briefly.  The  one 
point  to  be  remembered  is  that  an  animal  can  be  hypersensitive  and  immune  at 
the  same  time.  For  instance,  if  we  give  an  animal  an  injection  of  protein  such 
as  egg-white,  hemoglobin,  or  any  bacterial  protein,  such  as  typhoid  bacilli,  etc., 
we  find  that  that  animal  in  time  produces  what  we  call  an  immune  serum  to  the 
particular  protein. 

If  it  be  to  egg-white  we  have  a  precipitating  serum,  if  to  red  blood  cor- 
puscles a  hemolyzing  serum,  if  to  typhoid,  an  agglutinating  serum.  If,  when  the 
animals  are  in  this  so-called  immune  state,  we  inject  into  the  blood  stream  of  the 
animal  a  sufficient  quantity  of  the  particular  protein  with  which  they  have  been 
treated,  they  die  of  acute  anaphylaxis,  in  other  words,  they  are  hypersensitive. 
If,  however,  we  inject  into  these  animals  in  this  hypersensitive  condition  a  very 
small  amount  of  the  specific  protein,  there  is  no  apparent  reaction.  Let  us  take, 
for  example,  therefore,  an  animal  which  has  received  an  initial  dose  of  dead 
typhoid  bacilli  (typhoid  protein)  and  whose  serum  contains  immune  substances 
(agglutinins)  to  typhoid  bacilli.  If  we  inject  into  this  animal  a  small  amount 
of  living  typhoid  bacilli  such  as  would  infect  a  normal  animal,  the  animal  dis- 
poses of  these  living  bacilli  and  no  infection  results.  Through  the  hypersensi- 
tiveness, which  enables  the  animal  to  dissolve  these  typhoid  bacilli,  the  animal  is 
immune.  If,  now,  we  increase  the  dose  of  typhoid  bacilli  injected  into  the  ani- 
mal, the  animal  may  react  with  rise  in  temperature  and  with  other  signs  of  in- 
toxication, and  if  the  dose  be  not  too  large,  the  animal  still  escapes  infection.  If 
the  dose  of  typhoid  bacilli,  either  living  or  dead,  be  increased  beyond  a  certain 
point,  the  animal  reacts  violently  and  dies  of  typical  anaphylactic  shock.  There- 
fore the  differences  between  immunity  and  anaphylaxis  are  purely  quantitative, 
and  immunity  to  any  protein  and  the  ability  to  react  fatally  to  a  protein  are 
both  manifestations  of  hypersensitiveness. 

The  question  of  the  chemistry  of  anaphylaxis  is  of  importance  in  the  light 
that  it  may  throw  on  various  intoxications  of  unknown  origin,  particularly  those 
arising  from  abnormal  conditions  in  the  intestinal  tract.  The  many  points  may 
be  briefly  sketched  somewhat  as  follows:  When  we  inject  any  animal  or  in- 
dividual with  a  whole  protein,  that  protein  produces  in  the  organism  anti- 
bodies in  the  form  of  ferments,  so  that  when  we  inject  a  second  dose  of  the 
same  protein  the  ferment  instantly  digests  it  and  a  poison  is  liberated  which 
causes  the  varied  symptoms  of  anaphylaxis.  It  is  the  opinion  at  present  that  all 
proteins  yield  the  same  poison.  It  has  been  the  attempt  of  chemists  to  prepare 
this  poison  artificially  and  their  efforts  have  met  with  considerable  success.  It  js 
found  that  in  the  digestion  of  protein  with  enzymes,  or  with  such  hydrolytic 
agents  as  acid  or  alkali,  a  substance  is  liberated  which  produces  in  normal  ani- 
mals all  of  the  symptoms  of  typical  anaphylactic  death.  This  substance  appears 
to  arise  somewhere  in  the  proteose  stage  of  digestion.    It  is  found  that  such  a 
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proteose  as  Witte's  peptone  and  other  proteoses  are  intensely  toxic  for  animals. 
It  is  further  found  that  some  of  the  amines  which  arise  in  putrefaction  of 
proteins  are  also  intensely  toxic.  The  application  of  this  discovery  to  the  ques- 
tion of  intestinal  intoxications  is  one  of  great  importance.  In  the  normal  in- 
testine, the  proteins  are  broken  down  to  simple  products  and  are  absorbed  into 
the  circulation,  usually  in  the  form  of  amino  acids.  As  would  be  expected,  the 
amino  acids,  when  injected  immediately  into  the  circulation,  are  non-toxic. 
However,  if  the  mucous  membrane  of  the  intestinal  wall  be  in  any  way  injured 
by  irritation  or  inflammation,  it  becomes  more  permeable  and  normal  digestion 
products  of  a  larger  molecule  than  the  amino  acids  may  pass  through  it.  Thus, 
with  a  normal  digestion  and  an  injured  mucous  membrane,  substances  of  the 
proteose  type  may  pass  through  the  intestinal  wall  and  produce  a  severe  intoxi- 
cation which  may  resemble  the  anaphylactic  shock.  Further,  when  putrefactive 
conditions  take  place  in  the  intestine,  such  substances  as  the  amines  may  be 
absorbed  and  produce  the  intoxications. 

There  is  still  one  other  condition  which  deserves  attention.  As  has  been 
stated,  ordinarily  whole  protein  will  not  pass  through  the  intestinal  wall ;  how- 
ever, with  an  incomplete  digestion,  and  with  a  damaged  mucous  membrane,  the 
protein  molecule  may  pass  through  the  intestinal  wall  and  sensitize  the  individual. 
After  the  individual  has  become  sensitive,  a  similar  condition  which  permits 
the  whole  protein  to  gain  access,  will  result  in  a  true  anaphylactic  intoxication. 

The  study  of  the  chemistry  of  anaphylactic  intoxication  can  be  of  the 
greatest  assistance  in  determining  the  chemical  nature  of  the  substances  pro- 
ducing a  reaction  of  the  nature  of  the  process  by  which  they  are  formed  in  the 
intestine,  and  also  in  enabling  us  to  discover  drugs  or  agents  which  will  neu- 
tralize or  inhibit  their  action  in  the  body. 

The  slides  shown  by  Dr.  Tilney  represent  three  sections,  showing  the 
pathological  condition  produced  in  the  lungs  during  true  anaphylactic  intoxica- 
tion. The  other  three  slides  represent  the  lungs  of  a  normal  animal  intoxicated 
with  one  of  these  artificial  poisons  which  we  have  obtained  from  the  tubercle 
bacillus.  You  will  notice  that  it  is  impossible  to  see  any  differences  between  the 
two  series.  It  is  of  great  interest  to  note  here  that  the  poison  produces  pre- 
cisely the  same  effects  whether  it  has  been  obtained  from  such  non-poisonous 
substances  as  serum  albumin,  egg  albumin,  etc. 

Dr.  Robert  G.  Eccles,  continuing  the  discussion,  said: 

My  interest  in  the  subject  of  anaphylaxis  began  not  long  after  reference 
was  made  to  it  by  Theobald  Smith.  At  the  time  of  my  graduation,  something 
over  thirty  years  ago,  my  dissatisfaction  of  the  claim  of  medicine  being  a  sci- 
ence was  intense.  I  could  find  in  it  no  evidences  of  any  basic  unifying  law, 
linking  its  parts  together,  as  exists  in  other  sciences.  It  had  nothing  like  the  law 
of  definite  and  reciprocal  proportions,  such  as  Dalton  used  in  establishing  his 
theory  of  atoms  for  inorganic  chemistry,  nothing  like  the  law  of  Avogadro  by 
which  organic  chemistry  was  unified,  and  nothing  like  the  law  of  gravity  that 
gives  coherence  to  physical  astronomy.  I  looked  in  vain  for  some  fundamental 
principle  linking  disease  w;th  disease  and  cure  with  cure  that  would  give  medi- 
cine a  place  among  the  inductive  sciences.  There  are  no  sudden  breaks  in  na- 
ture. The  law  of  continuity  is  omnipresent  and  should  reveal  itself  in  medicine 
as  elsewhere.    Emerson  has  expressed  it  in  the  words  : 

"Line  in  nature  is  not  found, 
Unit  and  universe  are  round." 

After  my  thirty  year  vigil,  I  am  now  convinced  that  in  anaphylaxis,  we 
will  find  such  a  law.  The  first  dawn  came  with  the  announcement  of  the  work 
done  in  the  laboratory  of  Ehrlich  and  the  successful  efforts  of  Rosenau  and 
Anderson.  May  I,  in  passing,  advise  the  young  medical  graduates  who  are 
present,  to  master,  as  soon  as  possible,  all  that  is  at  present  known  upon  this 
subject.  My  conviction  is  that  before  they  have  reached  my  age,  it  will  be 
seen  that  anaphylaxis  is  the  key  to  the  meaning  of  all  that  is  of  lasting  value  in 
inner  medicine. 

Dr.  White  has  shown  us,  on  the  blackboard,  how  digestion  converts  the 
relatively  large  protein  molecules  of  our  food  into  small  and  still  smaller  frag- 
ments. These,  in  the  order  of  their  sizes,  are  known  as  (i)  proteoses,  (2)  pep- 
tones, (3)  polypeptide,  and  (4)  amino  acids.  Each  protein  molecule  contains, 
within  itself,  many  amino  acid  radicals  linked  in  the  larger  and  larger  groups 
here  named.  Somewhere  near  to  the  beginning  of  this  break-up,  intensely 
poisonous  products  appear — the  anaphylotoxins— and  these  have  been  credited 
with  being  the  probable  cause  of  anaphylactic  poisoning.  In  anaphylaxis  due 
to  the  alimentary  absorption  of  protein,  Dr.  White  appears  to  think  that  the 
intact  protein  molecule  cannot  reach  the  circulation  because  of  its  size  and  that 
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the  partly  digested  protein,  as  proteose  or  peptone,  may  be  responsible.  (Here, 
by  way  of  parenthesis,  permit  me  to  add  that  there  is  much  confusion  caused  in 
the  minds  of  those  unfamiliar  with  chemistry,  through  one  speaker,  or  writer, 
using  the  word  "proteid"  in  the  same  sense  as  another  uses  "protein."  A  few 
years  ago,  by  common  agreement,  American  physiologists  and  biochemists 
adopted  resolutions  in  which  all  agreed  to  use  the  word  p-r-o-t-e-i-n  exclusively. 
Proteid  had  become  so  indefinite  in  meaning  that  it  was  dropped  entirely  from 
their  nomenclature.  It  is  still  found  in  the  dictionary  and  still  often  used,  but,  in 
the  interest  of  clear  thinking,  it  ought  to  be  abandoned.  The  word  protein  now 
stands  for  all  that  was  formerly  meant  by  albumins. 

To  resume  again  my  subject,  the  molecules  of  protein,  in  spite  of  their 
largeness,  and  even  entire  bacteria  that  are  still  larger,  do  reach  the  circula- 
tion undigested.  The  leucocytes  have  been  shown  by  Stohr,  MacCallum,  Adami, 
and  others,  to  enter  the  canal  and  carry  into  the  circulation  these  substances. 
The  intense  leucocytoses  that  follow,  within  an  hour  or  so,  every  meal,  indi- 
cates the  possibility  of  its  being  constant.  Why  then  should  anaphylaxis  not 
occur  from  intestinal  protein  ? 

It  does  not  require  much  alimentary  canal  protein  to  produce  anaphylactic 
symptoms  in  herbiverous  animals,  because  of  their  inability  to  speedily  digest 
such  food  down  to  its  amino  acids.  Carniverous  animals,  on  the  contrary,  are 
difficult  subjects  on  which  to  produce  anaphylaxis  in  this  way.  Their  habits  of 
life  make  their  digestion  of  proteins  much  more  complete.  Their  digestion  is  so 
nearly  complete  that  they  are  immune  to  this  form  of  poisoning. 

One  of  the  anomalous  features  of  anaphylaxis  is  the  failure  of  one  protein- 
gelatine — to  be  able  to  produce  it.  Another  strange  frer.k  in  it  is  the  inability  to 
arouse  this  reaction  in  any  pronounced  degree  in  albino  animals  like  the  white 
rat.  Connect  these  two  facts  with  a  third — the  fact  that  tyrosin  is  almost,  or 
wholly  absent  from  gelatine  and  is  present  in  relatively  small  amounts  in  albino 
animals — and  we  are  led  to  suspect  that  there  must  be  some  sort  of  connection 
between  tyrosin — a  constant  constituent  of  practically  all  proteins,  except  gela- 
tine— and  the  symptom  complex  known  as  anaphylaxis.  To  further  learn  that 
the  specific  toxins  abstracted  from  proteins  by  Vaughan  and  his  pupils  contain 
this  substance,  increases  the  suspicion  of  a  connection.  If  I  were  younger  and 
could  retain  my  present  enthusiasm  for  this  subject  it  would  be  a  pleasure  to 
work  this  out  experimentally.  It  is  in  just  such  hints  that  scientific  discoveries 
are  made.  The  anomalies  of  science  are  always  the  index  fingure  of  nature  point- 
ing to  a  new  door.  Theories  drawn  from  one's  inner  consciousness  are  but  "Will 
o'  the  wisps."  Theories  that  take  the  anomalous  facts  and  put  them  with  other 
facts  to  discover  resemblances  within  them,  are  the  theories  that  win  in  sci- 
ence. The  fact  that  tyrosin  is  the  pro-poison  of  protein  from  which  carbolic 
acids  are  produced  by  bacteria  is  another  link  in  this  chain.  The  further  fact 
that  it  is  associated  with  cystin  and  tryptophane,  other  pro-poisons  of  protein 
that  are  missing  in  gelatin,  gives  the  thinking  mind  reason  for  believing  that 
we  have  here  a  "vein"  of  a  new  truth  that  is  worth  following.  Cystin  is  the 
sulphur  holding  protein  of  the  body.  It  is  absent  from  protein  that  cannot  pro- 
duce anaphylaxis.  It  is  present  in  all  proteins  that  do  produce  anaphylaxis.  We 
all  know  something  about  the  choking  effects  of  burning  sulphur  and  of  how  it 
makes  us  gasp  for  breath.  Now,  is  it  not  a  most  remarkable  fact  that  one  of  the 
earliest  symptoms  of  anaphylaxis  is  an  intense  leucopoenia — a  rush  of  leucocytes 
in  great  numbers  to  the  lungs  and  a  gasping  for  breath  of  the  suffering  victim? 
That  every  cell  contains  oxidases  capable  of  converting  sulphur  into  sulphurous 
anhydride  is  well  known.  That  following  {he  immediate  and  first  step  of  di- 
gestion in  which  amino  acids  appear,  oxidations  become  possible,  is  also  well 
known.  Let  the  leucocytes  hydrolyse  the  alien  protein,  and,  within  their  proto- 
plasm undertake  the  oxidation  of  cystin,  what  should  we  expect  the  sulphurous 
anhydride  then  to  do?  Why  wonder  at  an  immediate  leucopoenia?  Under 
similar  circumstances  you  would  imitate  the  victims  of  the  Black  Hole  of  Cal- 
cutta and  rush  for  air.  The  rush  of  the  leucocytes  is  an  effort  on  the  part  of 
nature  to  save  the  animal. 

Another  curious  fact,  among  these  anomalous  sets  of  facts,  is  the  way  in 
which  our  bodily  supplies  of  cystin,  tyrosin,  and  tryptophane — the  pro-poisons 
of  our  bodies — are  distributed.  Our  skins,  and  hair,  that  are  most  exposed  to 
attack  by  parasites,  contain  far  more  of  them  than  do  the  proteins  of  the  in- 
teriors of  our  bodies.  The  sheaths  of  our  nerves,  that  need  extra-protection 
also  contain  more  than  other  interior  parts.  Is  there  no  meaning  to  this?  The 
substances  associated  with  anaphylaxis  most  closely  are  the  very  substances 
that  can  destroy  parasites  when  oxidised  and  the  very  substances  found  exactly 
where  most  needed  to  defend  us  against  parasites.  _  They  are,  likewise,  the 
very  substances  which,  when  oxidised,  we  are  using  daily  as  antiseptics  and  bac- 
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teriacides.  Permit  me  to  commend  these  facts  to  the  consideration  of  you  men 
who  are  at  work  in  pathological  laboratories.  Why  not  try  to  confirm,  by  ac- 
tual experiment,  these  clear-cut  inferences  from  well-known  facts  ? 

There  are  those  who  hold  that  the  so-called  anaphylotoxins,  which  have 
been  obtained  from  partly  digested  proteins,  constitute  the  sole  cause  of  an- 
aphylactic shock.  I  believe  that  this  is  a  mistake.  The  conversion  of  the  pro- 
poisons  into  actual  poisons  is  but  part  of  the  cause.  Another  important  part, 
as  I  view  the  matter,  is  the  autolysis  that  immediately  follows.  There  is  self- 
destruction  among  the  cells.  When  protein  (antigen)  is  introduced  into  the  cir- 
culation in,  say,  the  form  of  a  bacterium,  the  phagocytes  are  made  aware,  chemo- 
tactically,  of  its  presence.  It  is  attacked,  but  how?  The  chitinous  covering  can- 
not be  digested  by  the  same  ferments  as  the  protein.  Its  fat  content  (lipoids) 
cannot  be  digested  by  substances  that  digest  either  chitin  or  protein.  Its  gly- 
cogen content  will  require  quite  other  ferments  than  any  of  the  three  referred 
to.  Its  cellulose  will  need  still  another  digestive  fluid.  Since  the  various  sub- 
stances are,  perhaps,  put  together  in  ways  that  are  likely  to  protect,  the  leucocyte, 
or  other  body  cell  that  may  happen  to  phagocyte,  the  bacterium  will  have  to 
acquire  the  adjustments  to  the  respective  substances.  It  appears  to  me  that  this 
is  why  there  is  always  a  so-called  period  of  incubation.  Such  adjustments  we 
know  are  not  instantaneous  as  a  rule.  In  all  digesting,  there  is  still  another 
thing  to  remember.  No  digesting  is  ever  done  without  the  presence  of  both 
ferment  and  activator.  In  intercellular  digestion,  these  have  been  called,  by 
Ehrlich.  complement  and  amboceptor.  The  complement  is  thermolabile  like  pep- 
sin and  trypsin.  The  amboceptor  is  thermostabile  like  hydrochloric  acid  and 
enterokinase.  In  digesting  a  bacterium,  either  in  the  blood  stream  or  in  the 
interior  of  a  leucocyte,  the  complement  must  contain  the  equivalents  of  a  pepsin, 
trypsin,  amylase,  lipase,  chitinase,  and  cellulase,  in  order  to  be  successful.  There 
must  be  present  amboceptors  for  the  cell-wall  substance,  the  stroma  substance, 
the  proteins,  etc.  Until  our  biochemists  have  unravelled  this  tangle,  we  will  not 
hold  in  our  possession  the  full  secret  of  immunity.  In  the  meantime,  however, 
we  can  see  a  good  reason  for  the  slowness  of  the  period  of  sensitization.  But 
— and  here  is  the  probable  secret  of  the  suddenness  of  the  shock — after  the 
cells  have  acquired  the  habit  of  producing  the  respective  complements  and  am- 
boceptors quickly,  the  second  introduction  of  protein  brings  on  immediate, 
rapid  digestion,  the  sudden  production  of  toxic  substances,  the  autolysis  of 
large  numbers  of  cells,  and  a  still  greater  supply  of  complements  and  ambo- 
ceptors to  the  circulation  thus  hastening  the  destruction.  The  sudden  digestion 
of  many  bacteria,  and  of  a  relatively  large  amount  of  alien  protein,  such  as 
constitutes  their  structure,  releases  from  them  a  relatively  large  amount  of 
toxin  as  well  as  bacteria  produced  amboceptors  that  fit  the  host's  protein  and 
cell  envelopes.  These  amboceptors  link  themselves  upon  the  host's  cells  and 
hasten  their  digestion  and  consequent  destruction,  in  a  way  quite  independent 
of  the  action  of  the  chemical  poisons  released  from  pro-poisons.  That  all  these 
things  take  a  part  in  anaphylaxis  an  analysis  of  the  facts  indicates  and  the  ex- 
perimentors  who  ignore  such  facts,  and  their  obvious  conclusions,  cannot  hope 
to  make  rapid  headway  in  discovery. 

It  has  been  declared  by  competent  investigators  that  the  outer  covering 
of  bacteria  is  chitin,  a  substance  containing  much  glucosamin.  The  latter,  as 
its  name  indicates,  contains  much  glucose  sugar.  We  should  expect  that  the 
hydrolysis  of  this  would  make  the  surfaces  sticky.  Our  cells  excrete  mucus 
that  also  contains  glucosamin.  They,  too,  should  become  sticky  when  hydro- 
lysis is  beginning.  We  know  as  a  fact  that  bacteria  and  cells  agglutinate  as 
small  bodies  with  a  sticky  surface  should.  Our  experimentors  should  take  hold 
of  this  cue  and  show  experimentally  whether  agglutination  is  or  is  not  due  to  a 
chemical  change  that  ought  to  produce  it.  Common  sense  demands  that  cues 
of  this  kind  should  be  the  guides  of  research  workers.  They  make  the  best 
kinds  of  working  hypotheses. 

In  my  study  of  plants  I  have  learned  that  most,  and  perhaps  all,  of  them 
are  protected  by  a  large  number  of  kinds  of  polyphenols— substances  in  which 
the  tyrosin  benzene  radical  is  massed  into  one  large  toxic  molecule.  In  the 
seeds  of  many  familiar  fruits,  such  as  plum,  cherry,  peach,  pear,  apple,  etc.,  such 
a  combination  is  always  present  in  the  glucoside  amygdalin.  Along  with  it  are 
always  present  a  number  of  ferments.  The  moment  that  the  seed  is  injured,  if 
in  a  moist  warm  place  where  bacteria  can  develop,  the  amygdalin  gives  out 
hydrocyanic  acid  and  benzaldehyde.  The  oxidase  converts  the  latter  promptly 
into  benzoic  acid,  a  substance  which  you  all  know  is  a  powerful  destroyer  of 
bacteria.  The  amount  of  these  produced  is  in  direct  proportion  to  the  amount 
of  damage  done  to  the  seed,  under  such  exposure.  Willow  leaves  contain  salicin, 
another  glucoside,  and  injury  here  leads  to  the  production  of  salicylic  acid  by 
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oxidation.  Thousands  of  different  kinds  of  plants  are  protected  by  the  pres- 
ence of  various  kinds  of  glucosides  in  similar  ways.  Sugar  cane  darkens,  if 
cut,  because  its  glucosides  are  being  oxidised  by  their  oxidases,  so  as  to  produce 
bactericides  of  various  kinds.  All  the  alkaloids  are  likewise  polyphenols,  and, 
therefore  chemically  related  to  the  tyrosin  of  all  proteins,  human,  beast,  fish, 
and  plant.  Every  such  substance  is  poisonous  to  us  by  reason  of  our  cells 
carrying  oxidases  in  their  nuclei.  Destruction  of  the  nucleus  is  death  to  the 
cell.  The  chemical  kinship  of  all  these  poisons,  considered  in  connection  with 
the  incredibly  intense  poisonousness  of  every  kind  of  alien  protein,  is,  to  me, 
evidence  of  a  common  use.  They  all  destroy  disease  germs.  Can  it  be  pos- 
sible that  they  exist  as  survivals  within  every  living  thing  because  of  their  power 
of  checking  the  aggressions  of  foes?  No  other  meaning  can  be  conceived.  No 
other  theory  has  been  thought  of  that  can  link  them  together  in  continuity. 
Do  not  lose  sight  of  the  most  significant  fact  in  anaphylaxis.  It  is  always  alien 
protein  that  produces  it.  Dog  protein  will  not  produce  anaphylaxis  in  a  dog. 
Guinea-pig  protein  will  not  produce  anaphylaxis  in  a  guinea-pig.  Rabbit  pro- 
tein will  not  produce  anaphylaxis  in  a  rabbit.  Cross  the  proteins,  however,  by 
injecting  them  into  other  species  than  the  ones  from  which  they  were  taken,  and 
their  intense  destructiveness  immediately  appears  after  the  protective  mechanism 
of  the  digestive  organs  is  eliminated  and  sensitization  is  established.  Every  kind 
of  alien  protein  acts  in  this  way.  No  kind  of  homologous  protein  ever  acts 
thus.  The  proteins  of  plants  behave  as  destructive  agents  just  as  readily  as 
do  those  of  animals.  The  symptoms  of  every  disease  are  anaphylactic  symptoms. 
They  have  proven  to  be  such  in  every  disease  studied  in  relation  to  them.  Tu- 
berculosis gives  the  symptoms  of  anaphylaxis  from  the  proteins  of  the  tubercle 
bacilli.  This  cue  has  been  followed  in  enabling  us  to  diagnose  tuberculosis  in 
cases  too  mild  to  give  other  than  the  anaphylactic  sign.  Lately  Noguchi  has 
proven  that  syphilis  can  be  diagnosed  by  anaphylaxis  much  more  readily  than 
by  any  other  test.  It  is  not  difficult  to  see  that  the  time  is  near  at  hand  when 
every  other  disease  will  be  diagnosed  in  the  same  way,  and  diagnosed  with  such 
certainty  that  our  present  methods  will  be  looked  upon  as  crude,  indeed.  The 
vista  the  subject  opens  to  discovery  is  both  wonderful  and  alluring.  Its  bearings 
upon  therapeutics  are  equally  as  promising  but  to  discuss  these  would  take  us 
too  far  afield. 

May  we  pause  and  ask  how  all  living  nature  came  to  be  linked  together 
in  one  gruesome  bond  of  destructiveness  ?  Why  do  alien  proteins  always  sicken 
or  kill?  Why  do  kindred  proteins  never  do  so?  You  may  make  it  mean  what 
you  please  for  yourselves.  If  scientifically  inclined,  you  will  demand  an  ex- 
planation that  explains.  For  nature  to  have  sifted  and  assorted  the  proteins  in 
this  way  she  must  have  had  some  sort  of  way  of  keeping  them  unmixed.  Ac- 
cording to  evolution  all  living  things  had  their  origin  together  in  some  primi- 
tive form  of  unicellular  organism.  Gradually  with  the  passage  of  time,  they 
diverged  from  each  other  more  and  more  until  in  our  day,  they  present  a  mass 
of  forms  thus  mutually  destructive.  They  began  with  kindred  protein.  They 
end  with  proteins  of  various  degrees  of  alien  nature  toward  each  other.  These, 
when  brought  together  destroy  each  other.  I  am  unable  to  conceive  of  any- 
thing that  could  bring  this  about  other  than  a  struggle  for  existence  and  a  sur- 
vival of  the  fit.  A  Darwinian  explanation  of  disease  as  the  incessant  extermi- 
nator of  every  form  of  life,  gives  me  a  reasonable  answer  to  the  conundrum. 
Every  protein  in  every  animal  body — and  for  that  matter  in  plants  as  well — 
being  devoured  by  bacterial,  protozoan,  and  other  parasites  during  their  whole 
phylogenetic  history  had  to  become  deadly  ,in  order  to  check  the  marauders. 
To  be  free  from  deadliness  to  such  foes  was  to  permit  of  the  organism  contain- 
ing them  being  exterminated.  To  become  anaphylaxis-producing  was  to  save 
the  organism  making  such  a  change.  Every  organism  that  failed  to  become 
anaphylactic  to  alien  organisms  has  been  wiped  from  the  face  of  the  earth,  root 
and  branch.  Nothing  is  left  of  them  because  they  were  not  fit  to  cope  with 
disease,  to  any  degree,  and,  therefore,  quickly  perished.  To  have  reacted  de- 
structively to  their  own  kind  would  have  been  equally  fatal  to  them. 
Dr.  Benjamin  White,  continuing  the  discussion,  said: 
There  is  one  phase  of  anaphylaxis  of  the  greatest  interest  and  importance 
to  practitioners  which  has  not  been  mentioned  to-night,  and  that  is  the  possibil- 
ity of  producing  harmful  effects  by  the  injection  of  antitoxic  sera.  The  greatest 
danger,  paradoxical  as  it  may  seem,  lies  in  the  first  injection,  and  here  it  is  very 
likely  that  the  individual  is  not  normal  as  we  suppose,  but  in  some  way  has 
been  previously  sensitized  to  the  protein  of  the  horse  serum  contained  in  the 
antitoxic  serum.  It  has  been  found  that  individuals  who  show  an  idiosyncrasy 
to  horses  in  the  form  of  what  is  known  as  horse  hay  fever,  or  asthma,  are  un- 
usually hypersensitive  to  antitoxic  serum.    In  some  of  the  fatal  cases  on  rec- 
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ord,  the  patients  were  found  to  have  this  very  marked  idiosyncrasy.  There- 
fore, it  is  of  the  greatest  moment  in  administering  antitoxin  to  learn  whether 
the  patient  exhibits  any  symptoms  of  the  so-called  hay  fever  or  asthma  when 
in  the  presence  of  horses.  Such  cases  should  under  no  circumstances  be 
given  any  antitoxin  containing  any  horse  serum.  It  is  to  be  hoped  that  we  may 
be  able  to  devise  practical  tests  for  determining  the  presence  of  this  kind  of 
sensitiveness  in  individuals  who  require  antitoxin  protection  against  diphtheria 
or  tetanus. 

It  might  be  expected  that  the  second  dose  of  antitoxin  would  be  more 
dangerous  from  an  anaphylactic  standpoint  than  the  first  dose.  It  undoubtedly 
would  be  if  the  second  dose  were  given  after  an  interval  of  ten  to  twelve  days 
or  more,  and  if  it  were  injected  directly  into  a  vein.  However,  in  general  prac- 
tice, the  antitoxin  is  given  at  a  shorter  interval  and  injected  under  the  skin.  We 
do  get  various  toxic  symptoms  which  are  anaphylactic  in  nature,  but  on  account 
of  the  interval  and  on  account  of  the  site  of  the  injection  they  never  reach  the 
acute  stage  and  are  therefore  rarely  little  more  than  disagreeable. 

Dr.  Robert  G.  Eccles  said  that  the  first  authentic  case  of  death  in  a  human 
being,  from  anaphylaxis,  occurred  when  Langerhans  (whose  name  is  probably 
familiar  to  you  from  the  "Islands  of  Langerhans,"  in  the  pancreas,  that  were 
named  for  him)  was  testing  diphtheria  antitoxin.  Unfortunately  for  him  the 
victim  was  his  only  son. 

Dr.  Louis  Faugeres  Bishop,  of  Manhattan,  in  discussion,  said: 

I  am  not  in  any  sense  prepared  to  speak  about  antitoxins  or  practical 
bacteriology,  but  I  think  that  this  wonderful  discussion  has  a  very  profound 
bearing  upon  general  medicine  and  a  particular  bearing  on  the  so-called  auto- 
intoxications and  causes  of  cardiovascular  disease. 

I  am  very  fond  of  reading  chemistry  though  I  have  no  opportunity  of 
doing  analyses  and  have  changed  my  theory  of  diet  in  the  last  two  years.  I  was 
a  great  advocate  with  Dr.  Cornwall  of  the  low-protein  diet  in  cardiovascular 
disease,  but  by  the  consideration  of  anaphylaxis  idiosyncracies  and  the  recent 
work  on  the  amino-acids,  I  have  been  converted  from  a  low-protein  diet  man 
to  a  few-protein  diet  man.  So  many  proteins  under  unfavorable  conditions  do 
so  much  harm  that  I  think  a  great  many  sick  people  are  much  safer  when  they 
deal  with  few  proteins.  In  other  words,  we  have  this  to  think  of,  that  diet  is 
not  merely  a  quantitative  matter,  so  even  a  low-protein  diet  is  not  always  safe. 
I  believe  the  "few-protein"  diet  is  the  solution.  Dr.  Chittenden  proved  he  could 
carry  animals  through  several  generations  on  a  single  protein.  People  get  along 
very  well  on  few  proteins  or  even  a  single  protein.  Dr.  Haig,  forty  years  ago, 
began  to  get  marvelous  results  from  treating  "gouty  people"  by  cutting  out 
eggs,  fish  and  meat,  and  giving  them  cheese  and  bread  and  butter  and  vege- 
tables. From  personal  experience,  I  may  cite  the  case  of  a  physician  from 
Florida.  He  was  suffering  from  a  low  blood  pressure  and  asthmatic  symptoms, 
and  on  a  diet  consisting  of  all  the  bread  and  butter  he  wanted,  vegetables  and 
cheese,  and  cutting  out  meat,  fish  and  eggs,  in  two  weeks  was  feeling  much 
better. 

There  is  one  element  which  has  not  been  considered  sufficiently,  and  that 
is  the  liver.  It  has  undoubtedly  much  to  do  with  the  chemical  condition  of  the 
blood  stream.  It  undoubtedly  is  the  organ  often  at  fault  in  people  who  suffer 
from  foreign  protein  poisoning. 

Dr.  Edward  E.  Cornwall,  said  that  he  would  be  pleased  if  Dr.  Bishop 
would  tell  them  just  what  he  meant  by  the  "low  protein"  diet,  which  he  ac- 
cused Dr.  Cornwall  of  advocating,  and  by  the  "few  protein"  diet,  which  he 
said  he  favored. 

Dr.  Bishop  replied : 

In  answer  to  Dr.  Cornwall's  request,  I  would  say  I  mean  by  the  few- 
protein  diet,  allowing  a  person  as  much  as  they  desire  except  eggs,  fish,  meat 
and  meat  soups,  urging  the  free  use  of  cheese.  Then  when  he  gets  better  add- 
ing one  protein  at  a  time,  for  instance,  chicken. 

I  have  one  patient  in  whom  I  traced  his  cardiovascular  disease  to  a  fish 
diet.  He  was  the  business  manager  of  a  very  prominent  resort  on  the  New 
Jersey  coast  and  had  eaten  to  excess  of  the  fresh  fish  at  his  door.  He  had 
cardiovascular  disease  and  high  blood  pressure,  but  made  a  good  recovery  when 
I  cut  out  his  eggs,  fish  and  meat,  but  I  never  let  him  go  back  to  fish,  because  I 
believe  that  his  trouble  came  from  fish.  If  we  can  find  out  what  people  have 
been  eating  that  has  harmed  them,  I  think  we  may  be  able  to  do  something  for 
them. 

There  are  fifty  amino-acids  which  are  pretty  well  known,  identified  and 
analysed,  so  we  are  pretty  sure  of  them,  and  I  believe  the  fewer  you  get  into  the 
system  the  less  apt  you  are  to  have  heart  trouble. 
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The  low  protein  diet  consists  in  keeping  the  diet  down  to  a  minimum  of 
50-75  grams  of  protein  a  day,  that  is,  keeping  it  down  quantitatively.  The  few- 
protein  diet  is  keeping  it  correct  qualitatively  but  allowing  as  much  as  is  wanted 
of  selected  proteins. 

Dr.  Edward  E.  Cornwall,  continuing  the  discussion,  said: 

I  desire  to  say  just  a  word  to  clear  up  what  seems  to  be  a  misunderstanding 
on  the  part  of  Dr.  Bishop.  I  have  never  advocated  anything  that  could  prop- 
erly be  called  a  "low  protein"  diet,  which  term  means,  if  it  means  anything,  a 
diet  in  which  the  protein  ration  is  less  than  what  the  body  requires.  In  none  of 
the  diets  which  I  have  recommended,  either  for  cardiovascular  disease,  or 
chronic  putrefaction  toxemias,  or  typhoid  fever,  is  a  protein  ration  advocated 
other  than  one  which  supplies  the  best  nutrition  under  the  circumstances,  the 
one  which  gives  the  most  nutrition  with  the  least  damage  to  the  crippled  or- 
ganism. That  ration  is,  of  course,  as  near  the  minimum  health  ration  as  it  is 
possible  for  the  patient  to  take.  I  hold  it  to  be  a  first  principle  in  therapeutics, 
indeed  an  axiom,  that  the  diet  of  any  one  whose  body  is  weakened  by  disease, 
should  be  so  regulated  that  the  extracting  from  his  food  of  the  proper  nutriment, 
and  the  management  and  discharge  of  the  by-products  of  his  food  and  of  the 
waste  products,  can  be  accomplished  with  the  least  possible  disturbance  of  his 
body,  which  needs  all  of  its  extra  strength  for  its  struggle  with  the  adverse 
conditions  in  which  it  finds  itself.  When  the  reserve  capacity  belonging  to 
health  for  managing  excess  of  food  is  taken  away  by  disease,  every  bit  of  food 
more  than  the  body  absolutely  needs  or  can  manage  adds  to  the  burden  of  the 
disease ;  and  this  is  especially  the  case  with  protein,  whose  elimination  depends 
largely  on  the  liver  and  kidneys.  Besides  insisting  that  the  quantity  of  food 
should  be  kept  as  near  the  minimum  health  ration  as  possible,  I  have  empha- 
sized the  fact  that  the  articles  composing  that  ration  should  be  those  which 
the  crippled  body  can  manage  most  easily,  which  means,  among  other  things, 
articles  whose  protein  is  most  free  from  purin  and  least  putrefiable. 

The  question,  what  is  the  minimum  health  ration,  is  one  whose  answer  is 
not  plainly  in  view.  Investigators  of  this  subject  have  not  reached  the  same 
conclusions.  Atwater  puts  the  protein  ration  for  a  healthy  adult  of  average 
size  and  weight,  at  about  100  grams  per  diem,  and  the  fuel  ration  at  3,000  cal- 
ories ;  but  Chittenden  puts  them  at  about  half  those  amounts.  I  have  made 
some  investigations  in  this  field,  by  measuring  the  food  of  people  in  different 
conditions  for  considerable  periods,  and  have  reached  conclusions  which  do 
not  agree  with  either  of  the  two  men  quoted.  My  most  extensive  single  obser- 
vation was  made  on  a  man  aged  forty-seven,  weighing  about  one  hundred  and 
fifty  pounds,  who  lead  a  life  of  moderate  activity,  taking  care  of  a  small  hab- 
erdashery store:  an  accurate  quantitative  record  of  all  the  food  which  he  ate 
during  a  continuous  period  of  three  hundred  and  sixty-five  days,  showed  that 
the  average  daily  amount  of  protein  taken  by  him  was  about  68  grams,  and  the 
average  daily  fuel  value  of  his  food  was  about  twenty-one  hundred  calories. 
This  man  was  on  a  restricted  diet,  and  the  variety  and  attractiveness  of  his 
food  was  not  so  great  as  to  tempt  him,  one  would  think,  to  eat  much  more  than 
here  really  needed,  so  there  is  reason  to  believe  that  this  was  approximately 
his  minimum  health  ration;  for  he  gained  three  pounds  in  weight  during  the 
year,  and  was  in  better  general  condition  at  the  end  of  it  than  at  the  beginning. 
Other  observations  have  given  me  results  not  far  removed  from  those  obtained 
in  the  case  mentioned.  The  opinion  which  I  have  been  led  to  adopt  regarding 
the  minimum  health  ration  for  the  average  person  at  light  work  is,  that  it 
should  contain  not  far  from  sixty-five  grams  of  protein  and  should  have  a  fuel 
value  of  about  twenty-two  hundred  calories ;  and  for  such  a  person  resting 
quietly  in  bed,  the  fuel  ration  should  be  probably  not  far  from  sixteen  hundred 
calories. 

The  importance  of  avoiding  excess  of  protein,  and  especially  of  the  more 
difficult  to  manage  protein  (e.  g.,  putrefiable  protein,)  in  conditions  of  dis- 
ease, has  had  light  thrown  on  it  by  the  discussion  on  anaphylaxis  to  which  we 
have  listened. 

Dr.  M.  F.  DeLorme  stated  that  he  would  like  to  ask  Dr.  White  if  he  has 
any  information  as  to  the  action  of  typhoid  vaccine  in  those  cases  that  have 
previously  had  typhoid  fever.  Is  there  any  evidence  that  we  have  had  anaphy- 
laxis from  administration  in  these  cases? 

Dr.  Louis  C.  Ager,  stated  that  he  did  not  wish  to  introduce  any  foreign 
element  into  the  discussion,  but  that  we  must  not  lose  sight  of  the  fact  that, 
clinically,  we  may  have  a  somewhat  similar  train  of  symptoms  from  other 
things  than  proteins. 

He  knew  of  a  family  in  which  there  were  three  women  who  were  absolutely 
poisoned  by  a  small  amount  of  sugar,  not  enough  to  produce  a  fermentation. 
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Even    a  few  grains  of  sugar  administered  without  their  knowledge  will  produce 
severe  nausea  and  malaise.    That  must  be  due  to  something  else  than  these 
protein  matters  of  course,  but  yet,  clinically,  we  get  the  same  train  of  symptoms. 
Dr.  Frank  B.  Cross,  in  discussing  the  subject,  said: 

In  the  past  year,  there  appeared  from  Johns  Hopkins  Hospital  an  account 
of  a  skin  test  in  relation  to  the  use  of  diphtheria  antitoxin.  We  have  had  at 
the  Methodist  Episcopal  Hospital  in  the  last  year  two  small  outbreaks  in  the 
Children's  Ward  and  among  the  nurses,  of  diphtheria.  There  seemed  to  be  in 
immunizing  the  school  of  eighty-six  nurses  an  opportunity  to  test  this  reaction. 
The  reaction  was  applied  in  the  same  manner  as  the  Von  Pirquet,  with  two 
controls  and  a  point  of  inoculation  with  the  diphtheria  antitoxin. 

It  was  interesting  in  the  eighty-six  cases  to  observe  two  cases  which 
showed  marked  local  symptoms  and  in  whom  we  could  anticipate  a  moderate 
degree  of  anaphylaxis.  The  immunizing  dose  used  throughout  the  school  was 
1,300  units.  These  two  cases  lived  up  to  expectation  and  of  the  eighty-six 
cases,  showed  the  most  marked  reaction  to  the  antitoxin. 

Dr.  Tasker  Howard  stated  that  he  would  like  to  ask  Dr.  Cross  to  what 
practical  use  he  can  put  that  interesting  test,  if  it  takes  two  or  three  days  to 
find  out  whether  a  person  is  sensitive  to  horse  serum. 

Dr.  Cross,  in  answer  to  Dr.  Howard's  question,  said  that  the  method  would 
have  no  application  except  in  immunizing.  Therapeutically,  of  course,  it  was 
not  to  be  applied  at  all,  but  in  immunizing,  when  there  was  a  margin  of  safety 
in  waiting,  the  method  would  perhaps  suggest  itself. 

Dr.  Benjamin  White,  in  closing  the  discussion,  said : 

Answering  Dr.  LeLorme's  question  concerning  the  reaction  given  by  va- 
rious individuals  to  typhoid  vaccine,  I  would  say  that  we  have  no  very  definite 
knowledge.  Major  Russell  finds  that  a  great  many  normal  individuals  show 
some  local  or  general  reaction  after  the  injection  of  typhoid  vaccine.  Indi- 
viduals who  have  had  typhoid  fever  some  time  during  their  lives  do  not  as  a 
rule  show  any  greater  sensitiveness  than  do  normal  individuals.  From  a  the- 
oretical viewpoint,  we  should  expect  that  such  individuals  would  show  an  ac- 
celerated reaction,  but  this  is  not  always  the  case. 
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The  President,  Albert  M.  Judd,  M.D.,  in  the  Chair. 

Cesarean  Section  for  Contracted  Pelvis, 

Dr.  A.  M.  Judd  reported  the  following  case: 

Patient  sent  in  to  Dr.  Judd's  service  at  the  Kings  County  Hospital  about 
six  days  ago.  She  had  been  under  the  care  of  her  family  Doctor,  in  labor, 
from  Friday  until  Monday.  Monday  morning  the  physician  applied  forceps  in  an 
attempt  to  deliver  the  child. 

The  patient  was  seen  by  Dr.  Judd's  assistant  about  3.30  o'clock  Monday 
afternoon,  and,  from  his  description  of  the  case,  with  a  true  conjugate  of  only 
2  4-5  inches  and  other  measurements  in  proportion,  Dr.  Judd  decided  that  more 
harm  would  be  done  the  mother  by  embryotomy  than  by  a  Cesarean  section.  Dr. 
Judd,  therefore,  performed  the  Cesarean  section  about  5.30  o'clock  last  Monday 
afternoon.  The  baby  showed  the  marks  of  the  forceps  in  an  immense  contusion 
over  the  left  cheek.  No  breakage  of  bones  or  fracture  of  the  superior  maxilla 
could  be  made  out,  but  the  baby  lived  only  twenty-four  hours  after  delivery.  He 
saw  the  mother  the  next  morning  and  she  appeared  in  most  excellent  condition. 

On  Wednesday  morning,  Dr.  Judd  was  called  out  early  to  see  the  patient 
who  was  thought  to  have  gone  into  collapse  from  internal  hemorrhage.  He 
found  her  in  collapse  and  he  immediately  opened  the  abdomen,  although  she 
was  very  near  death  at  the  time.  It  was  found  that  the  patient  had  died  of 
peritonitis. 

In  closing  the  uterus,  Dr.  Judd  used  only  plain  gut  No.  2,  no  chromic  gut 
at  all.  Some  of  the  gentlemen  who  witnessed  the  operation  did  not  approve  of 
this  method  of  closing  the  uterus.  However,  when  the  abdomen  was  reopened, 
the  wound  in  the  uterus  was  absolutely  closed  and  the  sutures  of  plain  catgut 
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had  absolutely  held,  showing  that  there  is  no  necessity  for  using  chromic  gut  in 
such  cases.  Dr.  Judd  has  used  this  plain  gut  a  number  of  times  and  has  never 
had  any  trouble.    Most  of  the  men  are  using  chromic  gut. 

Cesarean  Section  with  a  Live  Child  after  the  Death  of  the  Mother. 

Dr.  A.  M.  Judd  reported  a  case  as  follows : 

About  10.35  P-  Mv,  on  April  nth,  another  waiting  patient  brought  the 
patient  from  Ward  17,  one  floor  above,  to  the  front  hall  leading  to  the  Maternity 
Ward  and  called  the  nurse  in  charge  of  the  Maternity  Ward.  When  the  nurse 
in  charge  reached  the  main  hall,  she  found  this  patient  standing  alone,  not  being 
helped  by  the  other  patient,  and  gagging.  The  two  helped  the  patient  to  the 
delivery  room.  She  was  helped  upon  the  table  and  the  House  Obstetrician  was 
called. 

As  soon  as  she  was  placed  upon  the  table,  the  patient  turned  blue,  frothed 
at  the  mouth,  turned  and  twisted  on  the  table,  gasping  and  pouring  froth  of  a 
pale  pink  color  from  the  mouth.  Eight  ounces  of  thin  fluid  was  collected  from 
this  froth  afterwards.  At  this  time,  the  nurse  states  that  the  pulse  was  of  good 
quality. 

The  House  Obstetrician  was  on  the  scene  within  five  minutes.  He  found 
the  patient  cyanotic  with  this  froth  flowing  from  the  mouth  and  nose,  the  pulse 
was  irregular,  slow,  weak,  poor  in  volume  and  of  low  nressure.  Camphor  five 
grains,  atropine  gr.  1-100,  strychnine  sulphate  gr.  1-20  and  oxygen,  were  ad- 
ministered. The  pulse  rapidly  grew  weaker  and  more  irregular,  the  respira- 
tions more  infrequent  and  within  five  minutes  of  the  time  of  the  arrival  of  the 
House  Obstetrician,  the  patient  was  dead.  Just  previous  to  the  death,  he  at- 
tempted to  reach  Dr.  Pfeiffer  or  Dr.  Slaughter,  my  associates,  on  the  telephone. 
After  communication  with  me,  he  was  instructed,  if  they  were  sure  of  death, 
to  go  into  the  abdomen  and  deliver  the  child.  This  the  House  Obstetrician  did 
and  recovered  a  live  child. 

Dr.  Judd  stated  that  this  was  the  first  case  in  his  personal  experience  of 
Cesarean  section  resulting  in  a  living  child  after  the  death  of  the  mother. 

We  were  unable  to  obtain  an  autopsy  on  this  case,  but  the  probable  cause  of 
death  was  pulmonary  embolism. 

Dr.  F.  C.  Holden  said  that  Davidson  of  New  York,  has  performed  some 
Cesareans  in  women  when  the  child  was  known  to  be  dead,  the  idea  being  that 
there  is  less  traumatism  to  the  uninfected  woman  from  doing  a  Cesarean  than 
in  doing  a  macerating,  eviscerating  operation  on  a  child  with  a  large  head.  In 
this  case,  the  question  comes  up  as  to  when  we  shall  or  shall  not  operate  on 
these  cases.  Peterson  has  taken  up  this  matter  and  he  for  one  would  have 
refused  to  do  this  operation.  It  is  the  reporting  of  such  cases  which  gives  us 
statistics. 

Dr.  A.  A.  Hussey  said  he  felt  that  the  operator  should  not  allow  the  fact 
that  the  baby  is  alive  to  lead  him  to  venture  too  much  on  its  behalf,  because 
these  babies  "that  have  been  handled  rather  roughly  in  an  attempted  forceps  de- 
livery, very  rarely  live,  and,  if  they  do  live,  would  better  have  died  because  they 
have  traumatism  of  the  brain.  In  deciding  between  operation  from  above  and  a 
craniotomy,  unless  the  true  conjugate  is  2  1-2  inches  or  under,  making  a  crani- 
otomy absolutely  contraindicated,  it  will  be  much  safer  to  do  a  craniotomy,  even 
if  the  baby  were  alive.  If  Dr.  Hussey  were  forced  to  do  a  Cesarean  under  such 
circumstances,  he  would  follow  tht  Cesarean  with  a  hysterectomy 
feeling  that  by  so  doing,  he  would  avoid  to  some  extent  the  danger  of  complica- 
tion from  which  the  patient  dies.  He  saw  one  such  case,  operated  on  by  a 
friend,  die  under  very  similar  circumstances  as  those  detailed  by  Dr.  Judd.  The 
woman  had  been  in  the  hands  of  a  midwife  and  Dr.  Hussey  very  foolishly  ad- 
vised his  friend  to  do  a  Cesarean  which  he  did,  the  patient  dying  within  forty- 
eight  hours  with  symptoms  of  acute  peritonitis.  A  similar  case  operated  on  by 
the  same  man  some  two  years  later,  followed  by  hysterectomy,  recovered.  She 
was  probably  even  in  worse  condition  than  the  first  case. 

Dr.  George  McNaughton  said  the  question  of  abdominal  operation  or  of 
craniotomy  and  of  following  the  Cesarean  by  a  hysterectomy  would  have  to 
be  decided  in  each  individual  case.    A  general  rule  could  not  be  formulated. 

Dr.  J.  O.  Polak  said  he  thought  a  Cesaro-Porro  operation  was  the  proper 
treatment  for  such  a  case. 

Spontaneous  Rupture  of  the  Uterus. 

Dr.  J.  O.  Polak  reported  a  case  as  follows: 

Patient,  24  years  of  age,  always  more  or  less  anemic  and  an  invalid ;  mar- 
ried four  years  ago.    One  year  after  marriage,  had  a  six  months'  miscarriage 
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of  a  dead  fetus  followed  by  sepsis.  Was  curetted  and  confined  to  her  bed  six 
months  with  a  protracted  infection,  the  exact  form  of  which  is  not  known. 

She  became  pregnant  five  months  ago,  and,  outside  of  vomiting  of  preg- 
nancy, nothing^  unusual  happened  until  three  weeks  ago  Sunday,  when  ex- 
cruciating uterine  pain  occurred.  No  blood  shown.  Was  seen  by  several 
physicians  and  diagnosed  as  a  threatened  abortion.  Was  examined  under  an  an- 
esthetic by  Dr.  Rayfield  on  Tuesday.  Pulse  120,  red  blood  cell  count  of  three 
million,  hemo-globin  70  per  cent.,  temperature  one  hundred  and  a  fraction  by 
the  rectum.  Abdomen  tense,  sensitive  and  distended.  Showed  marked  evidence 
of  shock  after  the  ambulance  ride  to  the  hospital,  and  received  hypodermic  of 
morphine.  Just  before  entrance  to  hospital  had  intense  abdominal  pain  of  two 
distinct  types,  one  referred  to  the  uterus  similar  to  colic  or  uterine  contraction, 
the  other  general  abdominal  pain  associated  with  peritoneal  irritation.  Some 
dulness  in  the  flanks  on  Saturday.  She  was  in  such  bad  condition  that  it  was 
considered  best  to  leave  her  alone.  She  received  large  doses  of  anodyne.  Blood 
count  the  first  day  showed  a  diminution  of  200,000  red  cells,  the  second  day 
another  diminution  and  the  hemoglobin  dropped  from  75  to  60  per  cent.  The 
diagnosis  seemed  to  lie  between  ectopic  pregnancy,  an  accidental  hemorrhage 
from  the  separation  of  the  placenta  and  a  ruptured  uterus,  with  the  probabili- 
ties in  favor  of  separation  of  the  placenta. 

On  Sunday  morning,  Dr.  Polak  anesthetized  her  and  made  an  anterior  in- 
cision and  got  black  blood  which  seemed  to  confirm  the  diagnosis.  His  finger 
introduced  into  the  uterus,  passed  through  the  uterus  into  the  peritoneal  cav- 
ity. He  then  opened  the  abdomen  and  removed  the  uterus  which  showed  spon- 
taneous rupture  through  an  old  currettage  perforation  with  no  rupture  but  a 
distinct  dilitation  of  the  ring  at  the  point  of  rupture.  The  fetus  was  underneath 
the  liver  and  still  attached  to  the  placenta  by  the  cord  and  the  perforation  evi- 
dently had  taken  place  during  her  time  in  the  hospital,  because  Dr.  Rayfield 
found  her  uterus  at  the  umbilicus  during  examination  under  an  anesthetic  and 
Dr.  Polak  found  it  at  that  point  on  Friday.  On  Sunday,  the  uterus  was  a  dis- 
tinct small,  hard,  ball-like  mass. 

Patient  is  now  sitting  up  and  doing  very  nicely. 

Dr.  Rayfield  said  that  when  he  saw  the  patient,  there  were  no  evidences 
of  internal  hemorrhage.  Her  pulse  was  never  more  than  105  and  was  06  when 
he  saw  her.  Her  temperature  was  101  degrees  and  a  fraction.  The  cervix  was 
hard  with  no  dilatation  of  the  external  os. 

Dr.  Rayfield's  diagnosis  was  a  peritoneal  irritation  of  some  sort. 

Dr.  R.  H.  Pomeroy  said  it  did  not  appear  to  him  that  a  perforation,  even  if 
infection  had  occurred,  would  leave  a  condition  of  this  kind.  A  hypothetical 
explanation  might  be  that  the  history  of  the  previous  septicemia  involved  a  pos- 
sible abscess  in  the  wall  of  the  uterus  which  might  have  left  a  thin,  scarred 
section  of  the  uterine  wall. 

Dr.  J.  O.  Polak  said  he  had  operated  on  three  cases  which  were  sup- 
posed to  have  had  mural  abscesses  at  some  previous  time;  one  two  years,  one 
six  months  and  one  a  year  afterwards,  and  in  each  of  these  cases,  there  was  a 
weak  uterine  wall,  but  the  omentum  was  absolutely  adherent  to  that  and  cov- 
ered the  entire  surface  of  the  uterine  wall  at  the  point  of  the  previous  infec- 
tion.  In  this  case,  there  were  absolutely  no  intra-abdominal  adhesions. 

Dr.  C.  R.  Hyde  narrated  a  case  which  had  evidently  had  a  uterine  tear  dur- 
ing labor.  Delivery  was  normal,  except  for  shock.  For  eight  months  after  de- 
livery, she  had  a  uterine  hemorrhage  every  month.  Operation  was  advised 
when  it  was  found  that  the  sigmoid  was  adherent  to  the  posterior  surface 
of  the  uterus.  Dissecting  this  away,  a  large  rent  was  discovered  in  the  pos- 
terior uterine  wall,  a  uterine  fistula.  After  freshening  the  edges,  the  opening 
was  closed  and  Lemberted  over.  The  probable  reason  for  the  hemorrhages  was 
that  the  uterus  could  not  contract  properly,  because  of  the  presence  of  the  fis- 
tula. It  was  a  constant  source  of  irritation  to  the  uterus.  The  cervix  kept 
well  open  all  the  time,  admitting  one  finger. 

Ovarian  Ectopic  Gestation. 

Dr.  R.  H.  Pomeroy  reported  a  case  as  follows : 

Patient,  41  years  old,  married  less  than  a  year,  no  previous  history  of 
pelvic  disturbance. 

Had  become  unwell  at  the  proper  time,  but  had  been  flowing  moderately 
something  over  two  weeks,  with  no  pain.  Dr.  Pomeroy  kept  her  in  bed  two 
weeks  longer  with  viburnum  but  no  opiates.  Flow  stopped  in  the  fourth  week 
after  remaining  in  bed  and  patient  got  up  and  went  about.  After  two  weeks, 
began  to  flow  again.  Examination  at  the  termination  of  the  first  period  of  flow- 
ing practically  showed  no  point  for  diagnosis  except  that  the  uterus  was  not 
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as  movable  as  would  be  expected.  On  examination  three  weeks  later,  shortly- 
after  the  beginning  of  the  second  flow,  the  fundus  was  somewhat  enlarged  and 
the  uterus  still  not  as  movable  as  it  should  be.  After  she  flowed  several  days, 
an  exploratory  curettment  was  performed  which  revealed  nothing  in  the 
uterus,  not  even  decidua.  With  the  patient  under  an  anesthetic,  there  ap- 
peared to  be  a  mass  to  the  left  of  the  uterus.  There  was  no  free  blood  in  the 
posterior  cul-de-sac.  On  opening  the  adbomen  to  investigate  the  nature  of  the 
mass,  there  appeared  distinct  evidence  of  an  old  pelvic  peritonitis,  i.  e.,  dense  ad- 
hesions with  the  sigmoid  adherent  over  the  mass  to  the  left  side.  After  grad- 
ually separating  them,  a  large  hematoma  of  the  ovary  was  extracted,  together 
with  the  tube  leading  right  down  to  it.  The  other  ovary  was  normal,  but  the 
tube  was  an  old  hydrosalpynx.  On  opening  the  left  tube,  it  was  found  to  con- 
tain no  blood,  the  hemorrhage  being  entirely  limited  to  the  ovary.  The  exami- 
nation of  the  contents  of  the  tube  and  ovary  by  Dr.  F.  A.  Hulst  demonstrated 
that  evidence  of  a  pregnancy  was  present  in  the  ovary.  Special  note  should  be 
made  of  the  total  absence  of  pain  in  the  clinical  history  of  the  case,  essentially 
differing  from  the  colicy  pain  classically  associated  with  tubal  pregnancy. 

Discussion. 

Dr.  J.  D.  Polak  stated  that  many  members  of  the  Society  had  made  the 
diagnosis  at  the  operating  table  of  ectopic  gestation  and  later  found  that  the 
pathologist  said  the  case  was  not  an  ectopic.  Dr.  Hofmeier  makes  the  state- 
ment that  the  reason  for  this  is  found  in  the  fact  that  the  chorionic  villi  are 
absorbed  in  the  presence  of  blood. 

Diagnosis  of  Extra-Uterine  Pregnancy. 

Dr.  Philipp  Manecke  read  a  paper  with  the  above  title  (see  page  477). 

Discussion. 

Dr.  George  McNaughton  said  that  the  ovum  might  become  fertilized  any- 
where in  the  tract  either  in  the  uterus  or  in  the  tube,  and,  for  some  reason,  if  it 
becomes  fertilized  in  the  tube,  something  interferes  with  its  passage  into  the 
uterus,  then  it  constitutes  a  tubal  pregnancy.  What  that  something  is  which  in- 
terferes is  not  known,  but  Dr.  McNaughton  looks  upon  it  as  an  accident  in  a 
large  number  of  cases.  It  is  known  that  the  ovum  can  live  a  considerable  time 
after  it  is  thrown  off.  It  is  also  known  that  the  spermatozoa  can  live  a  con- 
siderable time  in  the  female. 

About  five  or  six  weeks  after  the  last  regular  menstruation  is  the  usual 
time  for  an  extra-uterine  pregnancy.  In  a  large  number  of  cases  if  the  history 
is  inquired  into,  it  will  be  found  that  the  patient  did  have  subjective  symptoms 
to  a  considerable  extent,  and  in  the  majority  of  cases,  the  rupture  occurred  at 
that  time.  When  there  is  a  subligamentous  distension,  it  will  be  found,  as  dem- 
onstrated many  years  ago  by  Dr.  Byrne,  that  any  distension  of  the  broad  liga- 
ment will  draw  the  uterus  upward  and  forward  with  very  few  exceptions.  He 
proved  this  by  making  injections  into  the  broad  ligament.  The  uterus  will  be 
placed  quite  close  to  the  symphysis  in  these  cases. 

A  tubo-ovarian  abscess  or  a  tubo-salpyngitis  are  difficult  conditions  to 
diagnose,  because  they  are  so  often  accompanied  by  a  disturbance  of  men- 
struation. Dr.  McNaughton  said  he  had  found  himself  at  fault  in  several  in- 
stances, in  one  of  which  he  made  a  diagnosis  of  interstitial  pregnancy  and 
the  pregnancy,  if  it  did  exist,  was  very  unwelcome  to  the  patient,  and,  after 
holding  her  as  long  as  he  could  under  observation,  she  visited  a  New  York 
physician  who  did  an  abortion  and  she  had  a  twin  pregnancy. 

Another  class  of  cases,  Dr.  McNaughton  had  trouble  with  was  a  deposit 
of  small  fibroids  in  the  body,  complicating  pregnancy.  In  one  case  of  undoubted 
pregnancy,  a  mass  was  felt  by  palpation  and  it  was  supposed  that  this  could 
be  removed  through  the  vagina.  As  a  little  pressure  was  made  on  it,  out  popped 
the  fetus  from  the  left  side  of  the  vagina.  That  patient  had  a  split  uterus  and 
a  double  vagina  and  her  pregnancy  had  occurred  on  the  other  side  and  was  de- 
livered on  the  other  side  of  the  vaginal  partition  and  all  examinations  had  been 
made  through  the  non-pregnant  side. 

The  favorable  time  to  make  the  diagnosis  of  an  ectopic  pregnancy  is  at 
the  time  of  the  first  rupture  which  occurs  within  two  to  six  weeks,  and  even 
after  three  months,  a  careful  investigation  will  usually  bring  out  the  symptoms 
of  this  rupture. 

Dr.  C.  R.  Hyde  said  most  of  the  advance  in  the  last  six  years  has  been  in 
the  treatment  of  ectopic  pregnancy.  In  the  diagnosis,  the  profession  stands  about 
as  it  did  six  years  ago.    Much  has  been  said  and  written  about  the  diagnosis  of 
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ectopic  pregnancy,  but  gynecologists  continue  to  make  as  many  mistakes  as  ever. 
In  one  case  in  which  a  diagnosis  of  enlarged  ovary  was  made,  an  ectopic  preg- 
nancy was  found  on  operation.  A  very  careful  study  of  the  history  of  this  case 
after  operation  revealed  nothing  which  would  lead  to  the  diagnosis  of  ectopic. 

A  woman  was  riding  on  the  subway  when  taken  with  excruciating  pains  in 
the  left  side.  She  fainted,  was  taken  out  and  sent  home.  The  doctor  saw 
her  and  made  a  diagnosis  of  ectopic  gestation.  She  was  sent  to  the  hospital  and 
Dr.  Hyde  found  her  in  good  condition.  She  gave  a  fairly  good  history  of  rup- 
tured ectopic.  Under  ether,  examination  showed  a  patulous  cervix  with  slight 
hemorrhage,  a  movable  uterus,  nothing  in  either  fornix.  It  was  an  uterine  preg- 
nancy, and  a  curettage  brought  out  a  large  amount  of  placental  tissue.  It  was 
simply  an  ordinary  miscarriage,  and  yet  the  patient  had  given  all  the  symptoms 
of  ectopic. 

Dr.  J.  O.  Polak  said  he  believed  with  Dr.  Hyde  that  mistakes  are  made 
by  all,  but  he  believed  with  Dr.  McNaughton  that  the  mistakes  are  due  to  care- 
lessness. In  looking  back  over  his  cases,  where  he  has  made  mistakes  in  diag- 
nosis of  ectopic  pregnancy,  Dr.  Polak  stated  that  in  almost  every  one,  with  a 
few  exceptions,  the  diagnosis  was  on  the  face  of  the  case,  if  he  had  only  looked 
at  it. 

Dr.  Polak  said  he  had  never  found  much  diagnostic  value  in  the  decidua. 
He  believed  that  the  most  valuable  point  in  establishing  the  diagnosis  of  ectopics 
is  the  full  elucidation  of  the  history.  There  is  hardly  a  case,  with  some  very 
few  exceptions,  that  does  not  give  a  definite  history  of  primary  rupture  and  a 
definite  history  of  the  most  anomalous  or  postponed  or  prolonged  menstruation. 
A  very  celebrated  gentleman  in  another  city  who  has  done  more  to  favor  the 
delayed  operation  than  any  other  man  in  this  country,  when  asked  for  the 
symptom  which  he  put  the  greatest  stress  on,  said  the  important  detail  of  the 
history  was  metrorrhagia. 

Dr.  Polak  cited  a  case  in  his  service  at  the  Jewish  Hospital  who  had 
skipped  her  period  ten  days,  then  had  metrorrhagia,  for  which  she  was  curetted 
and  discharged  and  the  metrorrhagia  continued.  She  entered  the  Jewish  Hos- 
pital six  weeks  later  with  a  well  defined  mass.  She  was  opened  and  an  ectopic 
found. 

In  regard  to  the  character  of  the  tumor  of  the  unruptured  ectopic,  Dr. 
Manecke  said  it  was  not  particularly  sensitive.  Dr.  Polak,  on  the  other  hand, 
said  he  knew  of  no  tumor,  which  is  more  sensitive  without  exudate  than  a  tube 
which  is  pregnant  with  an  ectopic,  so  much  so  that  that  tube  long  before  it  is 
ruptured  by  the  erosion  of  the  ovum,  causes  a  peritoneal  irritation  by  the 
transudation  of  blood  which  gives  origin  to  that  sign  which  is  known  as  Boldt's 
sign.  Sensitiveness  of  the  cervix  in  the  absence  of  any  exudative  mass  is  a 
very  strong  presumptive  sign  in  favor  of  an  ectopic  pregnancy. 

A  large  proportion  of  these  ectopics  terminate  themselves  and  they  do 
not  terminate  with  the  typical  symptoms  of  collapse,  which  the  text-books  de- 
scribe. A  large  majority  of  these  cases  do  not  show  much  disturbance,  particu- 
larly the  tubal  abortion  class.  There  is  no  question  that  a  large  number  of 
these  get  well  without  operation,  and  the  marked  collapse  and  the  marked 
symptoms  that  the  books  attribute  to  rupture,  are  not  present  in  .that  type  of 
case. 

Dr.  R.  H.  Pomeroy  said  he  noticed  Dr.  Manecke  referred  to  intraliga- 
mentous rupture  of  ectopics,  while  Dr.  McNaughton  used  the  expression,  subliga- 
mentous.  Dr.  Pomeroy  stated  that  he  had  never  seen  an  intraligamentous  rup- 
ture of  an  ectopic.    He  regards  all  apparently  such  as  subligamentous. 

Dr.  Pilipp  Manecke  said,  in  closing,  that  in  the  cases  he  had  described, 
the  subjective  symptoms  of  pregnancy  were  certainlv  missing.  He  desired  to 
put  special  stress  on  hemorrhages,  as  a  diagnostic  point  and  especially  continued 
hemorrhages  associated  with  colicky  pains.  He  referred  to  the  sensitiveness  of 
the  tube  only  very  early  before  the  peritoneal  irritation  takes  place.  Of  course, 
after  the  peritoneal  adhesions  have  taken  place,  the  tubes  are  sensitive. 


mm 


